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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows; 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 
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in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


'<Vf 


(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions;  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
‘ts  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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The  Pain  Phone 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 


provides  a full  grain  of  codeine  for  more  intense, 
acute  pain. 


* The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 


COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
C64.8mg}gr1 
No.  3 codeine  phosphate* 
C32.4  mg)gr  ■1/2 

Each  tablet  also  contains  aspirin 
gr  3V2,  phenacetin  gr  21/2, 
caffeine  gr 

■ Warning-may  be  habit-forming 
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half-ouríce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


NeosporinTOintment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS;  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylacticalty.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS;  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING;  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS;  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of’nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIDNS;  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Important  Note:  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gam  or  edema  A one-week  trial 
period  IS  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy;  blood  dyscrasias. 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion; thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  IS  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug ; its 
misuse  can  lead  to  serious  results  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement, 

{B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO: 

/.  Sobrevivientes  de  más  de  5 años 


Jorge  o.  Just  Viera,  MD 
José  E.  Silva,  MD 


La  sobrevida  para  carcinoma  de  esófago  es  suma- 
mente pobre,  reconocida  como  tal  universalmente. 
Sobrevivir  5 años  ya  no  es  mesura  popular  para  evaluar 
el  éxito  o fracaso  de  la  terapia  administrada.  Se  ha  subs- 
tituido por  la  meta  de  2 años  de  vida.  Crece  el  pesimis- 
mo en  las  instituciones  más  adelantadas  ante  la  agresivi- 
dad de  este  tumor.  Algunos  autores  rechazan  ya  intentos 
de  cura  para  abrazar  incondicionalmente  los  esfuerzos 
paliativos. 

Reacciones  subjetivas  detenninan  en  ocasiones  el 
proponer  un  tipo  de  terapia  sobre  otro.  Reconocer  el 
curso  de  una  enfermedad,  especialmente  su  manifesta- 
ción local,  es  el  cimiento  para  elaborar  un  plan  terapéu- 
tico basado  en  raciocinio.  Nos  proponemos  presentar 
nuestros  hallazgos  relacionados  con  un  estudio  amplio 
de  esta  malignidad.  Primero,  infonnaremos  los  sobre- 
vivientes a largo  plazo  en  Puerto  Rico.  Subsiguien- 
temente, presentaremos  nuestro  plan  actual  de  tra- 
tamiento para  carcinoma  del  esófago. 

Método  y Material 

La  Ley  de  Puerto  Rico  requiere  desde  el  1950  el  in- 
forme de  todos  los  casos  de  cáncer  al  Registro  Central 
de  Cáncer  de  la  División  de  Control  de  Cáncer  del  De- 
partamento de  Salud.  Motivados  por  la  alta  incidencia  de 
pacientes  que  acuden  anualmente  a nuestro  hospital  con 
cáncer  del  esófago,  revisamos  los  expedientes  de  todos  los 
pacientes  con  esta  enfermedad  informados  al  Registro  del 
Cáncer  durante  un  período  de  21  años  comprendidos  en- 
tre 1950  y 1971.  En  este  intervalo  de  tiempo  se  infor- 
maron 4,342  casos. 

No  todos  los  casos,  sin  embargo,  tienen  confirmación 
histológica,  y el  diagnóstico  en  algunos  se  basa  en  exa- 
men radiológico  solamente.  Para  nuestro  estudio  fueron 
seleccionados  sólo  aquellos  pacientes  con  carcinoma  del  esó- 
fago confirmado  por  examen  histológico  y que  sobrevivie- 
ron cinco  años  o más  después  de  establecido  el  diagnós- 
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tico.  Los  factores  importantes  en  el  curso  de  la  enfer- 
medad se  tabularon.  El  paradero  de  los  sobrevivientes  se 
determinó  hasta  su  ídtima  cita  médica  o social  mientras 
que  el  certificado  de  defunción  se  obtuvo  para  los  que 
sucumbieron. 

Resultados 

Desde  1950  a 1971  se  informaron  4,342  casos 
de  cáncer  del  esófago,  2,990  eran  hombres  y 1,352 
mujeres.  Cincuenta  y ocho  pacientes,  comprobados 
los  diagnósticos  histológicamente,  vivieron  cinco  años 
o más  después  de  establecido  el  diagnóstico  (Tabla  1). 

Al  final  del  estudio  33  pacientes  estaban  vivos, 
de  los  cuales  18  eran  hombres  y 15  mujeres.  Veinti- 
cinco pacientes  estaban  muertos,  14  hombres  y 11 
mujeres.  La  diferencia  en  la  edad  promedio  del  co- 
mienzo de  la  enfermedad  en  estos  grupos  no  fue  sig- 
nificativa, aunque  los  hombres  muertos  tuvieron  un  pro- 
medio de  63  años,  algo  mayor  que  los  otros  grupos 
(Tabla  11). 

Todos  los  pacientes  tenían  prueba  histológica  de 
su  enfermedad.  En  56  pacientes  el  diagnóstico  fue 
carcinoma  epidermoide,  anaplásico  en  uno  e indiferen- 
ciado en  otro  (Tabla  111). 

La  sobrevida  de  estos  pacientes  después  de  estable- 
cido el  diagnóstico  se  ilustra  en  la  Tabla  IV.  Del  total 
de  58  pacientes,  38  sobrevivieron  entre  5 y 10  años. 
La  misma  mitad,  19,  estaban  vivos  al  terminar  el 
estudio.  Doce  sobrevivieron  entre  10  y 15  años,  siete 
estaban  vivos  y 5 muertos  al  indagar  sobre  ellos. 

Cinco  pacientes  sobrevivieron  entre  15  y 20  años. 
Todos  están  vivos.  Tres  pacientes  sobrevivieron  20 
años  o más,  dos  estaban  vivos,  y uno  murió.  Ni  el 
sitio  de  la  lesión,  ni  el  tratamiento  recibido  parecen 
influenciar  de  una  manera  u otra  la  sobrevida  promedio 
de  estos  pacientes,  según  ilustra  la  Tabla  V. 

Podemos  observar  que  la  sobrevida  de  estos  pacien- 
tes no  la  afectó  el  tratamiento  recibido.  Aunque  esta 
serie  es  sumamente  selecta,  es  obvio  que  algunos 
de  estos  pacientes  recibieron  demasiado  tratamiento 
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TABLA  I:  CANCER  DEL  ESOFAGO  EN  PUERTO  RICO 
SOBREVIDA  A LARGO  PLAZO 
1950-  1971 


I — Número  de  pacientes  con  carcinoma  del  esófago 

informados  al  Registro  del  Cáncer: 

Total 

4,342 

Hombres 

2,990 

Mujeres 

1,352 

II—  Número  de  pacientes  con  carcinoma  del  esófago  que  sobrevivieron  cinco  (5)  o más  años  después  del  diagnóstico; 

Total 

58 

Vivos 

33 

Mujeres 

15 

Hombres 

18 

Muertos 

25 

Mujeres 

11 

Hombres 

14 

TABLA  II:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 

SOBREVIDA  A LARGO  PLAZO 

1950  - 1971 

I — Edad  promedio  al  diagnosticarse  la  enfermedad: 

Pacientes  vivos 

55  años 

Pacientes  muertos 

59  años 

Hombres  vivos 

56  años 

Mujeres  vivas 

53  años 

Hombres  muertos 

63  años 

Mujeres  muertas 

55  años 

TABLA  III:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 

SOBREVIDA  A LARGO  PLAZO 

1950- 

1971 

Diagnóstico  Histológico: 

Escamoso 

56 

Indiferenciado 

1 

Anaplásico 

1 
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TABLA  IV:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
SOBREVIDA  A LARGO  PLAZO 
1950-  1971 


I — Número  total  de  pacientes  y su  distribución  según  el  número  de  años  sobrevividos: 


Vivos 

Muertos 

5 — 10  años 

19 

19 

10  — 15  años 

7 

5 

15  — 20  años 

5 

0 

20  o más 

2 

1 

33 

25 

TABLA  V:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
SOBREVIDA  A LARGO  PLAZO 
1950-  1971 


1 — Distribución  de  los  pacientes  según  localización  del  tumor,  el  tratamiento  administrado  y la  sobrevida  promedio: 


Tratamiento  Sobrevida 


Localización 

No.  pacientes 

Cirugía 

Cobalto 

Combinado 

Ninguno 

Promedio 

Tercio  Superior 

8 

1 

7 

0 

0 

10  años 

Tercio  Medio 

26 

13 

10 

2 

1 

9 años 

Tercio  Inferior 

24 

21 

1 

1 

1 

8 años 

y otros  muy  poco.  Cómo  determinar  la  terapia  apro- 
piada para  cada  paciente  individual  sobresale  como 
hallazgo  importante. 

El  tumor  se  localizó  en  el  tercio  superior  del 
esófago  en  8 pacientes,  en  26  pacientes  en  el  tercio 
medio,  y en  24  en  el  tercio  inferior.  La  localización 
del  tumor  al  tercio  medio  o al  inferior  no  afectó  la  so- 
brevida promedio  a largo  ténnino,  ni  en  forma  benéfica 
ni  en  forma  adversa  como  se  han  informado  en  otras 
series  con  seguimiento  más  corto. 

El  tratamiento  administrado  a estos  pacientes  fue 
de  radioterapia  solamente,  cirugía  solamente,  terapia 
combinada  de  cirugía  y radiación,  y en  dos  ocasiones 
ningún  tratamiento.  Para  las  lesiones  más  comunes 
localizadas  en  el  tercio  medio  e inferior  del  esófago 
el  tratamiento  quirúrgico  único  fue  el  más  frecuente.  La 
Tabla  V señala  que  irrespectivamente  del  tratamiento 
recibido  la  sobrevida  promedio  fue  más  o menos  la  mis- 
ma. 


La  cimgía  ofrecida  a estos  pacientes  fue  radical  en 
la  mayoría  e incluyó  esofagectomía  con  esofagogas- 
trectomía,  esofagectomía  con  trasplante  de  colon,  eso- 
fagectomía con  puente  yeyuno-ileal,  esofagectomía  seg- 
mentaria y esofagectomía  con  esófago-esofagostomía. 

La  Tabla  VI  contiene  un  hallazgo  muy  importante 
de  nuestro  estudio  ¡Fueron  muchos  los  pacientes  con 
metástasis  o extensión  tumoral  que  sobrevivieron  cinco 
años  o más!  La  extensión  tumoral  fue  generalmente 
detectada  mientras  recibían  tratamiento,  fuese  cirugía 
o radioterapia.  Más  sorprendente  es  el  hecho  de  haber 
encontrado  evidencia  en  algunos  pacientes  de  extensión 
del  tumor  a más  de  un  sitio  al  recibir  tratamiento. 

La  Tabla  VII  revela  otro  hecho  curioso;  la  sobre- 
vida promedio  fue  afectada  muy  poco  por  la  presencia 
o ausencia  de  metástasis  o extensión  del  tumor  al  ini- 
ciarse, o durante,  el  tratamiento.  La  diferencia  fue  de 
dos  años  entre  los  pacientes  vivos  y los  muertos,  aunque 
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TABLA  VI:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
SOBREVIDA  A LARGO  PLAZO 
1950-  1971 


Extensión  de  tumor  o metástasis  al  administrarse  tratamiento; 


Ganglios  celíacos  2 

Estómago  7 

Tejidos  adyacentes  (mediastino)  3 

Ganglios  supraclaviculares  1 

Ganglios  para-esofágicos  4 

Pulmón  3 

Arco  aórtico  1 

Laringe  1 

Hígado  2 

Traquea  1 

Hipofaringe  2 


TABLA  VII:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
SOBREVIDA  A LARGO  PLAZO 
1950  - 1971 


Extensión  de  tumor  o metástasis  en  pacientes  vivos  y pacientes  muertos  después  de  sobrevivir  cinco  (5)  años  o más. 
Se  incluye  la  sobrevida  promedio  de  cada  grupo: 


Número 

Metástasis  o Extensión 

Sobrevivencia 

Pacientes  vivos 

33 

6 

10  años 

Pacientes  Muertos 

25 

14 

8 años 

TABLA  VIII:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
SOBREVIDA  A LARGO  PLAZO 
1950-  1971 


1 — Intervalo  de  tiempo  entre  recurrencia  y muerte  comparado  con  sobrevivencia  total: 


Pacientes 

Intervalo  entre  recurrencia  y muerte 

Sobrevivencia  Total 

1 

2 meses 

6 años 

3 meses 

2 

1 año  6 meses 

5 años 

5 meses 

3 

6 años  5 meses 

6 años 

9 meses 

4 

2 años 

11  años 

11  meses 
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el  grupo  de  los  pacientes  muertos  tenía  una  proporción 
mayor  de  pacientes  con  metástasis.  Esta  diferencia 
no  fue  afectada  tampoco  por  el  tipo  de  tratamiento 
administrado.  Además,  el  curso  clínico  de  dos  pa- 
cientes que  no  recibieron  tratamiento  alguno  sirve 
para  recordamos  lo  poco  que  se  conoce  sobre  los 
factores  biológicos  que  determinan  el  comportamiento 
de  esta  enfermedad.  Uno  de  estos  pacientes  presenta- 
ba un  tumor  en  el  tercio  medio  del  esófago,  y el  otro, 
en  el  tercio  distal.  Ambos  pacientes  eran  mujeres  y 
ambas  tenían  65  años  de  edad.  Una  sobrevivió  7 años 
después  de  una  gastrostomía  paliativa.  La  otra,  por 
su  demencia  senil  y por  oponerse  la  familia,  fue  dada 
de  alta  sin  tratamiento  y sobrevivió  16  años.  Desa- 
fortunadamente, no  hay  información  médica  deta- 
llada durante  el  período  de  tiempo  entre  el  diagnóstico 
y la  muerte  de  estos  pacientes. 

En  la  serie  hay  otros  casos  especiales.  Un  paciente 
recibió  radiación  y sobrevivió  20  años  con  una  lesión 
del  tercio  medio,  pero  fue  localizado  en  uno  de  nuestros 
hospitales  al  final  del  estudio,  cerca  de  la  muerte  con 
recurrencia  en  el  sitio  de  la  lesión  original.  Otro  pa- 
ciente desarrolló  carcinoma  de  la  próstata  16  años 
después  de  ser  tratada  su  lesión  esofágica.  Un  paciente 
desarrolló  metástasis  a nódulos  linfáticos  cervicales  dos 
años  después  de  recibir  tratamiento.  Los  nódulos 
fueron  resecados  y el  paciente  sobrevivió  17  años 
adicionales.  Otro  paciente  con  metástasis  a nódulos 
supraclaviculares  de  un  carcinoma  del  tercio  inferior 
del  esófago,  recibió  tratamiento  con  Cobalto  y sobre- 
vivió 7 años. 

Aunque  la  mayoría  de  estos  pacientes  recibieron  o 
radioterapia  o cirugía,  tres  pacientes  completaron  tera- 
pia combinada  de  cirugía  y radioterapia  y todos  vivían 
al  finalizar  el  estudio.  Es  de  recalcarse  que  muchos 
de  los  pacientes  tratados  con  terapia  combinada  no  han 
tenido  aún  la  oportunidad  de  sobrevivir  cinco  años  o 
más,  ya  que  el  año  1971  cierra  nuestro  estudio. 

La  Tabla  VIU  muestra  los  pacientes  en  que  pudo 
determinarse  el  intervalo  de  tiempo  entre  recurrencia 
del  tumor  y la  muerte,  y compararlo  con  la  sobre- 
vivencia total  desde  el  momento  del  diagnóstico.  Puede 
observarse  que  este  intervalo  sobrepasa  en  tres  de  los 
cuatro  pacientes  el  período  de  sobrevida  promedio  en 
esta  enfermedad. 

Discusión 

Carcinoma  del  esófago  es  un  problema  importante 
en  Puerto  Rico.  Martínez  (1),  en  1970,  subrayó  que  la 
incidencia  y mortalidad  de  este  tumor  en  Puerto  Rico 


nos  coloca  entre  los  primeros  del  mundo.  Cualquier 
paciente  con  dificultad  al  tragar,  por  mínima  que  sea, 
debe  considerarse  una  posible  víctima  de  este  tipo 
de  carcinoma.  Es  mandatorio  obtener  un  esofagograma, 
con  examen  fluoroscópico,  y considerar  esofagoscopía 
en  pacientes  con  disfagia. 

Hemos  resumido  la  experiencia  general  de  nuestra 
Isla  para  obtener  una  visión  amplia  de  los  resultados 
del  tratamiento  de  este  carcinoma.  Resulta  ser  similar 
a otros  países  en  términos  de  sobrevida  absoluta  de 
cinco  años.  Al  vivir  58  pacientes  cinco  años  o más, 
de  un  total  de  4,342  pacientes  informados,  es  de  1.3 
por  ciento.  Otros,  como  Nakayama  (2),  León  y aso- 
ciados (3),  y Krain  (4),  han  informado  cifras  similares 
de  1.5  por  ciento,  1.6  por  ciento  y 3 por  ciento,  res- 
pectivamente, desde  distintas  áreas  geográficas. 

Cunde  el  pesimismo  en  los  centros  más  avanzados 
en  cuanto  a los  resultados  del  tratamiento  de  este 
tumor,  ante  estas  cifras  (5,  6).  Sin  embargo,  estos 
cálculos  incluyen  a todos  los  pacientes  con  carcinoma 
del  esófago,  y es  de  conocimiento  común  que  desde 
30  a 70  por  ciento  de  todos  los  pacientes  con  este 
tumor  son  incurables  al  solicitar  tratamiento.  Elaborar 
una  filosofía  de  terapia  ante  estadísticas  basadas  en 
lo  imposible—  curar  lo  incurable  —no  es  aconsejable. 
Aún  no  hemos  abandonado  cura  como  primera  prio- 
ridad. Otros  ya  prefieren  la  paliación  (5). 

El  estudio  actual  ha  revelado  data  de  mucho  interés. 
Primero,  el  sobrevivir  cinco  o más  años  después  del 
diagnóstico  no  es  seguridad  de  cura.  La  enfermedad 
reapareció  en  algunos  de  estos  pacientes,  y en  uno 
especialmente,  el  cáncer  reapareció  20  años  después 
en  el  lugar  original.  Debe  pues,  recomendarse  vigi- 
lancia continua  de  todo  paciente  con  cáncer  del  esó- 
fago, aún  después  de  haber  pasado  cinco  años.  La 
multicentricidad  de  origen  de  este  tumor  puede  ser 
traicionera. 

Fue  sorprendente  determinar  la  sobrevida  promedio 
para  cada  tercio  del  esófago.  Para  el  superior,  medio 
e inferior  se  encontró  10,  9 y 8 años  respectivamente. 
No  importó,  en  estos  pacientes,  si  se  utilizó  radio- 
terapia o cirugía,  porque  los  resultados  fueron  muy 
similares. 

Más  sorprendente  resultó  encontrar  que  20  pacien- 
tes de  los  58  desarrollaron  metástasis  o extensión  del 
tumor,  detectado  al  comenzar  el  tratamiento  pero 
especialmente  durante  cirugía,  y sin  embargo  estos 
pacientes  sobrevivieron  cinco  años  o más.  Recalca 
este  hallazgo  la  importancia  de  las  defensas  inmuno- 
lógicas,  y también,  resalta  nuestra  ignorancia  ante  los 
determinantes  biológicos  que  influyen  en  el  resultado 
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final.  Sin  embargo,  menos  pacientes  aún  vivos  tuvieron 
metástasis  que  los  pacientes  muertos,  y la  diferencia 
en  sobrevivencia  promedio,  aunque  poca,  favoreció 
al  grupo  de  pacientes  vivos.  Belsey  y Hiebert  (6),  en 
su  serie  de  pacientes  con  tumor  en  el  tercio  medio 
operados  por  abordaje  torácico  derecho,  encontraron 

que  la  expectativa  de  vida  después  de  extirpación  se 
mantuvo  independiente  de  la  duración  de  los  síntomas, 
la  expectativa  del  cinijano,  la  evaluación  de  los  ganglios 
y márgenes  de  resección  por  el  patólogo.  No  puede 
negarse  la  selectividad  de  nuestra  serie.  En  cuatro 
pacientes  se  logró  detenninar  el  intervalo  de  tiempo 
entre  recurrencia  y muerte.  Tres  de  ellos  vivieron  más 
tiempo  con  su  tumor  que  la  sobrevivencia  promedio 
de  este  cáncer.  Sin  embargo,  precisamente  a los 
pacientes  con  defensas  desarrolladas  contra  el  tumor 
es  que  deben  dirigirse  nuestros  esfuerzos  terapéuticos 
para  mejores  resultados. 

El  esfuerzo  futuro  deberá  concentrarse  en  prevención, 
detección  temprana  y tratamiento  individualizado.  Ya 
Martínez  (1)  enumeró  los  factores  asociados  con  car- 
cinoma del  esófago  en  Puerto  Rico.  La  detección  tem- 
prana ha  tenido  auge  en  China,  y con  el  uso  de  un  balón 
abrasivo,  han  podido  detectar  cáncer  en  situ  además 
de  otras  lesiones  tempranas  (8). 

En  cuanto  a tratar  cada  paciente  con  el  tratamiento 
exigido  por  cada  situación  individual  creemos  esencial 
determinar  el  estadio  del  tumor  antes  de  instituir 
terapia.  Sólo  así,  pódrá  basarse  el  tratamiento  adminis- 
trado en  raciocinio  y no  en  prejuicios  personales.  En 
los  próximos  artículos  infonnarernos  sobre  nuestro 
plan  terapéutico  para  esta  enfennedad  y los  resultados 
obtenidos  recientemente. 

Resumen 

Entre  1950  y 1971  se  informaron  4,342  casos  de 
carcinoma  del  esófago  al  Registro  Central  de  Cáncer 
de  la  División  de  Control  de  Cáncer  del  Departamento 
de  Salud.  De  estos,  58  pacientes  con  prueba  histológica 
de  su  enfermedad  sobrevivieron  5 años  o más.  Revisados 
sus  expedientes,  al  finalizar  el  estudio  continuaban  vivos 
33  pacientes.  Veinticinco  habían  muerto.  La  sobrevida 
promedio  en  esta  serie  selecta  no  fue  afectada  significa- 


tivamente por  el  tratamiento  recibido,  la  localización 
del  tumor  ni  la  presencia  de  extensión  del  tumor  fuera 
del  esófago  al  administrarse  tratamiento. 

Summary 

Between  1950  and  1971,  4,342  cases  of  carcinoma 
of  the  esophagus  were  reported  to  the  Central  Cancer 
Registry,  Division  of  Cancer  Control,  Department  of 
Health  in  Puerto  Rico.  Fifty  eight  patients  survived 
more  than  five  years  after  histologic  confirmation  of 
the  diagnosis.  Upon  termination  of  the  study,  33 
patients  were  alive  and  25  had  died.  Average  survival 
in  this  selected  series  was  not  significantly  affected 
by  the  treatment  received,  site  of  tumor  or  the  pre- 
sence of  tumor  extension  outside  the  esophagus  at  the 
time  of  the  treatment. 

Reconocimiento 

Deseamos  agradecer  el  interés  y la  ayuda  brindada  por  el 
Dr.  Isidro  Martínez  y los  miembros  de  su  División,  sin  la  cual 
este  estudio  no  hubiese  sido  posible. 

Referencias 

1.  Martínez,  /.;  Retrospective  and  prospective  study  of 
carcinoma  of  the  esophagus,  mouth  and  pharynx  in  Puerto 
Rico.  Bol.  Asoc.  Méd.  P.  Rico  62:  170,  1970. 

2.  Nakayama,  K.;  Statistical  review  of  five  year  survival  after 
surgery  for  carcinoma  of  the  esophagus  and  cardiac  portion 
of  the  stomach.  Surgery  45:  883,  1959. 

3.  Leon,  IP.,  Strug,  L.  H.,  Brickman,  I.  D.:  Carcinoma  of  the 
esophagus.  A disaster.  Ann.  Thor.  Surg.  11:  583,  1971. 

4.  Krain,  L.  S.:  Esophageal  cancer  in  California  1942-1969: 
The  California  Tumor  Registry  Experience.  J.  Surg.  Oncol.: 
5:  267, 1973. 

5.  Hankins,  J.  R.,  Cole,  F.  W.,  Ward,  A.,  Carter,  E.  A.,  Weiner, 
S.,  and  McLaughlin,  J.  S.:  Carcinoma  of  the  Esophagus. 
The  philosophy  for  paUiation.  Ann.  Thor.  Surg.:  14:  189, 
1972. 

6.  Belsey,  R.  and  Hiebert,  C.  A.:  An  exclusive  right  thoracic 
approach  for  cancer  of  the  middle  third  of  the  esophagus. 
Ann.  Thor.  Surg.  18:  1,  1974. 

7.  Martinez,  Isidro;  Comunicación  Personal. 


CURRENT  STATUS  OF  CHEMOTHERAPY 

OF  SOLID  TUMORS 


Enrique  Vélez-García,  MD 
Fernando  Cabanillas,  MD 
Antonio  Grillo-López,  MD 


Dr.  E.  Vélez-García  (Chairman):  Dr.  Frommeyer, 
Dr.  Ramirez,  Dr.  Rivera,  Fellows  and  Members 
of  the  College,  ladies  and  gentlemen.  First  of  all, 
I would  like  to  thank  the  officers  of  the  American 
College  of  Physicians  in  Puerto  Rico  for  the  invitation 
to  make  this  presentation. 

Secondly,  I hope  you  will  bear  with  me  patiently 
since  we  shall  try,  in  the  next  hour,  to  present  to  you, 
as  realistically  as  we  can,  our  current  thoughts  regard- 
ing the  role  of  chemotherapy  in  the  management  of 
some  solid  tumors.  Some  of  the  concepts  elaborated 
here  will  be  new  to  many  of  you  and  many  of  them, 
I hope,  will  ellicit  discussions  and  thought  which  surely 
will  lead  us  all  to  improved  knowledge  and  thus,  to  the 
development  of  improved  therapeutic  modalities  for  our 
patients. 

Over  our  discussion  tonight  we  would  like  to  give  you 
an  overview  of  some  of  the  many  exciting  developments 
in  the  field  of  cancer  chemotherapy  which  have  indeed 
made  this  specialty  a very  attractive  one  to  many  young 
physicians  in  training.  Table  No.  1 presents  a schematic 
chart  of  the  gradual  developments  in  this  field  commen- 
cing with  initial  isolated  experiments  by  various  groups 
and  the  discovery  of  nitrogen  mustard  in  1945.  This 
was  followed  by  the  now  historic  experiments  with 
Methotrexate  by  Dr.  Sidney  Farber  and  the  subsequent 
work  with  the  antimetabolites.  The  formation  of  the 
National  Cancer  Institute  in  1965  which  later  developed 
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into  the  main  stimulus  for  progress  in  this  field  is  now 
considered  a turning  point  in  history.  Concomitantly, 
the  National  Clinical  Trials  and  Cooperative  Groups 
were  being  organized  and  tliey  now  constitute  the  back- 
bone of  any  new  development  in  this  field.  Progress 
has  continued  with  the  development  of  the  vinca 
alkaloids  and  the  new  widely  utilized  combination 
regimens  (MOPP,  COAP,  Cooper’s,  etc.)  Lately,  very 
promising  new  agents  (asparaginase,  adriamycin,  dauno- 
mycin,  arabinosyl  cytosine  and  the  nitroso  urea  deriva- 
tives) have  added  new  hopes.  Success  with  immuno- 
therapy awaits  further  investigation. 

It  is  unfortunate,  however,  that  even  in  the  best 
medical  environments  in  the  world  chemotherapy  is 
many  times  reserved  for  the  advanced,  hopeless  and 
terminal  cancer  patient.  This  was  certainly  our  ex- 
perience when  we  organized  the  cancer  chemotherapy 
clinic  at  the  University  Hospital  in  1969  in  the  hope 
of  promoting  interest  in  this  field.  Table  No.  2 des- 
cribes the  established  indications  for  chemotherapy. 
Many  patients  do  fall  in  these  categories  and  yet, 

in  many  instances,  chemotherapy  is  delayed  until 
there  is  no  hope  for  response.  As  a matter  of  fact, 
the  Chemotherapy  Clinic  at  the  University  Hospital, 
was  once  dubbed:  the  “no  hope  clinic”.  At  this 
point,  I wish  to  emphasize  that  in  order  to  be  most 
effective,  chemotherapy  must  be  employed  early  in 
the  disease.  Ideally,  it  should  be  employed  in  com- 
bination with  other  primary  modalities  of  treatment 
such  as  surgery  and  radiotherapy  in  a number  of 
specific  tumors.  Table  No.  3 will  give  an  idea  of 
the  increasing  role  of  this  modality  of  therapy  in  a 
variety  of  solid  tumors  where  chemotherapeutic  agents 
are  now  being  utilized  as  adjuvants  to  the  heretofore 
utilized  modalities  of  therapy. 

Basic  knowledge  in  the  field  of  cellular  kinetics 
has  given  us  new  ideas  which  have  led  to  the  develop- 
ment of  chemotherapy  protocols  which  utilize  many 
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TABLE  NO.  I - DEVELOPMENT  OF  CHEMOTHERAPY 


1945 

Initial  isolated  experiments 

1948 

F arber-Methotrexate 

1950 

Antimetabolites 

1955 

National  Cancer  Institute 

1955-1965 

National  Clinical  Trials  and  Cooperative  Groups 

1963 

Vinca  alkaloids 

1965 

Combination  Cbemotherapy  protocols 

1967 

Newer  agents 

BCNU 

Asparaginase 

Adriamycin 

Arabinosyl  cytosine 

Methyl -CCNU 

Future 

Immunotherapy 

TABLE  NO.  II  - ESTABLISHED  INDICATIONS  FOR  CHEMOTHERAPY 

1.  When  disease  is 

known  to  respond 

2.  As  an  alternative 

or  adjuvant  to  surgery  and  radiotherapy 

3.  For  aipportive  reasons 

different  drugs  which  can  indeed  be  safely  administered 
in  combination  to  the  best  interests  of  the  patient, 
without  additive  toxicity.  The  most  dramatic  results 
reported  by  one  such  combination  thus  far  have  been 
those  obtained  by  De  Vita  et  al  with  the  utilization 
of  a four  drug  combination  for  the  therapy  of  advanced 
Hodgkin’s  Disease.  The  MOPP  program  which  consists 
of  a combination  of  nitrogen  mustard,  Oncovin,  pred- 
nisone and  procarbazine  hydrochloride,  is  now  pro- 
ducing, in  the  best  of  hands,  75  percent  remission  in 
advanced  patients.  The  use  of  these  combinations 
gives  the  clinician  an  opportunity  to  tackle  proliferating 
cells  in  the  cell  cycle  at  different  stages  in  the  cycle  thus 
affording  a larger  cell  kill  than  if  only  one  drug  was 
utilized.  We  shall,  in  the  course  of  this  discussion, 
discuss  some  of  these  combinations  now  in  use,  in 
greater  detail. 


It  is  worthwhile  to  note  that  there  are  already  a few 
recognized  instances  where  a total  cell  kill,  that  is, 
a complete  cure,  can  be  achieved  by  the  sole  utilization 
of  chemotherapy.  I am  speaking  primarily  of  chorio- 
carcinoma, and  Burkitt’s  lymphoma  which  even  in 
disseminated  stages  are  amenable  to  cure  with  combi- 
nations of  antimetabolites  and  alkylating  agents  used 
alone  without  the  benefit  of  additional  therapy. 
It  is  conceivable  that  in  the  future  more  such  intances 
will  be  discovered.  The  very  rewarding  results  now 
being  obtained  in  tlie  chemotherapeutic  management 
of  the  embryonal  sarcomas,  Hodgkin’s  disease  and 
other  lymphomas,  breast  cancer  and  acute  lympho- 
blastic leukemia  in  children  and  young  adults  all  seem 
extremely  promising.  In  summary.  Table  No.  4 presents 
an  outline  of  the  most  commonly  seen  solid  tumors 
according  to  their  predictable  response  to  chemo- 
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TABLE  NO.  Ill  - CHOICE  OF  THERAPY  IN  LOCALIZED  AND  REGIONAL  CANCER 


Surgery 

RadioRx 

ChemoRx 

Percent  5 yr. 

Survival 

Melanomas 

P 

Adj. 

Adj. 

30 

Breast 

P 

Alt. 

Adj. 

40 

Ovary 

P 

Alt. 

Adj. 

30 

Endometrium 

P 

Alt. 

Adj. 

40 

Choriocarcinoma 

Alt. 

Alt. 

P 

80 

Lung 

P 

Alt. 

Adj. 

5 

Stomach 

P 

- 

Adj. 

15 

Colon 

P 

- 

Adj. 

40 

Head  and  Neck 

P 

P 

Adj. 

30 

Kidney 

P 

Alt. 

Adj. 

15 

Prostate 

P 

P 

Adj. 

80 

Sarcomas 

P 

P 

P 

15 

Wilm’s  tumor 

P 

P 

P 

40 

P 

= 

primary  treatment 

Adj 

= 

adjuvant 

Alt 

= 

alternate 

TABLE  IV 

- HIGHLY  RESPONSIVE  TUMORS 

Burkitt’s  Lymphoma 

Choriocarcinoma 

Hodgkin’s  Disease 

Retinoblastoma 

Soft  tissue  sarcomas 

Testicular  (Embryonal)  carcinomas 

Wilm’s  tumor 

SUBSTANTIALLY  RESPONSIVE  TUMORS 

Breast 

Colon 

Head  and  Neck 
Ovary 
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therapy. 

I would  like  to  address  myself  now  to  the  problem 
of  cancer  of  the  breast.  Breast  cancer  is  now  the  third 
most  frequent  female  cancer  in  Puerto  Rico  and  is 
currently  the  most  frequent  cancer  in  women  in  the 
United  States.  There  is  significant  amount  of  evidence 
which  points  towards  the  fact  that  only  approximately  ^ 
50  percent  of  females  optimally  treated  by  surgery 
followed  by  optimal  radiotherapy  are  cured  from  this 
disease.  The  remaining  number  of  patients  die  with 
disseminated  disease  sometime  after  the  surgical  proce- 
dure. Furthermore,  high  risk  groups  consisting  of 
patients  with  more  than  3 positive  lymph  nodes  in  the 
axilla  have  been  identified.  In  this  group  of  patients, 
67  percent  of  those  with  positive  axillary  nodes  had 
tumor  recurrence  within  5 years  after  radical  mastec- 
tomy. It  is  indeed  these  patients  who  are  more  likely 
to  develop  disseminated  disease  and  the  evidence  sug- 
gests that  the  surgical  incurability  is  probably  due  to 
occurrence  of  very  early  metastatic  spread  of  the 
disease  via  a hematogenous  route.  Therefore,  it  would 
seem  only  reasonable  that  breast  cancer  patients  be 
studied  exhaustively  prior  to  surgery  in  order  to 
detect  early  foci  of  disease.  On  the  other  hand, 
since  at  the  present  time  we  do  not  have  available 
the  necessary  tools  for  this  early  detection  of  dis- 
tant metastases,  a reasonable  alternative  would  appear 
to  be  the  institution  of  an  aggressive  combined  chemo- 
therapy program  in  the  immediate  post-operative  pe- 
riod. Such  studies  are  now  in  progress  by  four  different 
groups  worTcing  under  the  sponsorship  of  the  National 
Cancer  Institute,  and  will  hopefully  yield  significant 
results  within  a few  years. 

Cooper  in  1968  published  his  classical  report  of 
the  treatment  of  disseminated  breast  cancer  with  a 5- 
drug  combination  consisting  of  5-fluorouracil,  vincris- 
tine, Methotrexate,  cyclophosphamide  and  prednisone. 
This  combination  now  bears  his  name.  Over  the 
years,  the  management  of  disseminated  breast  cancer 
has  been  revolutionized  by  the  administration  of  this 
five  drug  combination  and  many  other  regimens  derived 
thereof.  Several  series,  including  our  own,  report  bet- 
ween 40  and  80  percent  complete  remission  rates  in 
these  patients.  As  implied  above,  it  would  be  appropria- 
te therefore,  to  consider  the  early  administration  of  a ve- 
ry effective  chemotherapeutic  regimen  such  as  the 
Cooper’s  program  to  patients  with  breast  cancer  es- 
pecially if  they  are  in  the  high  risk  group  category. 
One  such  study  already  completed  by  the  National 
Surgical  Adjuvant  Breast  Project  failed  to  show  any 
benefit  for  the  chemotherapy  treated  patients  but 


unfortunately,  the  selected  therapeutic  agents  were 
not  ones  now  considered  most  effective.  At  the 
University  Hospital,  we  are  beginning  an  interdisci- 
plinary study  with  the  cooperation  of  the  Departments 
of  Radiotherapy  and  Surgery  in  order  to  try  to  answer 
this  basic  question:  Does  optimally  given  chemotherapy 
have  a place  in  the  early  management  of  breast  cancer? 

Other  seemingly  less  responsive  tumors  to  chemo- 
therapy such  as  ovarian  carcinoma,  head  and  neck 
cancer,  and  cancer  of  the  large  bowel  are  being  treated 
with  chemotherapy  earlier  and  earlier  in  the  hope  of 
improving  their  curability  rate.  Surgery  alone  is  no 
longer  considered  as  the  primary  treatment  of  choice 
of  ovarian  carcinoma.  National  studies  are  now  being 
conducted  for  the  joint  management  of  these  tumors 
by  surgery,  post-operative  radiotherapy  and  the  early 
administration  of  chemotherapy  even  in  localized  cases. 

I am  now  pleased  to  introduce  Dr.  Antonio  Grillo 
who  will  review  for  us  some  of  the  locally  applicable 
cancer  statistics  as  well  as  the  current  state  of  know- 
ledge regardmg  lung  and  gastrointestinal  cancer. 

Dr.  Antonio  J.  Grillo:  Good  evening  to  all  of  you. 
Thank  you  very  much  Dr.  Velez,  for  giving  me  the  op- 
portunity to  discuss  with  this  distinguished  audience 
some  of  our  current  ideas  in  this  fascinating  and  rapidly 
changing  field. 

The  three  major  causes  of  death  in  both  Puerto  Rico 
and  the  United  States  are  heart  disease,  cancer  and 
stroke  (Table  No.  5).  Although  the  mortality  in  our 
island  remains  somewhat  below  that  of  tlie  United  States 
(in  part  due  to  our  younger  population  and  in  part 
due  to  advances  in  diagnosis  and  treatment),  cancer 
incidence  has  risen  steadily  over  the  past  decades  out  of 
proportion  to  population  growth. 

In  1971  over  5,000  new  cancer  cases  were  reported 
in  Puerto  Rico  (Table  No.  6);  of  these,  lung,  stomach, 
colorectal  and  pancreatic  carcinomas  comprised  18.9 
percent.  Nevertheless,  these  tumors  accounted  for  33.4 
percent  of  cancer  deaths  in  the  same  period  (Table  No. 

7). 

What  can  we  do  to  improve  these  statistics?  What 
are  we  doing  to  help  these  patients?  Dr.  Velez  Garcia 
has  given  you  an  overview  of  the  problem  and  he  has 
considered  breast  cancer  in  some  detail.  I would  now 
like  to  discuss  lung  and  gastrointestinal  cancer. 

Lung  cancer:  Prevention  is  the  cure.  “Quit  smoking 
now”  is  the  slogan.  There  should  be  no  doubt  in  our 
minds  that  smoking  has  definitely  been  established 
as  a major  factor  in  the  etiology  of  lung  cancer. 

In  1964,  Hammond  reported  a study  of  36,975 
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TABLE  V - MORTALITY  IN  PUERTO  RICO  AND  U.  S.  A.  * 
(Death  Rate  per  100,000) 


1969 

Puerto  Rico 

USA 

All  Causes 

652.8 

951.9 

Heart  Disease 

143.3 

366.1 

Cancer 

92.2 

160.0 

Stroke 

44.6 

102.6 

Accidents 

40.7 

57.6 

* ■ Statistical  Bulletin,  MLVC,  VoL  53:11,  Dec.  72 


TABLE  NO.  VI  - NEW  CANCER  CASES  (PR  - 1971) 


All  Sites 

5,311 

Lung 

256 

Stomach 

399 

Colorectal 

270 

Pancreas 

Ref:  Martinez,  I.;  Cancer  en  Puerto  Rico  - 1971 
Registro  Central  del  Cáncer 
Departamento  de  Salud 


TABLE  NO.  VII  - CANCER  MORTALITY  (PR  - 1971) 


All  Sites 

2,603 

Lung 

238 

Stomach 

402 

Colorectal 

139 

Pancreas 

90 

Ref:  Martinez,  1.:  Cancer  en  Puerto  Rico  - 1971 
Registro  Central  del  Cáncer 
Departamento  de  Salud 
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matched  pairs  of  smokers  and  non-smokers  followed 
over  a five  period.  Of  the  smokers,  1,395  died,  110 
with  lung  cancer.  On  tlie  other  hand,  of  the  non- 
smokers  only  662  died,  of  which  12  had  lung  cancer. 
One  can  easily  see  from  these  figures  the  significant 
difference  of  mortality  from  lung  cancer.  Moreover, 
it  is  important  to  know  that  deaths  from  other  causes 
were  significantly  less  in  the  non-smoking  group. 

Men  who  smoke  over  2 packs  of  cigarettes  per  day 
are  30  times  more  liable  to  develop  lung  cancer  than 
non-smokers.  Nevertheless,  those  who  stop  smoking 
can  significantly  decrease  this  risk.  In  fact,  it  has  been 
shown  that  increase  in  time  since  stopping  smoking 
correlates  with  decreased  risk  of  lung  cancer  and  that 
after  10  years  this  risk  approaches  that  of  non-smokers. 
Those  who  are  not  convinced  should  at  least  have  the 
courtesy  not  to  pollute  the  air  the  rest  of  us  must 
breath. 

Early  diagnosis  and  treatment  are  of  the  utmost 
importance  and  here  again  tliere  is  room  for  improve- 
ment. In  1971,  41  percent  of  patients  developing 
lung  cancer  in  Puerto  Rico  went  untreated.  In  this 
group  the  5-year  survival  rate  approaches  0 and  over 
80  percent  of  the  patients  are  dead  within  1 year. 
Surgery  is  the  only  form  of  therapy  which  offers 
the  possibility  of  a cure.  Unfortunately,  only  about 
30  percent  of  cases  are  resectable.  This  group  has  the 
best  5-year  survival  rate  (25  percent).  Radiotherapy, 
in  selected  inoperable  cases,  yields  5-year  survival  rates 
in  the  5 percent  range. 

From  these  figures  we  can  deduct  that  over  70  per- 
cent of  all  patients  with  lung  cancer  will  at  one  time 
or  another  be  candidates  for  chemotherapy.  Table  8 
shows  tlie  agents  which  have  been  used  up  to  the  pre- 
sent time  and  their  comparative  effectiveness.  Con- 
ventionally, cyclophosphamide  and  Methotrexate  alone 
or  in  combination  have  been  the  agents  of  choice.  Ex- 
perimental agents  currently  under  investigation  are 
presented  in  Table  9.  The  greatest  advances  in  this 
field,  however,  lie  in  the  use  of  combination  chemo- 
therapy programs  as  shown  in  Table  10.  Results  with 
the  experimental  agents  when  used  in  combination 
appear  very  promising.  Nevertheless,  greater  experience 
and  confirmation  of  results  in  larger  groups  of  patients 
are  required  before  these  treatment  programs  can  be 
adopted  for  conventional  use. 

Stomach,  colorectal  and  pancreatic  cancer:  In 

1971  in  Puerto  Rico,  55  percent  of  patients  developing 
stomach  cancer  went  untreated.  Here  again,  the  only 
curative  modality  is  surgery.  In  cancer  of  the  stomach 
around  15  percent  of  patients  have  resectable  tumors 


and  in  this  group,  5-year  survival  is  40  percent.  In 
colorectal  cancer,  42  percent  are  resectablé  and  5-year 
survival  rate  is  correspondingly  better  (70  percent). 
Only  about  12  percent  of  pancreatic  tumors  are  re- 
sectable which  in  turn  accounts  for  a low  5-year  sur- 
vival rate  of  10  percent.  Radiotherapy  has  limited 
applicability  in  these  cancers.  Pre-operative  and  post- 
operative radiotherapy  in  colorectal  cancer  is  currently 
under  evaluation  and  shows  some  promise  for  the  future. 

Chemotherapy,  therefore,  will  be  indicated  in  the 
great  majority  (over  80  percent)  of  patients  with 
stomach  or  pancreatic  cancer  as  well  as  in  many 
(over  50  percent)  of  those  with  colorectal  cancer. 
5-fluorouracil  is  the  conventional  agent  of  choice  in 
the  treatment  of  gastrointestinal  cancer  producing  ob- 
jective responses  in  the  15  to  30  percent  range.  We 
feel  that  this  is  a safe  and  effective  drug  when  used 
in  the  weekly  fashion.  Furthennore,  we  strongly 
advise  against  the  use  of  fluorouracil  in  the  single 
daily  dose  fashion  which  we  consider  obsolete,  toxic 
and  dangerous  even  as  modified  in  the  recent  package 
insert  revision.  Moreover,  we  have  shown  that  when 
used  as  a continuous  five  day  infusion  better  results 

are  obtained  and  toxicity  is  minimal.  Table  11  shows 
the  comparative  results  obtained  with  5-fluorouracil 
and  other  conventional  and  experimental  drugs  when 
used  as  single  agents.  Combinations  of  these  agents 
and  other  drugs  are  under  investigation  in  an  effort 
to  improve  on  the  results  obtained  with  5-fluorouracil 
alone  (Table  12). 

Although  chemotherapy  is  not  curative  in  stomach, 
pancreatic  or  colorectal  cancer,  it  has  a definite  place 
in  the  management  of  patients  with  these  tumors. 
Effective  palliation  can  be  produced  by  the  judicious 
application  of  currently  available  drugs.  In  fact, 
quality  of  survival  can  be  improved  in  most  patients. 
Recently  it  has  also  been  shown  that  at  least  in 
stomach  cancer,  5-fluorouracil  (alone  or  in  combination 
with  BCNU)  can  produce  a significant  increase  in  long 
term  survivors.  New  combinations  are  under  evaluadon 
to  improve  on  results  with  conventional  therapy. 

In  summary,  today  we  can  firmly  say  that  chemo- 
therapy, when  apphed  properly  and  with  the  aim  of 
improving  quality  of  survival,  is  an  excellent  tool  in 
the  management  of  inoperable  solid  tumors  such  as 
those  that  we  discussed  with  you  today. 

Dr.  E.  Vélez-García:  A discussion  about  chemothera- 
py would  certainly  not  be  complete  without  mention- 
ing immunotherapy  since  one  of  the  most  exciting 
developments  in  the  field  of  cancer  therapy  in  the  last 
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TABLE  NO.  VIII  - SINGLE  AGENTS  IN  THE  THERAPY  OF  LUNG  CA* 


DRUG 

PERCENT  RESPONSE 

Methotrexate 

33 

Myleran 

33 

Cytoxan 

33 

N.  Mustard 

30 

Mitomycin  C 

21 

Matulane 

15 

Velban 

11 

Hydroxyurea 

11 

Alkeran 

10.5 

Oncovin 

9 

* - Carter,  S.  K.:  Cancer  30:  1402,  Nov.  72. 

TABLE  NO.  IX  - EXPERIMENTAL  AGENTS  IN  THERAPY  OF  LUNG  CA 


DRUG 

PERCENT  RESPONSE 

1.  High  Dose  Methotrexate  with  Folinic  Rescue 

93 

2.  Adriamycin 

32 

3.  CCNU 

21 

4.  BCNU 

11 

5.  Hexamethylmelamine 

21 

few  years  has  been  the  increasingly  promising  results 
being  obtained  in  some  tumors:  melanomas,  soft  tissue 
sarcomas,  acute  lymphoblastic  leukemias,  and  others, 
with  the  use  of  immunotherapeutic  measures.  These 
include  the  utilization  of  non-specific  immunostimulants 
such  as  the  Bacillus  Calmette-Guerin  (BCG)  and  other 
bacterial  products  such  as  Corynebacterium  parvum 
as  enhancers  of  the  body’s  normal  defenses  against  the 
development  of  neoplasia.  I would  now  like  to  intro- 
duce Dr.  Ferrnndo  Cabanillas,  currently  Senior  Fellow 
in  Hematolcgy  at  the  University  of  Puerto  Rico  School 
of  Medicine  (Hematology  Section,  University  District 


Hospital)  who  will  discuss  with  us  some  new  develop- 
ments in  this  field  and  give  us  a perspective  for  the 
future. 

Dr.  Fernando  Cabanillas:  Thank  you  very  much, 
Dr.  Velez,  for  inviting  me  to  participate  in  these  dis- 
cussions. It  is  indeed  an  honor  for  me  to  be  able  to 
discuss  this  subject  with  you  tonight. 

Contrary  to  what  most  people  believe,  immuno- 
therapy is  not  a new  science.  Since  the  turn  of  this 
century,  numerous  attempts  at  immunotherapy  of  can- 
cer have  been  tried  out.  Most  of  these  trials  were 
poorly  documented  experiments  based  on  purely  prac- 
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TABLE  NO.  X - COMBINATION  CHEMOTHERAPY  IN  LUNG  CA 


Agents 

Percent  Response 

CR 

A.  GOMAR 

Cytoxan'*'Oncovin'*' 

M atulane'Hl  adio  therapy 

Median  Survival  6.7  Mo.) 

90  Percent 

14  Percent 

B.  COMER 

Cy  tox  an"^0  nco  vin"*" 
Methotrexate'Nladiotherapy 
(22/26  Alive  after  13  Mo.) 

90  Percent 

81  Percent 

C.  COMB 

55  Percent  (All) 

55  Percent 

100  Percent  (oal  cell) 

(GR  or  Better) 

Cy  tox  an"^0  ncov  in”*" 
MCCNU'^leomycin 


TABLE  NO.  XI  - SINGLE  AGENTS  IN  THE  THERAPY  OF  GASTRO- 
INTESTINAL CANCER 


Drug 

Stomach 

Percent  Response 

Pancreas 

Colorectal 

Fluorouracil 

27 

17 

17 

FUDR 

- 

- 

22 

Mitomycin  C 

27 

18 

12 

BCNU 

17 

0 

10 

CCNU 

~ 

- 

14 

Methotrexate 

- 

14 

0 

5 day  5FU  drip 


60 


20 


53 
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TABLE  NO.  XII  - COMBINATION  CHEMOTHERAPY  IN  GASTROINTESTINAL 

CANCER 


Agents 

Stomach 

Percent  Response 
Pancreas 

Colorectal 

Fluorouracil  + BCNU 

32 

25 

4 

Fluorouracil  + Mitomycin  C 

28 

0 

17 

Fluorouracil  + Cytosar 

16 

-(1/1) 

12 

Fluorouracil  + CCNU  (SEQ.) 

-- 

- 

8 

Fluorouracil  + BCNU  + Mitomycin  C 

__ 

-(3/1) 

5 

BCNU  + Mitomycin  C 

28 

-(2/0) 

8 

5 day  5-FU  drip 

60 

20 

53 

TABLE  NO.  XIII 


I. 

Active  Non-Specific  Inrununotherapy 

A. 

Systemic  therapy 

1.  Systemic  BCG  as  in  leukemia  and  melanoma 

B. 

Local  therapy 

1.  Intralesional  BCG  as  for  melanoma 

2.  DNCB  over  tumor  nodules  as  for  primary  skin  carcinomas 

II. 

Active  Specific  Immunotherapy 

A. 

Tumor  cell  vaccines 

III. 

Passive  Non-Specific  Immunotherapy 

A. 

Lymphocyte  transfusions 

IV. 

Passive  Specific  Immunotherapy 

A. 

Allogenic  antitumor  sera 

B. 

Transfer  factor 

tical  and  empirical  observations  and  for  the  most  part, 
they  were  ill-conceived.  One  of  the  earliest  experiments 
was  motivated  by  Dr.  William  Bradford  Coley  s obser- 
vation that  a thrice  recurrent  inoperable  sarcoma  of  the 
(lecK  regressed  completely  after  the  patient  developed 
two  bouts  of  erysipelas.  The  remission  was  maintained 
for  a period  of  seven  years.  This  led  him  to  develop 
Coley’s  toxins  which  consisted  of  living  or  heat-killed 
streptococcus  or  bacillus  prodigious.  These  were  in- 


jected directly  into  the  tumor  or  given  intravenously. 
Some  impressive  regressions  were  recorded  but  his 
experiments  were  not  properly  controlled. 

Clinical  interest  in  this  modality  gradually  declined 
as  newer  discoveries  in  the  fields  of  radiotherapy  and 
chemotherapy  materialized.  With  the  recent  discovery 
of  tumor  associated  antigens,  interest  in  immunotherapy 
has  been  reawakened.  Some  of  the  recently  described 
tumor  antigens  are  the  carcinoembryonic,  alpha  feto- 
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protein,  leukemia  and  Hodgkin’s  antigens.  However, 
more  important  than  the  discovery  of  these  substances, 
is  the  finding  that  most  of  them  are  able  to  stimulate 
an  immunologic  reaction  in  the  host.  In  other  words, 
the  host  can  recognize  the  tumor  antigens  as  foreign 
substances  and  mount  an  immunologic  reaction  against 
them.  This  has  been  proved  by  different  methods 
and  tbe  manipulation  of  tbe  host’s  immunologic  res- 
ponses against  his  tumor  is  the  backbone  of  cancer 
immunotherapy. 

Today  we  will  deal  mainly  with  active  immuno- 
therapy both  non  specific  and  specific.  But  before 
discussing  each  of  these  modalities  a very  brief  review 
of  the  immunological  system  is  mandatory.  The  ver- 
tebrates’ immune  system  is  divided  in  two  parts:  The 
humoral  system  comprised  of  bursal  derived  (B)  lym- 
phocytes and  the  cellular  system  comprised  of  thymus 
derived  (T)  lymphocytes. 

It  is  believed  that  the  T lymphocytes  are  most  im- 
portant in  the  body’s  defense  against  cancerous  tissue. 
Also  they  are  the  ones  that  reject  organ  transplants 
and  mount  delayed  hypersensitivity  skin  reactions  a- 
gainst  injected  PPD.  It  is  logical  and  desirable  to  streng- 
then this  part  of  the  immunological  system  so  that  a 
patient  with  cancer  can  deal  more  effectively  with 
his  tumor  cells.  This  is  what  active  systemic,  non- 
specific immunotherapy  seeks.  It  stimulates  or  streng- 
thens the  T lymphocytes  in  a non-specific  general 
manner. 

Cancer  immunotherapy  can  be  briefly  classified 
into  four  categories  wbicb  are  presented  in  Table  No. 
13. 

Let  us  now  briefly  go  over  each  one  of  these  moda- 
lities. In  the  first  place,  active  non-specific  immuno- 
therapy with  BCG  can  be  divided  into  systemic  and 
local  use.  The  systemic  application  of  this  substance 
is  performed  in  various  manners.  At  M.  D.  Anderson 
Hospital  and  Tumor  Institute  in  Houston,  Texas,  an 
18  gauge  needle  is  used  to  incise  a grid  of  scratches 
on  the  selected  skin.  This  is  followed  by  mixing  the 
BCG  thoroughly  with  the  oozed  blood.  The  procedure 
is  repeated  weekly  for  3 months,  every  other  week 
for  3 more  months  and  monthly  thereafter  until  relapse. 

The  pioneer  with  the  use  of  systemic  BCG  is 
Professor  Georges  Mathé  from  France,  who  has  shown 
that  prolonged  remissions  in  acute  lymphoblastic  leu- 
kemia can  be  maintained  by  using  systemic  BCG  alone. 
Induction  of  tbe  remission  is  obtained  with  the  use  of 
multiple  chemotherapy  agents.  He  has  compared  his 
results  with  BCG  with  a control  group  which  only 
received  induction  with  chemotherapy  but  no  main- 


tenance treatment.  A significant  difference  was  shown 
for  these  groups. 

Gutterman,  working  at  M.  D.  Anderson  in  Texas, 
recently  published  a series  of  melanoma  patients  trea- 
ted by  surgical  removal  of  all  lesions  including  regional 
lympb  nodes  and  distant  solitary  metastases.  They  were 
then  given  systemic  BCG  and  the  results  showed  a sig- 
nificant improvement  in  survival  and  disease-free  inter- 
vals as  compared  to  controls  who  only  received  the 
benefit  of  surgery. 

The  most  successful  modality  up  to  now  has  been  the 
active  local  non-specific  immunotherapy  as  practiced 
by  Klein  at  Roswell  Park  Memorial  Institute  in  New 
York  and  Dr.  Morton  at  U.  C.  L.  A.  Dr.  Klein  bas  used 
local  DNCB  therapy  for  the  management  of  multi- 
centric primary  skin  carcinomas.  DNCB  as  well  as 
BCG  produces  a delayed  skin  hypersensitivity  reaction 
in  the  treated  area.  Apparently  the  malignant  cells  are 
directly  affected  by  this  reaction.  Ninety  percent  lof 
superficial  basal  cell  and  squamous  cell  carcinomas 
treated  in  this  way  regress. 

Dr.  Morton  uses  this  same  modality  but  has  utilized 
intratumoral  injections  of  BCG  for  the  treatment  of 
accesible  metastatic  nodules  of  malignant  melanoma. 
Approximately  90  percent  of  injected  nodes  regress 
and  in  20  percent  of  patients,  uninjected  nodes  at 
distant  sites  also  regress.  Remissions  have  been  main- 
tained for  as  long  as  4 years  in  patients  whose  uninjec- 
ted nodes  regressed. 

Active  specific  immunotherapy  consists  of  the  in- 
jection of  tumoral  cells  in  cancer  patients  in  order  to 
maintain  a constant  specific  immunological  reaction 
against  the  tumor  specific  antigens.  Previous  experien- 
ce with  this  therapy  have  been  largely  unsuccessful 
probably  due  to  misconceived  trials,  however,  Mathé ’s 
results  with  this  modality  in  leukemia  suggest  that  this 
rni^t  be  a worthwhile  approach. 

It  should  be  noted  that  every  attempt  at  immuno- 
therapy should  be  preceded  by  immunological  evalua- 
tion of  the  host.  Many  of  the  previous  futile  immuno- 
therapy trials  were  due  to  failure  to  understand  tliis 
concept.  A patient  who  shows  immunological  anergy 
can’t  be  treated  with  local  BCG  or  DNCB  since  he  will 
be  unable  to  mount  a delayed  hypersensitivity  reaction. 
This  same  patient,  however,  might  possibly  benefit  from 
systemic  BCG  therapy  which  could  strengthen  the  status 
of  his  immunological  system. 

Another  point  which  must  be  stressed  is  tlie  need  to 
use  immunotherapy  as  a supplementary  tool  to  surgery, 
chemotherapy  or  radiotherapy.  The  exclusive  use  of 
this  approach  can  only  be  justified  occasionally  in  multi- 
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centric  skin  carcinomas  which  are  otherwise  difficult  to 
treat  by  conventional  means  due  to  their  extent.  Mathé 
has  pointed  out  that  for  immunotherapy  to  work 
successfully  the  tumor  load  should  be  reduced  to  a 
minimum  and  this  usually  is  accomplished  by  the  opti- 
mal use  of  surgery,  chemotherapy  or  radiotherapy. 
It  must  be  borne  in  mind  however,  that  the  concurrent 
use  of  chemotherapy  and  immunotherapy  is  not  re- 
commended due  to  the  immunosuppressive  nature  of 
the  former.  In  other  words,  immunotherapy  may  be 
preceded  by  chemotherapy  or  radiotherapy  but  not 
used  concurrently. 

I would  like  to  end  this  talk  with  a quotation  from 
Dr.  Gutterman:  “The  truth  is  that  cancer  immuno- 
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therapy  today  still  is  in  its  infancy,  about  where  chemo- 
therapy was  a quarter  of  a century  ago.  Yet  it  is  expec- 
ted that  it  will  pull  abreast  of  the  old  approaches  within 
the  next  five  years.”  Thank  you  very  much. 

Dr.  E.  Vélez-García:  I would  like  to  thank  both 
Dr.  Grillo  and  Dr.  Cabanillas  for  participating  in  this 
panel  and  I would  also  like  to  thank  Dr.  Julio  Victor 
Rivera  and  Dr.  Eli  Ramirez,  who  invited  us  to  make  this 
presentation.  I hope  that  the  future  will  continue  to  be 
as  promising  as  we  think  it  will  be.  One  thing  is  certain; 
we  need  to  work  together;  the  concept  of  the  team  is 
very  important  in  the  hope  that  a cure  will  be  forth- 
coming for  this  very  challenging  disease.  Thank  you 
very  much. 


(References  will  be  submitted  upon  request  to  the  author) 
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Coarctation  of  the  aorta  may  be  detected  by 
palpating  a discrepancy  between  tbe  carotid, 
bracbial  and  femoral  pulses.  It  may  occur  as  an 
isolated  lesion  or  associated  with  other  congenital 
anomalies  including  the  arteries  arising  from  the  aortic 
arch. 

The  purpose  of  this  paper  is  to  report  a case  of 
aortic  coarctation  associated  with  both  subclavian  ar- 
teries originating  distal  to  tbe  coarctation  and  together 
with  a functionally  or  anatomically  absent  left  carotid 
artery. 

Case  Report 

0.  R.  R.,  a 15-month  old  female  infant  was  admitted 
to  Ponce  District  General  Hospital  for  cardiac  catheterization. 
She  had  been  hospitalized  previously  at  2 1/2  months  of  age 
with  tachypnea,  tachycardia,  inspiratory  and  expiratory  stridor, 
intercostal  retractions,  gallop  rhythm,  hepatomegaly,  faint  tran- 
sient acrocyanosis,  and  a Grade  3/6  high  frequency  continuous 
cardiac  murmur  well  heard  over  all  the  precordium  and  the  left 
axillary  region.  A large  cavernous  hemangioma  extending  from 
the  left  fronto-parietal  region  to  the  left  orbital  region  was 
evident,  together  with  smaller  hemangiomas  over  the  lips 
and  anterior  aspect  of  the  neck.  Arterial  pulsations  were 
absent  in  all  four  extremities.  The  left  carotid  arterial  pulse 
was  idso  absent.  There  was  an  obvious  pulsating  mass  at  the 
right  carotid  region.  The  chest  radiograph  showed  an  enlarged 
cardiac  silhouette  with  some  increase  in  pulmonary  vascularity 
and  a wide  mediastinum  (Fig.  1).  The  electrocardiogram 
revealed  severe  left  ventricular  hypertrophy  (Fig.  2).  The 
infant  experienced  a remarkable  improvement  after  treatment 
with  digitalis,  diuretics  and  oxygen. 

On  the  present  admission  the  continuous  murmur  was  still 


From  the  Ponce  District  General  Hospital,  Ponce,  Puerto 
Rico. 


Figure  2 
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TABLE  I:  CARDIAC  CATHETERIZATION 


Sample  Site 

O2  Saturation 

Pressure  (mm  Hg) 

SVC 

73  percent 

RA 

74  percent 

4 (MEAN) 

RV 

70  percent 

50/0/8 

MPA 

70  percent 

32/12 

RPA 

70  percent 

20/7 

RPA (WEDGE) 

96  percent 

10 

Figure  3 


present,  but  it  eould  also  be  heard  over  the  right  cervical  and 
right  temporal  regions  as  welL  The  blood  pressure  was 
75/60  and  65/60  in  the  upper  and  lower  extremities  respective- 
ly. A Barium  esophagram  showed  a posterior  indentation  (Fig. 
3).  The  pulmonary  vascularity  was  normal  The  cardiomegaly 
and  electrocardiographic  findings  were  almost  identical  with 
those  observed  previously. 

At  heart  catheterization  (Table  1)  a moderate  right  ventri- 
cular hypertension  was  recorded,  with  a mild  pressure  gradient 
across  the  pulmonic  valve  and  across  the  junction  of  the  pul- 
monary trunk  with  the  right  pulmonary  artery.  There  was  not 
evidence  of  a left  to  right  shunt.  The  cine-angiocardiogram 
revealed  a tubular  aortic  coarctation  with  origin"  of  both 
subclavian  arteries  from  the  distal  segment  and  without  pro- 
minence of  arterial  collateral  circulation.  There  was  not  opa- 
cification of  the  left  carotid  artery.  The  right  carotid  artery 
originated  from  the  proximal  segment  and  was  aneuryanati- 
cally  dilated  and  tortuous  (Fig.  4).  There  was  not  evidence 
of  a cerebral  aneurysm  or  fistula. 


Discussion 


Coarctation  of  the  aorta  commonly  involves  the 
aortic  isthmus,  however,  it  may  also  be  located  at  the 
aortic  arch,  the  thoracic  or  the  abdominal  aorta.  It 
may  be  segmental  or  diffuse  in  extent.  Its  presence  is 
clinically  suspected  by  palpating  absent,  weak  or  dela- 
yed femoral  arterial  pulsations.  Determination  of  the 
exact  site  and  extent  of  involvement  will  ultimately 
be  obtained  from  cardiac  catheterization  and  angio- 
cardiographic studies. 

Coarctation  of  the  aorta  may  occur  as  an  isolated 
eongenital  lesion  or  it  may  be  associated  with  trivial 
or  highly  consequential  cardiac  or  extracardiac  mal- 
formations. The  subclavian  and  the  carotid  arteries 
may  also  present  congenital  anomalies.  They  may 
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have  an  aberrant  origin  proximal  or  distal  to  the 
narrowed  aortic  segment  or  their  ostium  may  be  atre- 
tic or  stenotic.  The  routine  of  sequential  simultaneous 
palpation  of  femoral,  both  brachial  and  both  carotid 
pulses  will  bring  out  the  presence  of  associated  sub- 
clavian and  or  carotid  arterial  anomalies. 

Anomalies  of  the  carotid  arteries  associated  with 
aortic  coarctation  are  extremely  rare.  Efskind  and 
Sanderud  described  a patient  with  coarctation  of  the 
aorta  with  a weak  left  brachial  and  left  carotid  arterial 
pulse.  In  their  case  there  was  a stenotic  segment  that 
was  both  proximal  and  distal  to  a left  brachiocephalic 
artery.  In  our  case  there  is  absence  of  both  femoral, 
both  brachial  and  left  carotid  arterial  pulsations.  Both 
subclavian  arteries  arise  distal  to  a tubular  aortic 
coarctation.  The  right  subclavian  artery  courses  behind 
the  esophagus  to  the  right  arm.  Failure  of  filling  with 
radiopaque  material  of  the  left  carotid  artery  may  be 
caused  by  either  atresia  or  stenosis  of  its  ostium,  throm- 
bosis of  its  lumen  or  agenesis  of  this  vessel.  On  the  other 
hand  the  right  carotid  artery  has  become  dilated  and 
tortuous  in  its  course  towards  the  skull.  We  have  been 
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unable  to  find  a similar  case  in  the  literature. 

Summary 

An  unusual  case  of  aortic  coarctation,  is  described, 
where  there  is  absence  of  both  femoral,  both  brachial 
and  left  carotid  arterial  pulsations.  Angiocardiography 
showed  both  subclavian  arteries  arising  distal  to  a tubu- 
lar coarctation  with  functional  or  anatomical  absence 
of  the  left  carotid  artery. 

Resumen 

Se  ofrece  la  descripción  de  un  singular  caso  de  coar- 
tación de  la  aorta  con  ausencia  de  pulso  femoral  bila- 
teral, braquial  bilateral  y carotídeo  izquierdo.  Los  es- 
tudios efectuados  revelaron  que  ambas  arterias  sub- 
clavias se  originan  de  la  porción  distal  al  segmento 
estenótico  de  la  aorta  y que  la  arteria  carótida  izquierda 
está  funcional  o anatómicamente  ausente. 


(References  will  be  submitted  upon  request  to  the  author) 
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Control  connota  responsabilidad  y autoridad.  Con- 
lleva el  derecho  a insistir  que  ciertas  reglas  se  obe- 
dezcan y el  derecho  a penalizar  a aquellos  que  no  las 
cumplan.  Es  necesario  que  cualquier  sistema  que  preten- 
da controlar  la  calidad  del  cuidado  médico  reconozca 
los  siguientes  puntos: 

1.  Las  disciplinas  que  ofrecen  cuidado  a un  paciente 
son  las  únicas  que  en  nuestra  sociedad  mantienen 
un  expediente  que  hace  viable  el  estudio  de  la 
actividad  profesional. 

2.  La  responsabilidad  individual  ha  evolucionado  a 
responsabilidad  corporativa,  responsabilidad  legal 
y a la  clara  demostración  contabilizada  de  efecti- 
vidad en  utilización  de  recursos  sin  menoscabo 
de  la  calidad  ofrecida  en  cuidado  al  paciente. 

3.  Por  iniciativa  propia  de  las  ciencias  médicas  se  han 
logrado  múltiples  sistemas  de  autoevaluación  ya 
establecidos  al  más  alto  nivel  profesional. 

4.  Ofrecer  mejor  cuidado  al  paciente  que  se  está 
atendiendo  que  aquél  ofrecido  al  que  fue  tratado 
con  la  misma  condición  es  el  axioma  ancestral 
que  por  siglos  ha  promovido  el  progreso  en  medi- 
cina mediante  la  evaluación  y corrección  efectiva. 

5.  El  hospital  otorga  más  de  30  especialidades  com- 
plementarias en  el  más  alto  grado  de  erudición  a 
nivel  post-doc toral. 

6.  Colaboran  en  el  hospital  ofreciendo  cuidado  al  pa- 
ciente más  de  doce  disciplinas  reconociendo  el 
método  científico  como  su  denominador  común. 

7.  El  hospital  goza  de  capacidad  legislativa  autorregu- 
lando  su  gobierno  y excelencia. 

Por  los  siete  puntos  mencionados  puede  considerarse 
el  hospital  la  casa  más  erudita  de  occidente.  Como  tal 
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debe  ser  tratada.  Es  imprescindible  se  defina  con  propie- 
dad: por  qué?  , quién?  y a quién?  debe  demostrarse 
la  efectividad  de  costo  y calidad.  ¿Cuáles  son  los  pasos 
a seguir  y qué  ventajas  se  ofrecen  para  el  consumidor, 
proveedor  e intermediario? 

Las  razones  básicas  detrás  de  este  empeño  de  nuestra 
sociedad  en  exigir  contabilización  demostrada  emana 
del  deseo  por  garantizarse  una  distribución  equitativa 
del  cuidado  médico  ofrecido.  Lo  exige  porque  percibe 
que  este  cuidado  en  su  expresión  de  excelencia  es  alta- 
mente efectivo  manteniendo  y restaurando  la  salud 
dentro  del  alcance  humano. 

El  valor  de  la  salud  es  tan  alto  en  occidente  que  es  el 
único  término  intercambiado  como  símbolo  de  salva- 
ción en  nuestras  sagradas  escrituras. 

Nuestra  sociedad  ha  reconocido  que  no  son  las  cortes 
vehículo  apropiado  para  proveer  prevención  efectiva. 
En  el  sepulcro  no  hay  memoria. 

Todo  aquel  que  planifica,  regula,  evalúa,  provee  o 
distribuye  un  valor  tan  alto  no  puede  menos  que  recono- 
cer su  dignidad  y prepararse  a una  interrelación  ágape 
que  es  el  lenguaje  propio  de  esta  responsabilidad  o en- 
comienda. 

La  clase  médica,  depositaria  plena  en  el  control  de  los 
métodos  de  su  profesión  por  su  sabiduría  reconocida 
en  campos  especializados  no  crea  la  necesidad  del  con- 
trol gubernamental  de  su  práctica  si  participa  vigorosa 
y concienzudamente  en  el  gobierno  de  su  profesión. 
La  advertencia  de  Platón  tiene  la  misma  actualidad  hoy 
día.  El  castigo  del  sabio  que  rehúsa  a participar  en  su 
gobierno  es  vivir  bajo  un  mal  gobierno.  Confiamos 
plenamente  que  la  clase  médica  nunca  permita  tal  cosa 
suceder.  Espero  sea  partícipe  del  control  de  calidad 
a todos  los  niveles  que  tal  control  se  ejercite. 

Para  que  haya  control  de  calidad  es  necesario  que 
se  establezcan  normas,  exista  la  supervisión  adecuada, 
se  implementen  los  medios  de  corrección  a las  defi- 
ciencias señaladas  y reconocimiento  a los  logros  supe- 
riores obtenidos. 
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La  metodología  para  hacer  una  auditoría  médica 
ha  sido  bien  establecida  y'documentada  en  la  literatu- 
ra y es  el  resultado  de  la  contribución  de  muchos 
expertos  en  este  campo.  La  hoja  de  trabajo  de  Wald- 
rnan  para  estudio  de  auditoría  médica  simplificó  el 
proceso  aportando  una  nueva  dimensión  al  concepto 
de  auditoría. 

Mediante  este  sistema  las  normas  establecidas  por 
diagnóstico  pueden  exponerse  claramente  en  forma  tal 
que  sirven  como  compromiso  o prescripción  en  exce- 
lencia. Los  datos  pertinentes  a cada  diagnóstico  son 
tabulados  y comparados  con  cien  millones  de  expedien- 
tes con  un  incremento  de  alrededor  de  catorce  millones 
anuales.  Estos  datos  se  distribuyen  a la  facilidad 
participante  mensual,  trimestral,  semestral  y anualmente. 
Permite  a la  analista  o administradora  de  expedientes 
médicos  proveer  la  data  obtenida  en  la  hoja  de  trabajo, 
paralela  al  compromiso  o prescripción  de  excelencia. 

Mediante  la  comparación  de  la  norma  establecida 
con  la  data  actualizada  se  puede  calcular  muy  fácil- 
mente la  desviación  estadística  respectiva.  La  desvia- 
ción estadística  es  estudiada  en  base  a probabilidades 
considerándose  ya  como  un  cuidado  superior,  una  ex- 
cepción, una  variante  no  significativa,  y por  exclusión, 
una  deficiencia. 

La  excepción  y la  variante  no  significativa  evitan 
auditoría  innecesaria.  El  cuidado  superior  conlleva 
publicación  y reconocimiento.  La  deficiencia  constitu- 
ye nuestra  materia  de  trabajo  al  clasificarse  en  su 
etiología  como  paso  inicial  para  su  corrección.  Por 
tanto  debe  determinarse  si  la  deficiencia  ocurre  en  el 
área  de  conocimiento  o en  el  área  de  ejecución  y si 
su  etiología  obedece  a uno  de  cinco  factores,  a saber: 

1.  Falta  de  norma  o política 

2.  Falta  de  recursos  o dificultad  en  obtener  los 
recursos  necesarios  (red  tape) 

3.  Falta  de  crítica  constructiva 

4.  Castigo  de  la  propia  clase 

5.  Recalcitrancia  individual 

Un  sistema  evaluativo  no  tiene  valor  sin  la  corrección 
subsiguiente.  Es  necesario  formular  recomendaciones 
específicas  con  tiempo  pre-determinado  a su  cumpli- 
miento y parámetros  claves  que  permitan  evaluación 
y corrección  sobre  la  marcha  evitándose  entrar  continua- 
mente en  deficiencias  ya  señaladas.  Clasificada  la  defi- 
ciencia al  nivel  de  origen  ya  sea  individuo,  departamento 
u hospital  puede  en  forma  impersonal  y objetiva  fijarse 
el  tiempo  para  su  corrección  o nueva  auditoría. 

Toda  esta  data  básica  se  expresa  en  la  hoja  de  trabajo 
(MASW)  diseñada  por  Waldman  y constituye  la  herra- 


mienta clave  para  auditar  sistemáticamente  toda  la  prác- 
tica de  la  medicina  y cuidado  ofrecido  al  paciente  por 
más  de  doce  disciplinas  que  colaboran  en  un  hospital. 

Concepto  de  Auditoría  Médico  Hospitalaria 

Auditoría  médica  se  define  como  la  comparación 
del  cuidado  ofrecido  con  las  normas  establecidas.  El 
éxito  de  esta  empresa  depende  de  (1)  el  sistema  de 
colección  de  data  entendiendo  que  las  bibliotecas 
de  expedientes  médicos  deben  convertirse  en  provee- 
dores de  datas,  (2)  el  conocimiento  en  auditoría  que 
tenga  el  personal  médico  y paramédico,  (3)  capacidad 
administrativa  y organización  de  la  facultad  respectiva. 


Cuidado 

Ofrecido 

Normas 

Establecidas 

(K)  = Auditoría  Médica 
K =(1)X,(2)X(3) 


La  auditoría  médica  por  definición  excluye  la  rama 
de  investigación  de  la  práctica  médica  y se  limita  a 
evaluar  la  aplicación  del  conocimiento  médico  en  el 
cuidado  ofrecido  al  paciente.  Por  ser  el  método  más 
efectivo  de  educación  post-graduada  no  se  aparta  en 
ningún  momento  de  la  rama  educativa  de  la  medicina 
antes  bien  es  el  medio  más  expedito  para  la  aplicación 
de  los  adelantos  en  investigación  al  cuidado  del  pacien- 
te. 


Auditoría  Médica 


Método  más  efectivo  de 
continua  educación  a 
nivel  Post-Graduado 


Este  método  bien  implementado  con  toda  ética  y 
profesionalismo  garantiza: 

1.  Educación  en  el  sitio  de  trabajo  sin  necesidad 
de  ausentismo  y pérdida  de  producción. 

2.  Comparación  efectiva  a nivel  de  sección. 

3.  Intercambio  de  conocimiento  personal  en  base 
objetiva. 

4.  Comparación  universal  continua  y accesible. 

5.  Definición  del  área  particular  en  defectos  y logros. 

6.  Supervisión  y corrección  en  el  área  particular  en 
deficiencia. 

7.  Resultado  práctico  y tangible  de  inmediato. 

8.  Reconocimiento  al  esfuerzo  individual  y corpora- 
tivo. 
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9.  Seguridad  en  la  mejor  ejecutoria  dentro  de  las  cir- 
cunstancias. 

10.  Equidad  y estabilidad  tanto  para  el  educador  co- 
mo para  el  educando  así  como  para  el  consumidor 
y el  proveedor. 

Por  estos  y otros  postulados  educacionales  el  método 
de  auditoría  señalado  es  el  más  efectivo  para  la  continua 
educación  a nivel  post-graduado  y por  su  excelencia 
quedan  sin  lugar  y propósito  mecanismos  tales  como 
la  re-certifícación  por  examen  a nivel  post-graduado. 
Ni  un  examen  ni  un  diploma  puede  garantizar  más  a un 
paciente  que  el  resultado  neto  de  la  práctica  día  a día 
demostrada  y contabilizada  responsablemente  al  nivel  de 
erudición  que  las  ciencias  médicas  exigen  en  el  marco 
universal.  El  método  científico,  denominador  común 
a todas  las  disciplinas  que  producen  cuidado  al  paciente, 
demanda  la  comparación  y reproducción  de  resultados 
para  determinar  el  grado  de  eficiencia.  Por  tanto  al 
comparar  auditorías  sucesivas  en  orden  de  tiempo  puede 
obtenerse  la  eficiencia  del  sistema. 

AMI  = QP  = Cociente  de  progreso 

AiVlII  = eficiencia 

AM  = Auditoría  Médica 

I - II  = Series  sucesivas 

Por  experiencia  ya  en  su  implementación  por  más  de 
medio  siglo  la  resistencia  mayor  a la  auditoría  médica 
genera  de  la  idea  pre  concebida  que  éste  es  un  proceso 
para  detectar  la  mala  práctica  o como  ya  ha  sido 
clasificada  por  otros  como  la  búsqueda  o señalamiento 
de  bribones.  Ningún  método  de  auditoría  podría 
sobrevivir  si  este  fuera  su  propósito  principal.  La 

realidad  es  que  la  auditoría  muy  incidentalmente  se 
envuelve  en  acción  disciplinaria.  Por  el  contrario  es 
aceptada  por  ser  el  medio  educacional  mejor  motivado 
y desarrollado  para  educación  continua  post-graduada. 

En  la  misma  forma  que  han  fracasado  los  hospitales 
cuya  junta  de  gobierno  se  ha  enfrentado  a las  leyes 
propuestas  por  la  facultad,  en  esa  misma  forma  fracasa- 
ría cualquier  sistema  de  auditoría  impuesto  a un  grupo 
con  el  cual  hay  que  contar  para  un  proceso  de  auto- 
evaluación. 

En  toda  lógica  no  hay  otra  alternativa  que  la  de 
autoevaluación  por  la  multiplicidad  de  campos  especia- 
lizados al  iti.ls.illo  nivel  de  erudición,  por  la  variedad 
de  disciplinas  complementarias  que  colaboran  en  la 


producción  de  un  resultado  neto,  cuidado  al  paciente 
y porque  éste  reclama  y reclamará  absoluta  confiden- 
cialidad en  un  servicio  tan  personal  que  le  es  ofrecido 
en  el  cuidado  de  su  dolencia. 

El  concepto  de  contabilización  demostrada  no  debe 
confundirse  con  el  concepto  mucho  más  amplio  que  es 
el  de  auditoría  médica  aunque  constituye  parte  funda- 
mental en  su  efectividad. 

La  auditoría  médica  propicia  control  de  calidad 
a distintos  niveles: 

1.  al  nivel  individual  donde  estimula  el  uso  más 
efectivo  del  talento  propio. 

2.  a nivel  de  secciones  donde  en  forma  impersonal 
propicia  el  intercambio  ético  y profesional  de 
conocimiento. 

3.  a nivel  de  la  dirección  de  un  hospital  o unidad 
respectiva  por  la  autoridad  que  le  confieren 
las  leyes  del  estado,  la  junta  de  gobierno  de  la 
facilidad  y el  convenio  de  leyes  establecidas 
por  la  facultad. 

4.  a nivel  de  la  junta  de  gobierno  de  la  facilidad 
propiciándose  estadística  comparativa  que  ya  no 
requiere  conocimiento  especializado  pero  sí  ecua- 
nimidad. 

5.  a nivel  de  gobierno  estatal  y federal  como  re- 
presentantes del  consumidor.  Entendiéndose 
claramente  que  el  consumidor  delega  su  repre- 
sentación en  el  gobierno. 

El  éxito  en  control  de  calidad  depende  de  entidades 
discretas  de  auditoría  efectuadas  armoniosamente  a 
todos  los  niveles  señalados. 

El  volumen  a evaluarse  es  tan  extenso  que  fue 
natural  la  evolución  en  este  campo  a “medicina  compu- 
tadorizada”.  Este  término  puede  significar  muchas  co- 
sas para  diferentes  personas  pero  no  para  aquellos  cono- 
cedores del  desarrollo  e implementación  del  concepto 
por  el  colegio  de  cirujanos,  el  colegio  de  médicos  y la 
comisión  de  actividades  profesionales  y hospitales.  El 
concepto  es  altamente  atractivo  y confortante. 

Esta  comisión  es  el  recurso  mayor  en  el  mundo 
de  data  médica  computadorizada  y está  accesible  a 
nuestro  estado  sin  fines  de  lucro  puesto  que  básica- 
mente se  sostiene  por  asignaciones  filantrópicas.  De 
hecho  a iniciativa  nuestra  el  46  por  ciento  del  volumen 
clínico  público  y privado  en  el  Estado  Libre  Asociado 
ya  comparte  el  desarrollo  en  esta  área.  Contamos  ya 
con  más  de  40  analistas  de  expedientes  médicos,  treinta 
y siete  de  las  cuales  fueron  adiestradas  por  petición 
nuestra  este  año. 

La  abstracción  de  un  expediente  médico  adecuado 
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es  absolutamente  imprescindible  en  el  sistema  de  au- 
ditoría propuesto.  Esto  es  perfectamente  viable  en  el 
Estado  Libre  Asociado  siempre  y cuando  se  prosiga 
con  la  acción  que  este  ideal  demanda.  Hay  cuatro 
tipos  de  acciones  que  deben  ser  visibles  si  un  sistema 
de  control  de  calidad  es  acreditable;  1.  educación, 
2.  recomendaciones,  3.  desarrollo  de  una  actitud  po- 
sitiva en  la  facultad  médica,  4.  intervención  para  que 
la  norma  establecida  se  ejecute. 

En  nuestros  medios  ya  contamos  con  hospitales 
auditándose  por  más  de  cien  normas  profesionales 
por  orden  de  diagnóstico  y a nuestra  satisfacción 
se  han  establecido  parámetros  de  cuidado  superior 
en  más  de  cinco  áreas.  Pueden  esperarse  otros  pará- 
metros de  cuidado  superior  a la  luz  de  la  esperanza 
de  vida  que  este  pueblo  goza  a pesar  de  su  alta 
morbilidad  y mortalidad  perinatal. 

El  sistema  de  auditoría  perinatal  ofrecido  por  la 
(CPHA)  antes  mencionada  no  debe  ser  electivo  en 
nuestro  medio  sino  por  el  contrario  un  deber  pues 
promete  en  tiempo  corto  un  logro  extraordinario  para 
nuestro  pueblo.  De  corregirse  con  prontitud  nuestra 
morbilidad  y mortalidad  perinatal  podríamos  a corto 
tiempo  ser  el  pueblo  de  mejor  esperanza  de  vida. 

Efectividad  de  Costo 

En  el  mismo  abstracto  donde  se  recoge  la  data 
para  auditoría  médica  por  diagnóstico,  y utilización, 
también  se  recoge  la  data  de  costo  propiciándose 
el  estudio  de  costo  por  caso  en  todos  sus  detalles 
pertinentes.  Este  estudio  en  coordinación  al  desa- 
rrollo del  Plan  Maestro  de  Puerto  Rico  y el  manual 
de  reembolso  de  Medicare  (Providers  Reimbursement 
Manual)  establecido  ya  por  muchos  años  constituyen 
la  base  racional  para  la  sujeción  en  costo  en  toda  pla- 
nificación implementada  o por  implementarse. 

Sin  contradicción  alguna  el  sistema  de  reembolso 
de  Medicare  es  el  sistema  con  éxito  probado  ya  en 
sujeción  de  costo  en  nuestros  medios.  Aunque  el  pro- 
pósito inicial  en  este  sistema  de  reembolso  no  fue 
control  de  calidad,  la  experiencia  ya  harto  ha  demos- 
trado su  gran  aportación  en  esta  área.  Por  su  éxito 
muy  particulannente  en  el  último  año,  a pesar  de  la 
inflación,  no  se  contempla  la  más  remota  derogación 
de  estos  estatutos  a no  ser  por  un  sistema  superior 
futuro  que  al  presente  no  se  vislumbra. 

El  negociado  de  seguros  de  salud  federal  (BHI) 
opera  en  Puerto  Rico  con  suma  eficiencia  y el  adies- 


tramiento de  personal  del  Estado  Libre  Asociado  es 
muy  factible  bajo  su  liderato.  No  debe  quedar  sin 
mencionarse  que  la  hora  de  contable  autorizado  ha  sido 
sub-totalmente  y efectivamente  sustituida  por  audi- 
toría menos  costosa.  De  esta  experiencia  valiosa 
podemos  y debemos  nutrimos. 

Auditoría  de  Servicio  Ambulatorio 

En  la  misma  forma  que  se  abstrae  el  expediente 
médico  al  darse  de  alta  un  paciente  de  un  hospital 
puede  abstraerse  el  expediente  ambulatorio  en  base 
al  día  de  alta  o a norma  establecida  ya  sea  por  tiempo 
o número  de  visitas.  Este  sistema  sería  de  fácil 
institución  en  los  hospitales  los  cuales  atienden  el 
mayor  volumen  de  pacientes  ambulatorios.  Sin  em- 
bargo la  importancia  de  la  evaluación  ambulatoria 
en  un  hospital  no  puede  ser  enfatizada  puesto  que  la 
calidad  del  servicio  ambulatorio  deriva  directamente 
de  las  nonnas  profesionales  por  diagnóstico  estable- 
cidas para  el  paciente  hospitalizado. 

El  diagnóstico  por  condiciones  estrictamente  am- 
bulatorias ya  ha  sido  clasificado  y codificado  por  la 
(CPHA)  sólo  resta  añadir  en  convenio  las  nomias  pro- 
fesionales para  su  tratamiento  a tenor  con  las  condicio- 
nes particulares  de  cada  facilidad  y/o  estado. 

Otro  método  factible  en  auditoría  y control  de 
calidad  tanto  del  servicio  ambulatorio  conio  del  hos- 
pital, partiendo  del  desarrollo  de  patrones  de  trata- 
miento aceptados,  consiste  en  la  elaboración  de  pará- 
metros claves  en  la  prescripción  despacho  y adminis- 
tración de  drogas. 

Una  terapia  de  drogas  de  calidad  al  costo  más  bajo 
posible  puede  desarrollarse  mediante  la  aplicación  de 
un  modelo  de  costo  efectividad  a varias  alternativas 
en  quimioterapia. 

Por  este  medio  se  pueden  detectar  el  uso  y abuso 
de  drogas  en  desviación  o annonía  con  el  patrón  de 
tratamiento  establecido.  Este  sistema  bien  instituido 
facilita  la  corrección  inmediata  de  algún  error  sin 
necesidad  que  se  peíjudique  ni  el  paciente  ni  el  pro- 
veedor. 

Debo  tenninar  ditando  al  Dr.  Karl  S.  Klicka,  recono- 
cido experto  en  la  materia  de  control  de  calidad  en  el 
cuidado  médico  por  la  responsabilidad  y valor  que  sus 
palabras  tienen.  El  control  no  es  permanente  necesaria- 
mente. La  persona  elegida  o nombrada  a una  posición 
de  control  retiene  su  posición  en  tanto  satisfaga  o sirva 
a aquellos  que  lo  escogieron. 


ssthetic 

tiseptic 
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When  a patient  comes  to  you  with  a 
sore  throat,  you  often  prescribe  antibiotics 
But  why  not  give  him  something  for  the  pain 
as  well— Chloraseptic.  M 

As  you  know,  sore  throat  pain  can  I 
be  annoying  because  of  the  many  nerve  I 
endings  in  the  throat.  And  Chloraseptic  jj 
provides  efficient  topical  anesthetic/  : 
analgesic  action  which  numbs  nerve  end-  S 
ingsatthe  site  of  the  pain— to  relieve  pain  : 
almost  immediately. 


With  his  pain  alleviated,  the  patient  can  rest 
more  comfortably  and  wait  for  the  antibiotic's 
long-term  benefits  to  take  effect. 

Available  as  Liquid,  Aerosol  Spray  or  Lozenges. 

pCHlDRASEPTIC 

AntiseP*' 

EATON  LABORATORIES/ Norwich  International 
^ 410  Park  Avenue,  New  York,  N.Y.  U.S.A. 
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FOR 

THE  MILK 
INTOLERANT 
INFANT 
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Whenever  the 
symptoms  diarrhea,  colic, 
vomiting,  rhinorrhea,  anorexia 
or  eczema  are  evident,  con- 
sider milk  intolerance —then 
consider  Neo-Mull-Soy.* 


Protein,  fat  and  carbo- 
hydrate levels  approximating 
those  of  human  milk. 

'v  • 

Methionine-supplemented 
to  enhance  protein  efficiency. 

Low  renal  solute  load.  || 

No  corn  sugars.  | 

Comparable  to  cow's 
milk  formulas  in  supporting 
growth  and  development. 

ALL  THIS... 

AND  MILK-WHITE, 

TOO. 


NEOMULL-SCnr 


Soy  Protein  Isolate  Formula 


SYNTEX 

SYNTEX  LABORATORIES,  INC 
NUTRITIONAL  PRODUCTS  DIV 
PALO  alto.  CALIFORNIA  94304 


) 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regula'rly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 


Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEPTHE  HYPERTENSIVE 
RATIEKT  ON  THERAPY 
KEEPTHER4PY  SIMPLE  WITH 

DOe^DE 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of  adema  k 

triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Just  ‘Dyazide’  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  rich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  { 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of 
SmithKIme  Corporation 


TO  KEEP  BIOOD  PRESSURE  DOWN 
AND  KEEP  P01ASSIUM  LEVELS  UP 


STAGE  2 


STAGE  3 


STAGE  4 


HOURS  . 1 . - . 

begins  within 


17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.' 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects^  ’) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

IDalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?"^ 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation.  GI  pain,  nervous- 
ness. talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion. anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase  Paradoxical  reactions, 
c.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patietits:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 

REFERENCES:  I Kales  A,  et  al:  Arch  Gen  Psychiatry  23:226-232,  Sep  1970 

2.  Karacan  1,  Williams  RE,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC.  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  In  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


Lomotil* 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Usually  stops  diarrhea  promptly. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  Is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  Individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
Is  similar  to  that  for  meperidine  or  morphine 
Intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  In  spite 
of  an  Initial  response  to  Nalllne®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  In  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  gr  in  ^ornen  of  childbearing  age. 
Diphenoxylate 'HCI  and  atrópine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage:  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  lass  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years.  4 
ml.  (2  mg  ) q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 
G.  D.  Searie  & Co. 

Medical  Department,  Box  5110, 
Chicago.  Illinois  60680 


SEARLE 
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American  Medical  Association 


535  NORTH  DEARBORN  STREET  • CHICAGO,  ILLINOIS  60610  • PHONE  (312)  751-6000  • TWX  910-221-0300 


"«esident  January  17,  1975 

V^ALCOLM  C.  TODD.  M.D..  F.A.C.S. 

Dear  Physicians: 

The  existence  and  consequences  of  emotional  and  psychological  illness  in  physicians, 
as  well  as  of  pathological  conditions  that  may  impair  the  doctor’s  judgment  and  skill, 
are  issues  of  paramount  concern  to  the  medical  community. 

Organized  medicine,  by  virtue  of  its  professional  commitment  to  the  public  welfare, 
must  now  work  toward  developing  a more  viable  strategy  of  identifying  and  guiding  those 
physicians  who  have  become  disabled  because  of  mental  disorders,  alcoholism  or  drug 
dependence . 

The  American  Medical  Association,  through  its  Department  of  Mental  Health,  will 
sponsor  this  spring  a milestone  national  conference  dealing  with  the  disabled  physician. 
We  sincerely  hope  that  many  of  you  can  attend. 

This  meeting  will  be  held  in  San  Francisco  at  the  St.  Francis  Hotel  on  April  11-12. 
It  will  focus  on  the  issues  of  motivating  the  disabled  physician  to  seek  advice  and 
treatment,  and  exploring  alternative  procedures  to  insure  the  effective  treatment, 
rehabilitation  and  disciplinary  action,  when  necessary,  of  the  disabled  physician. 

Another  charge  of  the  conference  will  be  to  examine  various  options  for  legislative 
support,  including  AMA’s  "Disabled  Physicians  Act."  As  many  of  you  may  know,  the  AMA 
has  developed  model  legislation  in  the  form  of  a uniform  state  law.  The  approach  taken 
through  this  draft  bill  is  preventive  rather  than  punitive.  What  is  really  intended  is 
to  find  and  treat  the  physicians  with  these  kinds  of  disabilities. 

Failing  other  more  Informal  procedures,  the  model  legislation  provides  for 
restriction,  suspension  or  revocation  of  a practitioner's  license  for  reasons  arising 
out  of  physical  or  mental  jLllness. 

Alcoholism  and  drug  addiction  in  physicians,  for  example,  often  emerge  as  problems 
of  significant  human  tragedy  and  professional  devastation.  Now  is  a critical  point  in 
medical  history  for  us  to  assume  and  exercise  our  full  responsibility  in  providing 
competent  care  to  patients.  Accountability  within  the  profession's  ranks  and, more 
importantly,  for  the  public  welfare  has  long  been  organized  medicine's  professional 
commitment  as  the  healers  in  society. 

Therefore,  we  hope  you  can  participate  at  this  landmark  meeting.  For  more 
specific  information  concerning  the  conference,  we  urge  you  to  contact  AMA's  Department 
of  Mental  Health. 


Sincerely  yours, 

Malcolm  C.  Todd,  M.D. 
President 
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. . . a way  to  help 
pay  your  professional 
overhead  expenses 
while  you’re  disabled 
and  can’t  work! 


Expenses  like  rent,  taxes,  utilities,  employee  salaries 
— you  still  have  to  pay  them  to  “stay  in  business.’’ 
You  have  to  pay  out. . . even  though  there’s  no  money 
coming  in! 


The  Hartford’s  Overhead  Expense  Disability  Coverage 
is  designed  to  protect  you  in  just  such  a situation.  To 
get  details  and  a no-obiigation  cost 
quotation  on  this  vitally  important  protection, 
mail  the  coupon  below  to: 


Eddie  Rivera,  C.L.U. 

General  Agent 
N-44  McKinley  Street 
Parkville  Development 
Guaynabo,  Puerto  Rico 

00657 


Representing 

HARTFORD  LIFE  INSURANCE  COMPANY  HARTFORD  LIFE  AND  ACCIDENT  INSURANCE  COMPANY 

Boston,  Massachusetts  Hartford,  Connecticut 


^ Complete  and 
mail  TODAY! 


Yes,  I want  to  know  more  about  The  Hartford's  OVERHEAD 
EXPENSE  DISABILITY  COVERAGE,  and  to  have  a no-obligation 
cost  quotation. 


NAME 

ADDRESS 


TELEPHONE 


LISTA  DE  ANUNCIANTES 


1.  BURROUGHS  WELLCOME 

2.  EATON  LABS. 

3.  GEIGY  PHARM. 

4.  ROCHE  LABS. 

5.  G.  D.  SEARLE 

6.  SMITH,  KLINE  & FRENCH 

7.  SYNTEX 


EMPIRIN  COMP.  W/CODEINE,  NEOSPORIN 

CHLORASEPTIC 

BUTAZOLIDIN 

DALMANE,  LIBRIUM,  VALIUM 
LOMOTIL 
D YAZ  IDE 
NEO-MULL-SOY 
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HARTFORD  LIFE  INSURANCE  COMPANY 


Disruptive  anxiety  usually  meete  its  match  here. 


Often  effective  when  reassurance  and  counseling  are  insufficient. 
• Three  dosage  strengths  to  meet  most  therapeutic  needs. 


I Before  prescribing,  please  consult  complete 
I product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions: 

ORAL:  In  the  elderly  and  debilitated  and  in 
children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six. 

INJECTABLE:  Keep  patients  under  observa- 
tion, preferably  in  bed,  up  to  three  hours  after 
initial  injection;  forbid  ambulatory  patients  to 
operate  vehicle  following  injection;  do  not 
administer  to  patients  in  shock  or  comatose 
states;  use  reduced  dosage  (usually  25  to  50 
mg)  for  the  elderly  or  debilitated  and  for 
children  age  twelve  or  older. 

ORAL  AND  INJECTABLE:  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
compounds  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyper- 
active aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increase’d  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage;  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampu/s— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Libiiunr 

(chlordiazepoxide  HCI) 

5mg,10mg, 

25  mg  capsules 


Please  see  following  page. 


Disruptive  anxiety  usually  meets  its  match  here. 


<®> 

Librium 

(chlordiazepoxide  HCl) 

5 mg,  10  mg, 

25  mg  capsules 


Please  see  orecedins  page  for  summary  of  product  information. 
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Bothoftm 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
\A/hen  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 
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in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wiurtl 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  \women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
'ts  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutiey.  New  Jersey  07110 


antipruritic 


antibacterial 


anti-mflammatory 


antifungal 


It’s  plain  to  see  that  you  need  more  than 
an  ordinary  topical  steroid  to  clear  a 
dermatitis  infected  with  fungi  or  bacteria. 

Vioform-Hydrocortisone,  with  its  four- 
way action,  provides  the  kind  of  comprehen- 
sive therapy  many  common  dermatoses* 
require. 

This  drug  has  been  evaluated  as  possibly  effective  for  these  indica- 
tions. See  brief  prescribing  information. 

Vioform-Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review/  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follow/s: 

"Possibly"  effective:  Contact  or  atopic  dermatitis;  impetigi- 
nized  eczema;  nummular  eczema;  infantile  eczema;  endog- 
enous chronic  infectious  dermatitis;  stasis  dermatitis; 
pyoderma;  nuchal  eczema  and  chronic  eczematoid  otitis 
externa;  acne  urticata;  localized  or  disseminated  neuro- 
dermatitis;  lichen  simplex  chronicus;  anogenital  pruritus 
(vulvae,  scroti,  ani);  folliculitis;  bacterial  dermatoses;  my- 
cotic dermatoses  such  as  tinea  (capitis,  cruris,  corporis, 
pedis);  moniliasis;  intertrigo.  •> 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or  any  of  its  ingredients 
or  related  compounds;  lesions  of  the  eye;  tuberculosis  of  the  skin; 
most  viral  skin  lesions  (including  herpes  simplex,  vaccinia,  and 
varicella). 

WARNINGS 

This  product  is  not  tor  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate  systemic  anti- 
biotics should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  fe- 
males has  not  been  established.  Therefore, 
they  should  not  be  used  extensively  on  preg- 
nant patients  in  large  amounts  or  for  pro- 
longed periods  of  time. 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 
positive result  if  Vioform  is  present  in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms 
requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for  long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
and  1%  hydrocortisone  in  a petrolatum  base;  tubes  of  5 and  20  Gm. 
Lotion,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a water- 
washable  base  containing  stearic  acid,  cetyl  alcohol,  lanolin,  pro- 
pylene glycol,  sorbitan  trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
squeeze  bottles  of  15  ml.  Mild  Cream,  3%  iodochlorhydroxyquin 
and  0.5%  hydrocortisone  in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petrolatum,  sodium 
lauryl  sulfate,  and  glycerin  in  water;  tubes  of  Vi  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5%  hydrocortisone  in  a 
petrolatum  base;  tubes  of  Vi  and  1 ounce. 

Consult  complete  product  literature  belore  prescribing. 

GIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  2/4932  i? 
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prescribed  form... 
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PRESENTACION  A LA  CONFERENCIA 
MAGISTRAL  “DR.  RAMON  M.  SUAREZ” 


José  M.  Torres  Gómez,  MD 


Cuando  me  llamó  el  Dr.  Batlle  para  pedinne  que  me 
hiciera  cargo  de  la  presentación  del  conferencista 
de  hoy,  cándidamente  le  contesté  que  yo  no  era  la  per- 
sona apropiada  para  ello;  yo  no  conocía  personalmente 
al  Dr.  Vega  Díaz  y tampoco  estaba  muy  al  tanto  de  su 
obra.  El  Dr.  Batlle,  restándole  importancia  a mi  obje- 
ción, me  respondió  que  podía  facilitarme  unos  datos 
que  tenía  sobre  sus  logros  y uno  de  sus  libros  titulado 
“El  Hombre  y Su  Corazón”.  Como  él  conocía  el  énfasis 
con  el  cual  he  señalado  repetidas  veces  que  la  ciencia 
es  para  complementar  y no  para  sustituir  el  arte  de 
profesar  la  medicina,  el  Dr.  Batlle  confiaba  plenamente 
que  en  cuanto  yo  solo  hojeara  los  documentos  que  tenía 
disponibles,  cambiaría  de  opinión.  Y al  venne  ustedes 
aquí  hoy  presentando  al  Dr.  Francisco  Vega  Díaz,  se 
pueden  dar  cuenta  que  así  sucedió.  Lo  que  para  mí 
comenzó  como  una  asignación  más,  se  tornó  en  un 
privilegio  inmerecido. 

En  cuanto  me  enteré  de  los  honores  recibidos  por 
nuestro  invitado,  de  su  participación  en  coloquios 
a nivel  nacional  e internacional,  y del  tema  que  desa- 
rrolló en  el  libro  que  les  acabo  de  mencionar,  me  di 
cuenta  que  tenía  ante  mí  lo  que  yo  siempre  he  querido 
ser  y no  he  logrado:  un  cardiólogo-filósofo;  un  cien- 
tífico-humanista; un  Sancho-Quijote  de  la  medicina, 
amalgamado  no  sé  en  que  proporción,  pero  surgiendo 
de  esta  mezcla  un  genuino  e instruido  cristiano  rehabi- 
litador  de  un  ser  humano  enfermo.  Y cuando,  más 
tarde,  conocí  al  Dr.  Vega  Díaz  y conversé  con  él,  mis 
inferencias  quedaron  ampliamente  confirmadas. 

No  quiero  entrar  en  los  detalles  de  su  orientación 
y de  su  prédica  hacia  la  cardiología:  de  eso  nos  va  a 
hablar  él.  Lo  que  sí  quiero  señalar  es  que  ha  ocupado 
y ocupa  puestos  de  reconocida  importancia  en  el  campo 
de  la  cardiología,  que  su  prestigio  ha  alcanzado  el  nivel 
internacional,  y que  sus  amplios  conocimientos  han  sido 


adquiridos  a lo  largo  de  más  de  40  años  de  experiencia. 
Quiero  apuntar  su  éxito,  en  1966  en  Palma  de  Mallorca, 
como  moderador  de  una  mesa  redonda  donde  el  tema 
escogido  por  él  fue  “En  Tomo  a una  Cardiología 
Antropológica”.  En  1970  fue  invitado  por  la  Sociedad 
Francesa  de  Cardiología  para  participar,  en  Montecarlo, 
en  un  coloquio  internacional  de  cardiólogos,  psiquiátras, 
y psicosomaticistas.  El  tema:  Ansiedad,  Angustia, 
Dolor.  En  1972  preside  el  Sexto  Congreso  Europeo 
de  Cardiología  en  Madrid,  y en  el  día  de  su  cierre, 
después  de  presentar  su  ponencia  “El  Corazón  en  la 
Simbología  y en  la  Iconografía  Profanas  y Religiosas”, 
los  congresistas,  puestos  de  pie,  le  tributan  un  aplauso 
que  dura  diez  minutos.  Tal  es  la  talla  de  nuestro 
invitado. 

El  Dr.  Vega  Díaz  es  cardiólogo  consultor  de  Ciudad 
Sanitaria  Francisco  Franco,  profesor  en  la  Facultad  de 

Medicina  de  Madrid,  y Presidente  Honorario,  y actual 
Vice-Presidente,  de  la  Sociedad  Española  de  Cardiología. 
Ha  publicado  6 libros  y ha  presentado  más  de  300 
trabajos  en  diferentes  países.  Ya  ven  ustedes  que  hay 
razón  para  considerar  a nuestro  conferenciante  como 
una  de  las  primeras  autoridades  contemporáneas  en  su 
especialidad. 

Y desde  otro  ángulo,  dice  Julián  Marías,  profundo 
pensador  español  de  la  escuela  ortegiana,  y cito:  “Vega 
Díaz  pertenece  a un  grupo  de  médicos  que  no  olvidan 
que  sus  enfemios  son  hombres.  Y lo  que  es  más,  que 
tampoco  olvida  que  él  mismo  lo  es”. 

Sin  duda  alguna  vamos  a disfrutar  de  una  preciosa 
conferencia  dictada  por  un  médico  que  en  vez  de  tratar 
la  enfermedad  de  la  que  padece  un  hombre,  trata  al 
hombre  que  padece  de  una  enfermedad.  Con  ustedes 
el  eminente  cardiólogo  español  Dr.  Francisco  Vega 
Díaz. 
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LA  OTRA  CARDIOLOGIA:  LA  DEL  HOMBRE 

Conferencia  Magistral  “Dr.  Ramón  M.  Suárez” 


La  medicina  actual  es  distinta  de  la  medicina  de  los 
tiempos  pasados.  Lain  Entralgo  dice  que  tiene 
estas  cuatro  características:  Ira.,  La  supertecnificación; 
2da,  La  colectivización  primero  y la  socialización  des- 
pués de  la  asistencia;  3ra,  La  personalización  o indivi- 
dualización del  enfenno;  4ta,  La  medicina  preventiva. 
Otra  característica  que  él  no  cita  adquiere,  para  mi  modo 
de  ver,  importancia  superlativa  y hasta  casi  independiza- 
ble  de  las  otras;  y es:  5ta,  la  burocratización  politizada 
de  la  medicina,  con  la  enorme  masa  de  personal  pura- 
mente administrativo  políticamente  incrustado  en  las 
actividades  médicas,  el  papeleo  encubridor  y la  carestía 
que  todo  esto  significa  para  la  financiación.  Estos 
cinco  puntos  han  acarreado  las  siguientes  consecuencias: 
A)  la  pérdida  del  clásico  secreto  profesional;  B)  el  aban- 
dono y la  pulverización  de  la  vieja  y desfasada  ética 
hipocrática;  en  efecto,  las  clásicas  bases  de  la  moral  están 
hoy  resquebrajadas,  como  se  deduce  de  las  reuniones 
internacionales  periódicamente  convocadas  para  enfren- 
tarse con  el  problema  (la  primera  en  Londres,  1953). 
Eso  que  ha  dado  en  llamarse  el  neohipocratismo  es  un 
gracioso  juego  malabar  de  la  palabra  para  eontentamien- 
to  de  ilusos. 

Esas  cinco'características  de  la  medieina  actual,  algu- 
na de  las  cuales  casi  parece  contradecirse  con  las  otras  — 
personalización  versus  socialización  — han  conducido 
por  un  lado,  a un  verdadero  desquiciamiento  del  pensa- 
miento médico  (subrayo  el  concepto)  y,  por  otra  ver- 
tiente, a un  relajamiento  en  la  sensibilidad  humana  de 
los  profesionales  que  la  ejereen. 

Revisión  de  Conceptos 

La  medicina  de  hoy  se  realiza  con  otros  medios, 
con  otros  modos,  aunque  su  objetivo  final  simule  ^r 


Francisco  Vega  Díaz,  MD 


el  mismo.  Este  cambio  ha  sido  muy  rápido  (casi  solo 
medio  siglo)  y asombra  advertir  que  no  hay  un  solo 
plan  oficial  de  estudios  de  medicina  —no  conozco 
ninguno  y he  revisado  muchos  de  diferentes  países— 
en  el  que  se  oriente  a los  jóvenes,  antes  de  que 
sea  tarde,  sobre  qué  es  la  materia  sustantiva  que  el  inte- 
resado va  a estudiar  y seguir  estudiando  a través  de  los 
años,  y en  qué  va  a consistir  el  trabajo  que  ha  de  ocupar 
nada  menos  que  la  vida  íntegra  del  profesional:  intento 
de  curación  del  enfermar  humano  o de  las  enfennedades 
de  hombre.  Se  echan  de  menos  anticipadas  explicacio- 
nes orientadoras  respecto  a las  complicaciones  de  la  vida 
médica  de  hoy;  no  se  les  explica  a los  alumnos  lo  que  la 
medicina  actual  es,  ni  al  comenzar  los  estudios,  ni  si- 
quiera al  mismo  tiempo  que  se  enseñan  las  asignaturas 
básicas  técnicocientíficas.  Esto  exige  imperiosamente 
saber  de  qué  hablamos  cuando  hablamos  de  medicina, 
y por  dónde  andamos,  para  poner  el  pié  en  terreno  algo 
finne,  no  sea  que  estemos  a punto  de  descalabrarnos 
por  ignorar  lo  primero  y por  llenar  mal  el  segundo 
cometido. 

Vamos  a empezar  a buscar  definiciones,  si  ello  es 
posible,  a los  ténninos  que  diariamente  estamos  mane- 
jando: qué  es  la  medicina,  qué  es  la  enfermedad  y todas 
las  derivaciones  que  la  terminología  médica  acarrea, 
pues  sería  posible  que  algunos  vocablos  de  la  nomen- 
clatura médica  clásica,  de  procedencia  greco-latina,  no 
correspondieran  a los  que  para  entenderse  en  la  medi- 
cina científico-técnica  actual  sean  necesarios  o acaso 
merezcan  distinta  significación,  al  proceder  de  otro 
mundo. 

Definición  de  la  Medicina 

He  revisado  numerosas  definiciones  concisas  y sen- 
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cillas  de  la  Medicina.  Todas  coinciden  en  algunos 
aspectos  y difieren  en  otros,  según  la  etapa  de  la  his- 
toria en  que  fueron  expresadas  y en  función  del  pensa- 
miento de  los  autores.  WIDAL  resumió,  erróneamente 
las  cosas  diciendo  que  medicina  son  “todas  las  ciencias 
al  servicio  del  hombre”;  eso  es  la  antropología.  BRUG- 
SCH  dice  que  “la  medicina  es  la  ciencia  del  hombre 
enfermo”  y SIEBECK,  en  el  gran  tratado  que  dirigió 
VON  BERGMANN,  define  a la  medicina  o “arte  de  cu- 
rar” como  “la  doctrina  de  la  interpretación  y trata- 
miento médico  de  los  enfermos”.  En  ambas  se  habla 
de  enfermos  y no  de  enfermedades.  LAIN  ENTRALGO 
dice  que  “Medicina  en  tanto  que  saber  consiste  en  la 
posesión  intelectual  de  todos  los  saberes  científicos  y 
técnicos  que  penniten  al  médico  curar,  aliviar  y preve- 
nir las  enfermedades  de  sus  semejantes  y contribuir 
a mejorar  la  naturaleza  humana”;  y que  “en  tanto 
que  institución  social  es  un  subsistema  operativo,  in- 
tegrado por  los  médicos  y por  quienes  con  ellos  cola- 
boran, que  dentro  del  sistema  de  la  sociedad,  contribu- 
ye al  cumplimiento  de  los  tres  fines  de  la  medicina 
(de  la  medicina  de  la  anterior  definición):  el  terapéuti- 
co, el  preventivo  y el  tocante  a ¡a  mejora  de  la  naturaleza 
humana”. 

El  simple  cotejo  de  esas  definiciones  de  BRUGSCH, 
SIEBECK  y LAIN  ENTRALGO  permite  enjuiciar  la 
diferencia  de  perspectiva  con  que  se  ven  las  cosas  en 
dos  momentos  de  la  medicina  contemporánea  muy 
próximos  en  el  tiempo,  pero  ya  distintos.  Por  los  años 
veinte  a treinta  de  este  siglo  BRUGSCH  y SIEBECK 
hablan  de  la  medicina  refiriéndose  solo  al  hombre 
enfermo.  Mediada  la  séptima  década,  LAIN  ENTRAL- 
GO se  refiere  a las  enfermedades.  Sin  enfermos  no 
habría  medicina;  sin  enfermedades  no  habría  enfermos, 
pero  ¿es  indiscutiblemente  cierto  que  sin  eso  que  llama- 
mos enfermedades  o sin  sus  equivalentes  no  habría  me- 
dicina? .... 

Definiciones  de  enfermedad  y de  enfermo. 

BRUGSCH  escribió  que  “la  enfermedad  es  la  suma 
de  aquellas  manifestaciones  que  se  apartan  de  la  vida 
en  estado  de  salud”....  y más  adelante,  que  “la  enferme- 
dad es  vida  anormal”.  Y LAIN  ENTRALGO  fundándo- 
se en  términos  de  la  O.M.S.,  dice:  “el  estado  de 
enfermedad  es  una  situación  en  la  que  el  ser  humano 
deja  de  tener  las  capacidades  que  en  estado  de  salud 


y a una  determinada  edad  son  necesarias  para  el  des- 
pliegue total  de  las  posibilidades  vitales”.  En  otro  lugar 
define  a la  enfermedad  humana  como  “un  modo  aflic- 
tivo y anómalo  del  vivir  personal,  reactivo  a una  altera- 
ción del  cuerpo,  en  el  cual  padecen  las  acciones  y funcio- 
nes vitales  y por  el  cual  el  individuo  afecto  vuelve  al  es- 
tado de  salud  (enfermedad  curable),  muere  (enfermedad 
mortal)  o queda  en  deficiencia  vital  permanente  (enfer- 
medad crónica  o cicatrizal).  No  dice  “la  enfermedad”, 
sino  “el  estado  de  enfermedad”  y habla  de  situación 
del  “ser  humano”,  en  su  filosófica  integridad  de  vicisitud 
física  y moral  del  ser.  Habla  de  “las  capacidades”  del 
estado  de  salud  que  marcan  los  límites  de  la  salud  y co- 
menta el  modo  “aflictivo”  (psicosomático)  del  vivir  per- 
sonal. 

Resumidamente,  lo  que  los  médicos,  desde  la  era 
moderna,  llamamos  enfermedad  es  una  esquemática 
construcción  teórico-plástica  realizada  por  un  hombre 
dotado  de  conocimientos  aprendidos,  el  médico,  que 
ha  ido  adquiriendo  un  hábito  de  pensar  según  un  sistema 
ideado  para  ensamblar  una  serie  de  manifestaciones 
anormales  (síntomas  y signos)  cuya  génesis  (*)  es 
explicable  por  un  proceso  lesionante  o alterante  de 
las  normalidades  anatómica  y fisiológica. 

Los  elementos  que  sean  utilizados  en  ese  hábito 
de  pensar  han  de  confirmar,  primeramente,  la  existencia 
de  una  alteración  en  el  estado  de  salud;  en  segundo 
lugar,  una  lesión  susceptible  de  comprobación;  en  ter- 
cero, eliminar  por  diferenciación  otros  procesos  o acep- 
tar su  coincidencia,  teniendo  siempre  una  meta  inter- 
media, el  diagnóstico,  y una  final:  la  terapéutica. 
Sigamos. 


(*)  Al  decir  de  un  síntoma  que  sea  explicable  me  refiero 
a que  éste  tenga  una  patogenia  cognoscible.  Una  disnea 
paroxística  de  un  cardíaco  o una  disnea  de  un  asmático 
bronquial  son  explicables;  la  primera  por  un  fallo  ventricular 
izquierdo  que  produce  una  estasis  pulmonar  congestiva;  la 
segunda  por  un  broncoespasmo  que  da  lugar  a sibilancias. 
Cuando  una  disnea  no  tiene  fisiología  explicitadora  no  puede 
ser  síntoma  de  una  enfermedad  del  cuerpo.  Tal  es  el  caso 
de  la  disnea  histérica.  El  médico  tiene  la  obligación  moral 
y científica  de  buscar  explicación  de  un  síntoma  con  su  téc- 
nica anamnésica  y exploratoria  antes  de  considerarlo  dato 
de  una  enfermedad. 
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“Delimitación  del  concepto  “diagnóstico” 

Para  no  perder  más  tiempo  en  disquisiciones  reite- 
rativas, llamamos  diagnóstico  al  juicio  interpretativo 
en  el  que  se  hace  un  resumen  sistematizado  e intelec- 
tivamente ensamblado  de  síntomas,  signos  y hallazgos 
exploratorios  que  demuestran  fehacientemente  la  pre- 
sencia de  una  enfermedad,  diferenciabas  de  otras  o 
coincidente  con  ellas. 

Es  mucha  la  literatura  vertida  en  tomo  al  concepto 
diagnóstico.  Sin  embargo,  ese  conjunto  de  síntomas, 
signos  y hallazgos  exploratorios  que  sistemáticamente 
asociamos  los  médicos  significa  solo  esto:  que  el  pa- 
ciente es  enjuiciado  por  los  saberes  del  médico  y en  la 
fugaz  situación  en  que  lo  hace.  No  es  pues,  un  con- 
cepto absoluto  ya  que  depende  de  estos  factores:  a) 
del  sistema  intelectivo  con  que  el  médico  haya  adquiri- 
do sus  conocimientos;  b)  de  los  métodos,  siempre 
incompletos,  que  haya  utilizado  para  alcanzar  el  diag- 
nóstico; c)  del  instante  vital  del  enfenno  y del  médico 
en  que  se  obtiene;  y d)  del  lenguaje  utilizado  por  el 
enfermo  en  su  relato  (comunicación,  semiótica,  al  mo- 
do de  WITTGENSTEIN)  y por  el  médico  en  su  elabora- 
ción mental.  Si  cualquiera  de  esos  condicionantes  se  al- 
tera, cambia  lógicamente  la  suma  de  conocimientos  que 

lleva  al  diagnóstico,  como  advierte  WESIAK.  De  ahí 
que  se  describan  muchos  tipos  de  diagnóstico.  MAIN- 
ZER  habla  de  estos  tres:  d.  de  presunción,  d.  de  proba- 
bilidad y d.  de  construcción.  Y Koch  describe  ocho 
ejemplos:  1)  d.  de  conocimiento;  2)  de  dirigido;  3)  d. 
ontológico;  4)  d.  abstracto;  5)  d.  casuístico;  6)  d. 
espiritualista;  7)  d.  mecanicista;  y 8)  d.  erróneo.  A los 
que  pueden  agregarse:  9)  d.  diferencial;  10)  d.  evolutivo 
en  el  tiempo;  11)  d.  antropobiográfico;  y 12)  d.  de  jus- 
tificación de  una  terapéutica  sintomática.  Ahora  bien, 
con  WIELAND  hay  que  señalar  una  circunstancia  impor- 
tante: que  lo  que  llamamos  suma  de  conocimientos  que 
lleva  a un  diagnóstico  y lo  que  calificamos  de  enjuicia- 
miento intelectivo  son  cosas  diferentes  y exigen  una 
llamada  de  atención  estos  otros  hechos:  primero,  que 
el  diagnóstico,  tal  como  se  lo  hace,  cualquiera  que  sea 
su  tipo,  es  solamente  de  una  o más  enfermedades,  ig- 
norándose el  dinamismo  con  que  se  orienta  aquel  y con 
que  se  originan  éstas;  segundo,  que  la  terminología  que 
a efectos  de  intercomunicación  manejamos  los  médicos 
encierra  en  los  entresijos  mentales  muy  variables  pautas 
de  concienciación  individual.  Así,  por  ejemplo,  yo  pue- 


do estimar  tal  o cual  cuadro  clínico  con  muy  diferentes 
matices  que  lo  hace  otro  colega  y,  por  eso,  alcanzaremos 
ambos  conclusiones  de  distinto  valor  científico-natural 
(positivista)  humano,  moral  y hasta  terapéutico.  A la 
vista  de  esas  consideraciones  todos  esos  tipos  de  diag- 
nóstico del  enfermo  son  incompletos,  pues  no  abarcan 
al  hombre  en  su  totalidad,  lo  que  solamente  podría 
lograrse  en  un  diagnóstico  antropológico  ....  e incluso 
así  siempre  quedarían  algunos  cabos  sin  atar. 

Delimitación  del  concepto  “síntoma” 

El  síntoma  sería  “un  accidente  de  la  realidad  no 
sustantiva  que  es  la  enfermedad  (accidens  accidentis), 
dice  LAIN  ENTRALGO,  pero  ocurre  que  el  accidente 
sobreviene,  se  hace  presente  y es  vivido  y sufrido 
desde  antes  de  ser  revelador  de  una  enfermedad  y hasta 
puede  existir  sin  ella.  Y signo  es  solo  un  síntoma  en- 
contrado objectivamente,  que  de  manera  simultánea  pue- 
de o debe  ser,  según  LAIN  ENTRALGO,  indicativo 
de  un  proceso  (Anzeige)  y expresivo  (Ausdruck)  del 
mismo.  Los  médicos  entendemos  por  síntoma  a una 
manifestación  subjetivamente  sentida  y acaso  objetiva- 
mente advertida,  de  una  alteración  que  rompe  el  silen- 
cio clínico  que  es  el  estado  de  salud  y que  pennite 
formar  ese  juicio  interpretativo  que  es  el  diagnóstico 
de  una  enfennedad.  Sin  síntomas  y sin  signos  conve- 
nientemente encadenados  e interpretados  no  habríamos 
llegado  nunca  a conocer  y diagnosticar  las  enfenn^dades, 
aunque  hoy  se  las  diagnostique  con  antelación  y sin 
ellos;  de  allí  que  los  enfennos  solo  se  sientan  curados 
no  cuando  el  médico  dice  que  los  parámetros  explora- 
torios están  nonnalizados,  sino  cuando  los  síntomas 
y los  signos  han  desaparecido. 

Los  síntomas  son  sensaciones  o hechos  específica- 
mente humanos  —el  animal  no  los  manifiesta  ni  inter- 
preta— desde  mucho  tiempo  antes  de  que  sean  inter- 
pretadas las  enfennedades;  y son  padecidas  en  una 
acusada  profundidad.  El  dolor  precordial  o el  dolor 
gástrico  son  sensaciones  o hechos  vividos  y sufridos 
por  el  individuo  antes  de  que  a éste  le  sea  diagnosti- 
cada una  coronariopatía  o un  ulcus.  Los  síntomas, 
columna  vertebral  del  sufrimiento  del  hombre,  vibran 
en  el  ser  y tienen  mucha  más  precoz  significación 
antropológica  que  las  enfennedades.  Puesto  que  la 
anormalidad  somática  o el  sufrimiento  son  los  que 
sacan  al  hombre  del  estado  de  salud,  para  introducirlo 
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en  la  sima  de  angustia  que  es  la  enfennedad,  los  sín- 
tomas constituyen  la  dialéctica  humana  de  la  corpo- 
reidad, antes  de  ser  la  dialéctica  clínica  del  diagnóstico. 

SIEBECK  escribió  que  el  médico  ve  en  el  enfenno.... 
“la  física  y la  química  de  sus  partes,  la  forma  y desa- 
rrollo del  conjunto,  el  individuo  y el  medio  que  lo  ro- 
dea y,  además,  algo  completamente  diferente:  que  el 
enfenno  lo  va  a buscar  porque  sufre”.  Y GERAUD 
dice  que  un  enfermo  “es  un  foco  de  sufrimiento 
habitado  por  una  angustia,  un  cuerpo  visitado  por  la 
verdad  de  su  ser,  un  hombre  que  tiene  el  coraje 
de  tener  miedo”.  Por  ejemplo,  con  un  dolor  precordial 
(como  con  otro  síntoma  cualquiera),  lo  mismo  si  des- 
pués es  diagnosticado  de  coronario  que  si  lo  es  de  otra 
cosa,  ei  enfermo  que  lo  padece  construye,  hace,  digiere 
mentalmente  y verbalmente  relata,  lo  que  después  el 
médico  ha  de  llamar  “enfennedad”  cuando  disponga 
de  más  datos.  Y esta  construcción  no  se  refiere  a aspec- 
tos puramente  psíquicos  del  problema,  sino  que  con- 
cierne a la  totalidad  de  los  mecanismos  fisiológicos  del 
soma,  que  con  el  transcurso  del  tiempo  van  adquiriendo 
su  especificidad  reactiva  individual, propia  de  cada  sujeto, 
diferente  en  las  distintas  edades  por  razones  anatomo- 
fisiológicas  indiscutibles.  Pero  el  hombre  se  diferencia 
del  animal  no  racional  porque,  rodeado  por  el  peri- 
mundo,  nace  y va  creciendo,  viviendo,  conviviendo 
y sufriendo  a diferencia  del  animal,  en  un  medio  que  ha 
aprendido  a llamar  mundo,  su  mundo;  un  mundo 
que  él  mismo  ha  creado  mental  y fisiológicamente  en 
colaboración  con  los  que  le  rodean,  con  el  ambiente 
(su  ámbito)  y en  el  que  se  realiza  su  metafísico  destino 
de  enfermar.  El  hombre,  pues,  está  inmerso  en  el  desti- 
no de  dejar  de  estar  sano.  El  animal  carece  de  mundo 
en  el  que  quejarse  y,  por  eso,  cuando  el  veterinario  pue- 
de diagnosticar  sus  enfennedades  lo  hace  ignorando 
el  sufrimiento  y sin  relato  descriptivo,  solo  porque 
puede  objetivar  lesiones. 

Definición  de  el  enfermar 

Si  el  hecho  de  enfermar  no  existe  más  que  cuando 
uno  o más  síntomas  y signos  nos  ponen  en  evidencia 
una  disminución  de  las  capacidades  del  estado  de  salud; 
si  la  enfermedad  es  una  construcción  intelectual  del 
médico  al  interpretar  conjuntamente  los  síntomas  y los 
signos  de  determinados  pathos;  si  el  síntoma  es  his- 
tórica y antropológicamente  anterior  a esa  creación 
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intelectual  que  es  la  enfermedad  diagnosticada  (hasta 
el  punto  que  en  la  medicina  antigua  los  síntomas  daban 
nombre  a las  enfermedades)  y si,  como  acabo  de 
decir,  la  persona  que  el  hombre  es,  hace  y construye 
su  enfermedad,  resulta  obvio  que  el  becho  de  enfermar, 
en  tanto  que  hacerse  enfermo  — enfermar-se,  “ío  fall 
ill”—  tiene  que  preceder  como  estado  humano  a aquella. 

Por  eso  SIEBECK  decía  que  la  medicina  “ha  surgido 
de  la  actividad  primitiva  de  las  personas  que  ayudaban 
a los  enfermos”,  y nunca  podría  haber  dicho  que  sur- 
giera de  las  que  buscaban  enfermedades.  La  enfermedad 
sería  el  agente  causal  extraño  a la  salud,  agresivo, 
solapada  u ostensiblemente,  causante  del  enfermar. 
Las  terapéuticas  sintomáticas  en  general  —tanto  las 
empíricas  y teoréticas  clásicas  como  las  fisiopatológicas 
actuales—  no  son  tratamientos  de  las  enfennedades,  sino 
yugulantes  de  la  fisiopatología  que  da  lugar  a los  sín- 
tomas, a los  “malestares”,  es  decir,  de  los  “enfermares”. 
Cuando  en  una  crisis  de  angina  de  pecho  cortamos  con 
trinitrina  y un  betabloqueante  el  dolor,  quitamos  al 
enfenno  su  mal-estar,  suprimimos  su  circunstancial 
enfennar,  interfiriendo  en  la  fisiopatología  neurovascu- 
lar; pero  el  pathos  orgánico,  la  enfennedad  coronaria 
sigue  allí,  enmascarada  detrás  de  la  terapéutica  que  cir- 
cunstancial y transitoriamente  proporcionó  el  silencio 
clínico.  Con  excepción  de  las  enfermedades  que  tienen 
un  agente  causal  concreto  y eliminable(las  infecciones), 
las  demás  solo  se  benefician  de  terapéuticas  médicas  o 
quirúrgicas  cuya  acción  única  consiste  en  interferir 
en  la  fisiopatología,  ya  que  ésta  es  la  causante  de  los 
síntomas  y los  signos;  por  ejemplo,  la  estasis  pasiva 
pulmonar  condicionante  de  la  disnea,  el  aumento  de 
las  resistencias  periféricas  causa  de  la  hipertensión 
diastólica,  la  disminución  de  la  contractilidad  mio- 
cárdica  que  abre  camino  a la  insuficiencia  cardíaca, 
la  hemodinámica  alterada  por  lesiones  valvulares. 

La  expresión  de  LAIN  ENTRALGO  de  que  “el 
hecho  de  enfermar  es  pasar  del  estado  vital  de  salud 
al  estado  vital  de  enfennedad”,  es  tan  verdad  como 
una  casa;  pero  del  mismo  modo  que  una  casa,  tiene 
sótanos,  y áticos  y contornos  difuminados  en  la  penum- 
bra de  la  circunstancia  o de  la  edad.  El  estado  vital 
sano  transita  rápida  o lentamente  hacia  el  estado 
opuesto,  habiendo  estados  intermedios  durante  los 
cuales  la  salud  se  “va  perdiendo”  en  fonna  de  síntomas 
y signos  que  denuncian  la  enfermedad.  Desde  un  punto 
de  vista  existencial  y vivencial,  la  transición  que  va 
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desde  la  salud  a la  enfermedad,  o el  malestar  sintomático 
sin  lesión  demostrable  (en  enfermedades  funcionales, 
neurosis  de  órganos),  constituyen  situaciones  sustan- 
ciales —mi  sufrimiento,  mi  dolor,  mi  padecer,—  por 
tanto,  susceptibles  de  ser  designadas  con  un  sustantivo 
preciso  que  lleva  su  pertinente  artículo:  el  enfermar. 
Sustantivo  al  que  igualmente  puede  serle  adscrito  uno  u 
otro  adjetivo  calificativo  —el  enfennar  humano,  el 
enfermar  angustioso,  el  enfennar  tolerable  o intolera- 
ble....— LAIN  ENTRALGO  habla  del  enfermar  vegetal 
y del  enfermar  del  animal,  a mi  modo  de  ver  algo  equí- 
vocamente. En  la  perspectiva  existencial,  el  vocablo  co- 
rrespondiente a lo  que  llamamos  enfermedad  pasaría  a 
otorgar  una  adjetiva  significación  etiológica:  el  enfermar 
infártico,  el  enfermar  cardítico;  el  enfennar  hiper- 
tiroideo,  etc.  Con  ello,  el  sustantivo  enfermedad  pasa  a 
ser  adjetivo,  mientras  que  el  infinitivo  del  verbo  ad- 
quiere conceptualmente  la  categoría  de  sustantivo.  Solo 
así  se  puede  describir  la  situación  antropológica  neta  y 
primaria  que  es  el  enfermar  del  hombre  sin  el  cual  no 
existirían  síntomas,  diagnósticos,  enfermedades,  ni  medi- 
cina. Cuando  en  el  “argot”  habitual  se  dice  que 
no  hay  enfermedades  sino  enfermos,  porque  la  enfer- 
medad de  Pedro  no  es  la  misma  que  la  de  Juan,  se  sobre- 
entiende que  ello  es  debido  a que  Pedro  y Juan  tienen 
modos  de  comportarse  diferentes  ante  una  misma  enfer- 
medad. Con  la  misma  o con  más  lógica  que  se  hace 
un  diagnóstico  diferencial  de  las  enfermedades,  hay  un 
diagnóstico  diferencial  del  enfermar,  que  es  lo  que  da 
tipismo  al  de  cada  uno.  Valen  estas  equivalencias:  el 
enfermar  de  Juan  es  típico  de  Juan  porque  su  enfer- 
medad es  atípica  respecto  a la  concepción  intelectiva 
de  la  enfermedad  aislada  que  padece;  y la  enfermedad 
que  Pedro  ostenta  recibe  la  calificación  de  atípica,  por- 
que el  típico  enfermar  de  Pedro  hace  que  al  concepto 
de  su  enfermedad  le  falten  o le  sobren  signos  reconoci- 
dos como  más  o menos  patognomónicos  o reconocidos 
como  regla. 

Al  decir  de  GARCIA  SABELE,  en  el  solo  giro  grama- 
tical de  cambiar  el  sustantivo  enfermedad  por  el  infiniti- 
vo enfermar,  yace  la  problemática  humana  de  nuestro 
tiempo,  es  decir,  la  “tensión  conflictiva”  entre  la  medi- 
cina de  hoy  tecnificada,  socializada,  preventiva  y buro- 
cratizada;  el  enfermo  se  ve  sumergido  en  el  caótico  mun- 
do de  las  enfermedades,  del  que  solo  puede  sobrenadar 
cuando  ve  estimada  su  realidad  humana  de  persona. 

El  hecho  de  enfermar  tiene  unas  raíces  antropológicas 
que  preceden  a las  que  pueda  tener  la  enfennedad;  y 


LAIN  ENTRALGO  puede  decir  con  gran  perspicacia 
que  el  estudio  de  las  enfermedades  de  la  estructura 
viviente  del  hombre  (el  subrayado  es  mío)  concierne 
a la  antropología,  y que  la  nosogénesis  es  un  problema 
antropológico. 

Esta  visión  de  la  medicina  que  estoy  exponiendo 
acaso  podría  ser  calificada  de  antropocéntrica  y quizás 
parecer  retrogradante  a quienes  siguen  un  estrecho 
punto  de  vista  cientificista,  pues  lo  que  en  ella  se 
implica  con  énfasis  no  es  el  conjunto  de  datos  conocidos 
con  los  que  hoy  construimos  el  diagnóstico  (frío  descu- 
brimiento de  una  enfennedad  detectable),  sino  la  com- 
prensión del  total  padecimiento  humano,  cuyo  dintomo 
metafísico  está  envolviéndolo. 

Desde  los  griegos  (me  refiero  a las  raíces  de  nuestra 
cultura)  los  enfennos  buscan  protección  técnica  para  sus 
males  en  los  médicos.  WEISSACKER  vino  a decir  que  el 
enfenno  es  el  ser  humano  que  solicita  de  otro  hombre 
técnicamente  preparado  una  atención  curativa  que  le 
suprima  unos  males  que  desquician  su  bienestar  o su 
normoestar.  En  principio  y en  la  historia  no  busca 
al  médico  para  que  le  cure  una  enfermedad,  sino  para 
que  le  quite  su  sintomatología,  su  “enfermar”,  lo  mis- 
mo si  éste  es  debido  a una  enfermedad  orgánica  o dis- 
funcional o psíquica,  que  si  es  debida  a otra  cosa.  A 
esas  vivencias  se  empezó  a llamar  síntomas  en  las  tra- 
diciones grecolatinas  y estos  síntomas  fueron  más 
tarde  aceptados  como  expresión  patognomónica  o es- 
tadística de  enfermedades. 

Pero  las  cosas  han  cambiado  y en  los  últimos  tiem- 
pos el  médico  no  es  requerido  por  el  enfermo  única- 
mente para  cortar  su  “sentirse  enfermo”,  sino  más 
especial  y frecuentemente,  y hasta  imperativamente, 
para  descubrirle  y curar  sus  enfermedades  con  la 
ciencia  de  hoy;  esto  es  lo  que  la  medicina  personalizada 
y la  socializada  piden  razonablemente,  a la  medicina 
científica.  Por  la  culturización  pública  de  las  gentes, 
los  enfermos  acuden  a los  consultorios  para  que  los 
médicos  hagan  el  diagnóstico  de  una  enfermedad  y no 
solo  para  que  les  supriman  el  mal-estar.  Los  pacientes 
de  ahora,  en  los  países  de  elevado  nivel  de  vida  saben 
tanto,  o creen  saber  tanto,  de  la  posible  malignidad 
de  las  enfermedades  que  anteponen  el  interés  por  averi- 
guar la  enfermedad  que  padecen  y posponen  el  dejarse 
hurgar  en  la  profunda  sima  de  “un  enfermar”  que  les 
desquicia  la  salud  y que  altera  también  su  mundo  y el 
mundo  de  los  demás. 
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El  enfermo  cardiovascular,  consulta  por  uno  de  estos 
motivos:  1)  porque  Ka  sentido  alguna  dolencia  que  atri- 
buye al  corazón  o a la  circulación  y que,  a su  modo  de 
intuir  o pensar,  denuncia  una  enfermedad.  Solo  esa 
ansiosa  posibilidad  de  anuncio  o de  denuncia  puede 
bastar  para  complicar  el  enfermar  elemental  que  existía; 
porque  estando  el  enfermar  religado  con  estratos  psí- 
quicos y subsíquicos  mucho  más  profundos  que  la 
enfermedad,'  el  equilibrio  vital  y el  ambiente  social  se 
afectan.  2)  Porque  sus  allegados,  que  piensan  lo  mismo 
acerca  de  los  síntomas  que  ellos  observan,  temen  a la  en- 
fermedad del  propincuo  por  los  sufrimientos  de  muchos 
tipos  que  puede  acarrear,  incluidos  los  económicos.  El 
enfermar  sería,  por  su  entidad  antropobiográfica,  el  an- 
tepenúltimo fenómeno  de  la  vida  sana,  el  trance  más  o 
menos  largo,  predecesor  o antesala  de  la  muerte  o de  la 
incapacidad  vital.  Muerte  o incapacidad  vital  son  los  dos 
espectros  que  movilizan  la  ansiedad  y la  angustia  de  las 
consultas  cardiológicas.  3)  Consulta  asimismo  porque 
la  medicina  preventiva  ha  impuesto  un  sistema  persecu- 
tor y casi  cinegético  de  “caza  de  pathos”  iniciales,  con  la 
intención  de  evitar  o detener  precozmente  esas  enferme- 
dades que  conducen  a la  incapacidad  o a la  muerte.  To- 
do ello  está  aderezado  por  una  razón  más,  4):  Porque 
la  palabra  corazón  tiene  desde  tiempos  y culturas  leja- 
nísimas una  resonancia  simbólica  de  la  que  carecen  las 
que  designan  a otros  órganos  del  cuerpo.  Si  solemos 
llamar  símbolo  a la  representación  de  un  algo  por  otro 
algo  —lo  que  es  cierto  en  todas  las  acepciones  del  voca- 
blo, desde  las  psicoanalíticas  a las  de  las  artes  plásticas- 
las  gentes  utilizan  la  palabra  corazón  de  modo  mítico- 
ritual  ya  establecido  por  el  uso  para  un  sinfín  de  simbo- 
lizaciones; de  ahí  lo  que  he  calificado  de  “mito  del 
corazón”,  alrededor  del  cual  se  ha  gestado  un  verdadero 
misticismo  cardiofórico  (de  cardias,  corazón,  y pheroo, 
llevar).  La  medicina  de  las  consultas  cardiológicas 
no  puede  ser  entendida  antropológicamente  sin  tener 
en  cuenta  esas  significaciones  metafórica  y simbológica 
que  a lo  largo  de  la  historia  y al  margen  de  las  enferme- 
dades concretas  de  la  viscera  han  ido  impregnando  la 
mentalidad  y el  lenguaje  de  las  gentes.  En  la  voz  corazón 
todas  las  civilizaciones  simbolizan  la  bondad,  el  senti- 
miento (tener  buen  o mal  corazón),  la  tristeza  (dolor 
de  corazón)  la  caridad  (ofrecer  el  corazón),  la  intuición 
(tener  la  corazonada,  me  dá  el  corazón),  la  energía  y el 
coraje  (del  provenzal  coratge;  poner  corazón)  y sobre 
todo,  el  amor,  tanto  profano  como  religioso  (intercam- 
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bio  de  corazones,  esponsales  místicos  de  Santa  Catalina 
de  Siena  y Santa  Teresa  de  Jesús,  etc.  etc.).  En  todos 
los  idiomas  del  mundo,  antiguos  y modernos,  se  dan 
palabras  y frases  que  han  contribuido  a modelar  el  espí- 
ritu de  la  humanidad,  dejando  su  impacto  en  los  estratos 
más  hondos  del  desarrollo  de  la  cultura,  como  pongo 
de  relieve  en  un  libro  de  próxima  aparición.’  Lo  que 
Zubiri  llama  el  “sentir  latente”  —cor  de  los  latinos— 
y María  Zambrano  “sede  de  la  intimidad”  y Erich 
Fromn  (dando  título  a un  libro)  “The  Heart  of  Man” 
contribuye  a dar  a la  clínica  cardiológica  matices  de 
psicología  profunda  muy  importantes  que  aumentan, 
con  pasos  ancestrales,  la  carga  de  ansiedad  de  la  tan 
en  boga  y alarmante  patología  coronaria  y cardial  en 
general. 

Al  menor  síntoma  estalla  en  el  individuo  la  nece- 
sidad de  aclaración,  y en  esa  enorme  institución  social 
que  es  la  actual  medicina  masifícada,  los  consultorios 
se  abarrotan  de  gente,  y en  las  instituciones  hospitalarias 
o residenciales  faltan  camas  para  los  que  realmente 
las  necesitan,  entre  otras  razones,  porque  un  enorme 
número  de  las  existentes  están  ocupadas  por  aquellos 
sujetos  recomendados  por  la  superioridad  o avadados 
por  la  amistad  en  quienes  hay  que  averiguar  lo  que  acaso 
puedan  tener,  aunque  no  tengan  nada,  o por  aquellos 
otros  que  pueden  servir  para  completar  una  estadística 
más  o menos  fícticia  para  una  publicación  quizás  inme- 
ritada.  El  derecho  a descifrar  un  posible  problema  clí- 
nico se  suele  imponer,  en  el  interés  científico  de  los 
médicos  (acaso  por  imposición  social),  a la  necesidad 
de  resolver  otros  humanamente  más  candentes,  que  son 
menos  interesantes  para  el  gélido  inquisidor  científico. 
La  socialización,  la  prevención  y la  científica  tecnifíca- 
ción  de  la  medicina  han  contribuido  a modificar  el 
sentido  curador  de  la  misma.  Y tal  como  van  las  cosas, 
la  medicina  stricto  sensu  está  en  trance  de  desaparecer, 
espero  que  sea  temporalmente,  sustituida  por  una  pro- 
fesión burocráticamente  remunerada  y que  sería  una 
carísima  prostitución  de  la  medicina  sentida  al  estilo 
clásico;  así  parecen  pensar  algunos  médicos  que  sine 
sensu  medicorum  dedican  sus  facultades  mentales  a 
pensar  solamente  en  los  temas  científicos  que  el  hombre 
enfermado  suscita  o,  lo  que  es  peor,  en  los  proyectos 
económicos  de  la  sociedad  o privados,  pero  no  en  las 
vidas  enfermas  que  van  a manejar  o manipular. 

Resulta  que  los  hechos  han  cambiado  la  interpreta- 
ción semántica  de  las  palabras  medicina,  enfermedad. 
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enfermo,  diagnóstico  y síntoma,  porque  las  actuales 
exigencias  de  la  humanidad  han  trastocado  los  sentidos 
tradicionalmente  admitidos  por  el  uso.  Medicina  no  es 
lo  que  era;  la  enfermedad  es  lo  principalmente  investiga- 
ble,  porque  se  ha  demostrado  que  puede  ser  diagnostica- 
da antes  de  que  aparezcan  los  síntomas;  el  enfenno 
como  tal  no  existe  más  que  cuando  es  un  familiar 
directo;  el  diagnóstico  es  una  fría  composición  utilitaria; 
el  síntoma  no  interesa  como  dato  humano  sino  como 
detalle  de  estudio  objetivable;  etc.)  Ahora  bien,  en  el 
fondo  de  todo  y quiérase  o no,  sigue  estando  el  hombre, 
que  cualquiera  que  sea  la  trayectoria  de  sus  requerimien- 
tos médico-sociales  y de  las  exigencias  técnico  terapéuti- 
cas, es  víctima  primaria  e individual  de  su  enfermar,  en 
nuestro  caso,  de  su  enfermar  cardiopático;  que  un  día 
determinado  de  su  personal  biografía  cae  enfenno 
(tomber  malade,  to  fall  sick,  erkranken)  y siempre 
en  las  manos  del  médico.  Porque  aunque  la  masifica- 
ción  médico-social  y técnico-científica  haya  abierto 
tantos  nuevos  derroteros,  convenientes  o equivocados 
(el  tiempo  lo  dirá)  no  debe  olvidarse  que  el  enfermo 
sigue  necesitando  al  médico  para  que  le  alivie  o cure  sus 
males,  su  enfermar.  Al  médico  y no  a un  ingeniero, 
ni  a un  jurista,  ni  a un  tendero. 

La  medicina  ha  cambiado,  el  clima  con  que  se  ejerce 
o realiza  es  otro  indudablemente;  pero  el  pilar  que 
sustenta  el  gran  edificio  de  esa  renovada  medicina 
sigue  siendo  el  médico.  Y de  todas  las  partes  del 
mundo  surgen  clamores  exigiendo  claridades:  claridad 
de  ideas,  claridad  de  atención  médica,  claridad  de 
organización  administrativa,  claridad  de  orientaciones 
político-sanitarias.  Por  ello  hay  que  buscar  el  punto 
en  el  cual  se  equilibren  la  sabiduría  científica,  la  sabi- 
duría intelectual,  la  justicia,  la  liberalidad,  la  afabilidad, 
la  socialización,  la  personalización,  la  prevención  y la 
burocratización  que  los  tiempos  requieren.  Creo  f^e 
tal  orientación  se  puede  encontrar  en  la  antropologiza- 
ción  de  la  medicina  y con  tanta  o más  razón  de  la  espe- 
cialidad cardiológica. 

Cronopatología  Antropobiográfica  del  Enfermar 

Desde  hace  muchos  años  me  viene  preocupando  el 
problema  de  la  diferencia  entre  las  enfermedades  cardio- 
vasculares que  aparecen  en  las  distintas  edades  del  hom- 
bre, y por  ese  motivo  lo  he  incluido  en  algunos  cursos 
breves  de  cardiología  clínica  dispensados  en  varios 


lugares  y ocasiones,  en  España  y fuera  de  ella.  Lógi- 
camente, las  diferencias  radican  en  la  fisiopatogenia 
especial  de  cada  edad  debida  a la  distinta  situación 
de  los  mecanismos  reguladores  del  organismo  y del 
estado  celular.  Diez  o doce  años  atrás  sistematicé 
esas  ideas  con  pautas  biográficas  que  me  parecieron 
pertinentes  y que  aparecen  recogidas  en  muchas  pu- 
blicaciones y algo  más  extensamente  en  un  reciente 
libro:  “El  hombre  y su  corazón.  Introducción  a una 
Cardiología  Antropobiográfica”.  En  las  distintas  etapas 
de  la  vida  las  enfermedades  —lo  que  llamamos  enfer- 
medades— son  otras  y de  otros  tipos,  porque  cambia 
el  hombre,  cambian  su  anatomía,  su  fisiología,  su 
ambiente;  y cambian,  por  eso,  los  modos  de  gestarse 
su  patología  lesional,  su  fisiopatología  y su  enfermar 
subjetivo. 

Desde  los  mecanismos  de  regulación  neurológica 
ante  el  mundo  en  torno,  que  en  la  primera  infancia 
son  nidimentarios  o no  existen,  hasta  la  personalidad 
psicoespiritual  del  adulto;  desde  la  inmunidad  que  se 
va  fraguando  al  paso  de  las  agresiones  hasta  el  declive 
defensivo  de  la  veje?;  desde  el  mundo  vital  del  claustro 
materno  cuando  el  nuevo  ser  está  fonnando  su  estruc- 
tura somática,  hasta  la  total  formación  educativa  so- 
mático-mental  inherente  al  ámbito  o a los  ámbitos  cultu- 
rales en  que  se  desarrolla  la  adolescencia,  en  que  se 
mantiene  la  adultez  y en  la  que  involucionan  crono- 
biográficamente  el  soma  y la  psiquis;  desde  la  primera 
lactancia  simple  y natural,  hasta  la  alimentación  satu- 
rante del  gourmet  bon-vivant  aderezada  con  los  estragos 
de  los  tóxicos  (alcohol,  tabaco,  etc.);  desde  la  gracilidad 
de  los  tejidos  del  organismo  infantil  hasta  el  endureci- 
miento de  los  del  anciano  arterioesclerótico,  etc.,  el  ser 
humano  va  siendo  distinto  de  edad  en  edad  y respondien- 
do de  modos  muy  opuestos  a los  accidentes  del  cosmos. 
La  escuela  de  la  Universidad  de  Berkeley  ha  demostrado 
que  el  desarrollo  del  cerebro  es  función  de  las  experien- 
cias vitales;  y éstas  son  las  que  en  el  correr  de  los  años 
van  enriqueciendo  los  modos  fisiológicos  de  reaccionar 
del  hombre  y su  manera  de  enfermar.  En  ese  criterio 
basó  KISS  su  idea  de  la  “estereotipia  dinámica  de  la  per- 
sonalidad” en  las  distintas  edades  y fundé  yo  mis  humil- 
des ideas  sobre  la  cronopatología  antropobiográfica  de 
las  cardiopatías  que  puede  ser  extendida  a la  medicina 
toda. 

Todos  los  mecanismos  fisiológicos  van  integrándose 
y modificándose  en  el  ser  humano  desde  que  nace. 
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modelando  su  vida;  una  vida  de  la  cual  el  enfennar 
fonna  parte;  y todas  las  regulaciones  psíquicas  y somá- 
ticas son  fundamento  de  la  patopoyesis  individual 
y hasta  del  grupo,  ya  que  las  enfermedades  ostentan 
aureolas  públicas  diferentes.  El  hecho  de  enfennar 
se  vive  y se  hace,  de  diversa  forma,  con  desigual 
estilo,  de  acuerdo  con  la  edad  del  paciente. 

En  el  fondo  esto  es  indiscutible,  aunque  algunas 
enfermedades  puedan  aparecer  en  todas  las  edades. 
A título  de  ejetnplo  de  esa  organización,  del  devenir 
antropobiográfico  puse  en  un  coloquio  internacional 
del  que  fui  relator,  en  Monaco,  el  siguiente:  la  imposi- 
bilidad de  trasladar  imaginativamente  las  enfennedades 
de  una  edad  a otra.  ¿Podemos  concebir  una  arterio- 
esclerosis  involutiva  o una  coronariopatía  en  un  recién 
nacido  o en  la  primera  o segunda  infancia?  . ¿Una 
carditis  reumática  florida  en  un  anciano?  . Las  enfer- 
medades de  las  edades  adultas  y seniles  necesitan  una 
previa  biografía  patogenizante,  es  decir,  un  enfermar 
progresivo,  una  evolución  cuyos  cimientos  corresponden 
a la  antropología. 

Puede  sostenerse  con  razón  que  no  es  médico  quien 
no  sabe  diagnosticar  las  enfermedades;  la  legítima  orto- 
doxia médica  de  este  criterio  no  puede  ponerse  en  duda, 
porque  el  descubrimiento  de  las  enfermedades  (después 
de  conocer  sus  cuadros  nosológicos)  y el  mejor  aclara- 
miento  de  las  mismas  adquirido  en  el  curso  de  los  siglos 
han  sido,  no  dudo  en  sostenerlo,  los  hechos  más  impor- 
tantes de  la  historia  de  la  humanidad.  Gracias  a estos 
hechos  ésta  ha  logrado  alejar  los  azotes  epidémicos  diez- 
mantes y los  hombres  de  hoy  nos  vemos  sanos  y hemos 
curado  las  enfermedades  que  hemos  padecido.  Por 
contraste,  cuando  no  se  han  podido  vencer,  el  ser  huma- 
no se  ha  sentido  indefenso  y ha  recurrido  a creerse 
víctima  de  la  persecución  por  la  injusticia  del  destino 
o del  castigo  de  la  Providencia. 

Pero  la  Medicina  del  Hombre  no  puede  ser  solamente 
eso.  A pesar  de  los  triunfos  científicos  históricamente 
rotundos,  el  médico  que  sabe  diagnosticar  las  enfermeda- 
des puede  ser  un  buen  científico,  pero  no  un  gran  médi- 
co por  no  saber  enfrentarse  con  el  enfermar  humano, 
llegando  incluso  a peijudicarlo.  Por  eso  pienso  que  la 
enseñanza  de  la  medicina  se  ha  quedado  corta  o deslum- 
brada por  la  luminosidad  de  lo  encontrado  en  una  sola 
dirección;  parece  como  si  al  alcanzar  la  meta  del 
diagnóstico  de  la  mayoría  de  las  enfermedades  el  médico 
creyera  haber  logrado  el  fin  único  de  la  medicina,  siendo 
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así  que  se  ha  quedado  a menos  de  medio  camino.  Los 
médicos  aprendemos  hoy  el  código  de  las  enfennedades 
—su  semiología,  sus  hallazgos  exploratorios—  como  los 
abogados  aprenden  el  Código  Civil,  con  la  mutilante 
particularidad  de  que  no  se  nos  enseñan  las  circunstan- 
cias modificativas  (agravantes,  atenuantes,  defonnantes) 
de  cada  individual  “humano  delito  de  enfermar”,  que 
son  las  que  dan  el  matiz  diferencial  humano,  las  que 
condicionan  que  el  enfermar  de  cada  individuo  sea  dis- 
tinto aunque  la  enfermedad  sea  la  misma,  y las  que  razo- 
nan los  errores  de  la  actuación  médica.  Esto  solo  se 
aprende  hoy  en  parte  y a muy  largo  plazo;  es  lo  que 
solemos  llamar  la  experiencia  de  la  clínica,  que  sólo 
se  adquiere  al  cabo  de  muchos  años.  La  medicina 
que  hoy  realizamos  vive  sometida  a la  mudable  cate- 
goría de  lo  atípico;  y lo  que  cuando  ya  hemos  adquiri- 
do experiencia  los  médicos  solemos  llamar  atipia  de  los 
síntomas  o de  las  enfermedades  (un  síntoma  variable, 
un  dato  hemodinámico  desconcertante,  etc.)  no  es 
sino  la  afirmación  de  la  tipicidad  individual  de  los  re- 
cursos fisiológicos  con  que  enferma  cada  ser  humano. 
Recuérdese  el  ejemplo  que  antes  puse.  No  es  que  los 
síntomas  sean  atípicos  —aunque  lo  sean,  ¡qué  duda 
cabe!  , con  respecto  a una  enfermedad-tipo;  pero  ésto 
es  otra  cosa— sino  que  son  típicos  de  éste  o de  aquél 
sujeto. 

La  enfermedad,  pues,  es  un  fenómeno  adyacente  _ad- 
iacentis—  al  hombre,  que  está  unida  a éste  por  el  enfer- 
mar. Es  una  herejía  de  la  salud,  vino  a decir  Hopkins, 
un  accidente  que  subrepticia  o escandalosamente  (silen- 
ciosa o sintomáticamente)  se  le  superpone  como  un 
parásito,  se  le  difunde  como  una  esencia  o se  le  incrusta 
como  un  puñal.  La  búsqueda  de  enfermedades,  sobre 
todo  de  las  silenciosas,  ha  impuesto  la  penetración  en 
la  medicina  de  la  ciencia  tecnificada  y es  mucho  ya  el 
beneficio  logrado  en  la  humanidad.  Pero  la  persona 
enferma  es  un  ente  muy  anterior  y mucho  más  impor- 
tante y amplio  que  la  enfermedad  con  la  que  un  día 
se  tropieza  y se  engrana  aunque  ésta  sea  la  que  acabe  con 
aquella.  Cuando  los  cardiológos  tratamos  una  taquiarrit- 
mia  paroxística  con  medicaciones  oportunas  (digitálicos, 
quinidínicos,  lidocaína,  sales  de  bretilio,  betabloquean- 
tes),  actuamos  farmacológicamente  sobre  todos  los  me- 
canismos reguladores,  incluso  sobre  los  que  parecen 
extrasomáticos;  a veces  simplemente  los  apaciguamos 
dando  sedantes.  ¿Cómo  es  posible  que  en  la  cardiología 
tecnicista  se  olvide  —olvidemos  todos—  que  todas  las 
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terapéuticas  que  hoy  se  emplean  actúan  no  sólo  sobre 
las  curvas  de  contractilidad  miocárdica,  sobre  el  ciclo 
de  Krebs,  sobre  los  electrolitos  o sobre  el  potencial 
de  membrana,  sino  que  lo  hacen  a través  del  diencéfalo, 
de  la  zona  lírnbica,  del  sistema  neural  vegetativo,  de  las 
conexiones  hipotálamo-corticales,  etc.  —que  son  los 
insoslayables  enlaces  del  hombre  con  su  mundo  y la 
única  representación  que  podemos  hacemos  del  alma?  . 
Y si  ésto  es  así  ¿por  qué  los  estudios  cardiológicos 
preconizan  solo  la  enseñanza  de  una  cardiología  me- 
canicista-cientificista  pura?  En  la  medicina  actual 
hay  que  admitir,  ello  es  insoslayable,  la  existencia 
de  técnicos  encargados  de  realizar  misiones  exploratorias 
de  difícil  finura;  pero  deberían  actuar  solo  como  aseso- 
res científicos  y siempre  independientes  del  médico 
o del  equipo  sanador.  Todo  médico  sanador  que  sea 
capaz,  como  aconsejaba  MARAIÑON,  de  hacer  examen 
de  conciencia  día  a día,  y que  piense  a fondo  en  lo  que 
como  médico  realiza,  encuentra  o tropieza,  tiene  for- 
zosamente que  advertir  que  la  medicina  —aún  más  la  de 
la  especialidad  cardiológica—  trasciende  mucho  más  allá 
de  las  ciencias  experimentales  en  que  sustenta  sus  diag- 
nósticos de  las  enfermedades  del  soma  y sus  escuetas  i- 
deas  patogénicas  o farmacodinámicas.  Con  muy  con- 
vincente razonamiento  se  ha  hecho  DIEL  esta  pregunta: 
¿Qué  se  diría  de  una  ciencia  física  que  se  contentara 
con  ocuparse  solo  de  problemas  teóricamente  menores 
y que  retrocediera  ante  la  tarea  de  extender  su  investi- 
gación hasta  los  confines  del  universo  bajo  sus  as- 
pectos cósmico  y atómico?  Es  el  mismo  dilema  en  que 
la  medicina  se  encuentra:  reducirse  a los  problemas 
menores,  como  el  descubrimiento  técnico  de  las  enfer- 
medades, o avanzar  por  terrenos  nuevos  y prometedores: 
el  modo  de  enfermar  del  hombre,  en  todo  el  ramaje 
psic oespiritual  y psicofisiológico,  del  que  forma  parte 
hasta  el  ambiente. 

A modo  de  confesión  contrita  debo  decir  que,  según 
han  ido  pasando  los  años,  yo,  que  he  organizado  cuatro 
servicios  de  cardiología  técnico-científica,  he  acusado 
en  mi  propio  pensamiento  los  golpes  recibidos  por  los 
matices  desconocidos  de  las  enfermedades  que  aprendí 
a diagnosticar;  y no  he  dudado  en  exhibir  públicamente 
mi  mea  culpa. 

Aunque  el  gesto  parezca  un  tardío  canto  de  cisne, 
mi  primera  actitud  inconfonnista  en  este  sentido  la 
expresé  discutiéndola  con  los  que  habían  sido  mis 
maestros:  JIMENEZ  DIAZ,  EPPINGER,  SOMA  WEISS, 


WHITE,  LEVINE,  MARAÑON,  etc.  Hago  lamentación 
sincera  de  haber  tropezado  con  muchos  vacíos  en  el 
pensamiento  médico;  de  haber  visto  cosas  que  no  me 
explicaba  en  los  casos  que  me  depararon  mejor  experien- 
cia médica  aureolada  por  el  cixito;  de  haber  vivido  y 
contemplado  errores  y sorpresas  rotundas,  más  rotundos 
cuando  las  enfermedades  se  hubieron  curado;  y de  haber 
tropezado  con  la  muerte,  dudando  incluso  si  no  la  habría 
acercado  yo  con  mi  conducta  médica. 

Quiero  decir  con  ésto  que  he  sentido  la  hiriente  y 
punzante  advertencia  de  muchos  problemas  no  resueltos; 
y me  niego  a pensar  que  no  puedan  tener  solución. 
Cada  muerte  de  un  enfenno  hospitalario  o privado  me 
ha  hecho  pensar  en  cosas  que  sobrepasan  la  eficacia 
de  las  técnicas  actuales,  que  tampoco  acepto  adscribir 
únicamente  a ese  nirvana  del  más  allá  que  ofrecen  la 
religión  o el  destino.  Pienso  que  la  medicina  cardioló- 
gica que  se  me  enseñó  y la  que  yo  realicé  más  o menos 
bien  y tengo  que  seguir  realizando  porque  no  puedo 
hacer  otra,  es  muy  incompleta,  y no  puede  satisfacer 
ni  llenar  la  aspiración  filosófica  del  hombre  médico 
pensante  que  desde  su  juventud  tiene  que  dedicar 
conscientemente  toda  la  vida  al  arte  de  enfrentarse 
con  el  enrevesado  enfermar  del  hombre. 

Mientras  la  medicina  gire  como  viene  haciendo  desde 
finales  del  siglo  XVII  alrededor  de  las  enfermedades 
(diagnosticables,  explorables,  experimentales,  reprodu- 
cibles,  negociables  y curables  o no),  mientras  no  se 
penetre  también  en  las  dimensiones  que  constituyen 
la  urdimbre  con  que  vitalmente  se  entretejen  hombre  y 
enfermedad  con  el  mundo  (los  áticos  y los  sótanos 
de  esa  casa  que  según  dije  antes,  es  el  enfennar  de  la 
persona),  no  cumpliremos,  losque  nos  llamamos  médicos, 
con  los  deberes  que  nos  exige  el  hombre  que  deposita 
su  confianza  en  nuestra  responsabilidad. 

En  el  momento  actual,  repito  lo  que  dije  al  comienzo, 
la  enseñanza  de  la  medicina  se  dirige  solamente  a propor- 
cionar al  médico  en  cierne  una  serie  de  ciencias  básicas 
(química,  física,  matemáticas  precisas,  estadística,  elec- 
trónica, etc.)  con  las  que  investigar  en  las  enfermedades; 
pero  en  ninguna  parte  del  mundo  hay  marcadas  normas 
para  enseñar  con  anterioridad  las  particularidades  que 
han  de  dar  al  futuro  médico  aprendizajes  con  los  que 
entender  la  intimidad  del  hombre  enfermo,  en  su  grupo, 
en  la  sociedad,  en  el  mundo;  las  que  modulan  su  modo 
personal  de  enfermar.  Esto  no  es  un  tema  de  meras 
consideraciones  sociales  humanísticas  y éticas  aunque 
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éstas  indiscutiblemente  proporcionen  valores  al  ser 
humano;  es  un  asunto  de  mucho  mayor  volumen  que 
exige  atención  y no  tardía. 

Siempre  me  parecieron  ridiculamente  escasas  o bo- 
chornosamente engañosas  las  actitudes  de  quienes  pre- 
tenden completar  o mejorar  el  nivel  de  los  estudios 
impregnando  a la  medicina  de  valores  humanísticos  o 
perfeccionándola  en  tanto  que  arte.  El  humanismo, 
es  decir,  la  culturización  filosófica,  literaria  o en  artes 
plásticas  acaso  ayude  algo  a comprender  la  condición 
humana;  pero  el  pensamiento  humanístico  nada  tiene 
que  ver,  o solo  tiene  contactos  tangenciales,  con  el 
pensamiento  médico;  en  ésto  se  equivocó  MAZZEI 
al  equipararlos.  Cuando  MARAÑON  hablaba  de  la 
necesidad  de  estudiar  a cada  hombre  y a cada  mujer 
con  más  ahinco  que  a cada  variedad  de  sus  enferme- 
dades, no  pretendía  decir  que  la  medicina  pudiera 
mejorar  a base  de  ensanchar  los  conocimientos  huma- 
nísticos, sino  mejorar  al  hombre  médico  para  que, 
además  de  las  enfennedades,  estudiara  de  modo  más 
completo  los  factores  personales  que  en  cada  hombre 
dan  énfasis  a su  enfermedad;  es  decir,  propugnaba 
que  la  medicina  se  perfeccionara  con  el  estudio  de  las 
ciencias  del  hombre,  o sea,  con  la  antropología. 

No  puede  pretenderse  que  aumentando  los  cono- 
cimientos literarios  o históricos  o artísticos  vaya  el 
médico  a saber  mejor  lo  que  hacer  con  un  determinado 
gradiente  transorificial  o con  una  fibrilación  ventricu- 
lar ni  con  simples  alteraciones  de  la  salud.  Al  hombre 
en  su  integridad  psicofísica  y social  solo  podrá  llegarlo 
a conocer  mejor  el  médico  a través  de  progresivos 
estudios  de  todas  las  ramas  de  la  antropología  médica; 
es  decir,  enseñando  a que  los  aspirantes  a médico  sepan 
ver  desde  los  comienzos  de  sus  estudios  los  fundamentos 
ecológicos,  las  bases  del  pensamiento,  del  sentimiento 
y de  la  comunicabilidad,  las  correlaciones  soma-psiquis 
y hombre-mundo,  las  claves  de  la  convivencia  hombre- 
hombre  y los  engranajes  todos  de  la  reactividad  fisio- 
lógica de  la  unidad  cuerpo-alma  que  dan  tipicidad  a los 
enfermares  personales  y colectivos  y constituyen  la 
atipia  de  las  enfermedades;  cosas  que  el  médico  actual 
solo  llega  a conocer  parcialmente.  La  pura  medicina 
de  las  enfermedades  deja  pospuesto  el  conocimiento 
del  hombre  e ignora  su  enfermar;  las  generalizaciones 
simples  con  las  que  se  envuelve  la  terminología  médica, 
semánticamente  tan  imprecisa,  deja  marginadas,  vírgenes 
para  el  estudio,  las  claves  de  la  actuación  médica  ante 
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el  humano  vivir  enfermo  y ante  las  situaciones  únicas  e 
individuales  de  cada  sujeto.  Cuando  se  habla,  valga  el 
ejemplo,  de  taquicardias  o arritmias  psicogénicas,  lo 
que  el  médico  hace  es  meterlas  por  mera  comodidad 
en  un  cajón  de  sastre  al  que  no  busca  salida. 

Comentarios  parecidos  me  sugiere  la  simpática,  aun- 
que anodina  idea  de  ofrecer  ingredientes  de  belleza  al 
arte  de  la  Medicina;  hacer  una  Medicina  artística.  La 
Medicina,  quiérase  o no,  siempre  es  un  arte;  desde 
HIPOCRATES  viene  diciéndose  así.  Y como  tal  arte, 
siempre  habrá  médicos  que  realicen  mejor  o peor  su 
obra.  El  que  posea  mejor  arte  alcanzará  más  satisfac- 
torios, más  simpáticos  y arte-sanos  éxitos,  incluso  en 
su  conciencia;  pero  con  ello  no  perfecciona  ni  completa 
los  conocimientos  de  Medicina  sanadora  y restauradora. 
Con  brillantez  artística  no  se  llenan  los  vacíos  antropo- 
lógicos de  la  fonnación  médica;  todo  lo  más  que  hace 
es  dar  gato  por  liebre,  engañar.  Sin  embargo,  con 
pensamiento  antropológico  si  se  podrá  dar  sentido 
humano  a la  Medicina,  y sin  duda,  llegar  más  lejos. 

La  medicina  social  o socializada  no  borra  un  hecho 
incontrovertible,  aunque  bruscamente  lo  pisotee:  Que 
una  cosa  es  la  socialización  desde  el  punto  de  vista  de 
las  obligaciones  y los  derechos  y otra  cosa  es  el  enfermar 
de  una  persona,  que  solo  concierne  a ella,  a su  más 
directo  contorno  y al  médico.  Y en  este  enfennar 
o vivencia  de  enfermedad  (Krankheiterlebniss...)  lo 
físico  de  la  enfermedad  que  hoy  se  estudia  es  solo 
una  parte.  Nuevos  para  el  estudio  quedan;  el  cono- 
cimiento completo  del  padecer  de  cada  hombre,  las 
claves  regulatorias  de  su  personalidad  psicofísica,  las 
incógnitas  de  la  intimidad  silenciada  del  mundo  en  que 
ha  vivido,  de  su  aprendizaje  de  grupo  y social,  de  sus 
actividades  ante  el  cosmos  y de  cómo  éstas  se  fueron 
gestando  e influyendo  en  el  modo  de  hacer  cada  par- 
ticular patología,  etc.  Todo  eso  solo  se  puede  enseñar 
poco  a poco,  a través  de  años  de  estudio,  o sea,  de  pre- 
paración intelectual,  social,  ética  y técnica.  De  ese 
modo  se  logrará  que  el  médico  del  futuro  tenga  ya  des- 
de joven  experiencia  del  hombre,  para  que  la  experien- 
cia médica  que  con  el  tiempo  adquiera  ulteriormente 
tenga  mucho  más  valor  que  el  que  hoy  alcanza. 

Cometerá  un  error  quien  interprete  mis  palabras 
como  un  intento  de  soslayar  la  medicina  técnico 
científica  o científico-natural.  Otras  veces  he  dicho  y 
machacado  que  en  ella  he  amamantado  mis  estudios  en 
España,  en  Alemania  y en  los  Estados  Unidos  y a ella 
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le  he  seguido  siendo  fiel  en  los  servicios  que  he  organiza- 
do y dirigido;  pero  al  pensar  sobre  la  cardiología 
que  he  vivido  y vivo  me  he  dado  cuenta  de  que  el  terre- 
no que  en  el  enfermar  del  hombre  existe  para  la  investi- 
gación es  mucho  más  amplio,  más  profundo  y más  rico 
que  el  que  se  contempla  en  las  actividades  investigativas 
actuales  y que  es  también  terreno  científico-natural 
positivista  y hasta  de  pesas  y medidas.  Lo  que  he  pre- 
tendido hacer  desde  mi  modesta  posición  de  cardiólogo 
que  divaga  al  cabo  de  los  años  descontento  de  la  Medici- 
na que  realizo  y que  a los  demás  veo  realizar,  es  confesar 
mi  pobreza  sin  hipocresía  y alentar  a otros  para  que 
procuren  encontrar  nuevas  vías  al  conocimiento  del 
hombre  cardiópata  en  su  totalidad;  que  tal  hombre 
no  es  ese  sujeto  numerado  y fichado  a efectos  hospitala- 
rios o administrativos,  como  en  acto  de  policía  médica; 
ni  el  individuo  asegurado  que  haciendo  colas  esgrime 
derechos  y pasa  a una  lista  de  estadística  o de  casuística; 
ni  el  caso  científicamente  interesante;  ni  el  que  se  muere 
con  un  diagnóstico  patológico  que  nos  sorprende;  ni  el 
pobre  paciente  del  consultorio  con  el  que  cree  el  médico 
“haber  cumplido”  al  diagnosticarle  una  coronariopatía, 
una  valvulopatía  o una  simple  extrasistolia,  sino  el  Hom- 
bre, con  mayúscula,  respecto  al  cual  tenemos  dos 
obligaciones:  la  de  diagnosticar  y curar  las  enfermedades 
que  sobrevengan  en  su  integridad  humana  y la  de  dejarle 
situado  en  un  mundo  mejor  que  el  que  condicionó  su 
modo  propio  de  enfermar.  No  admito  que  se  diga 
que  al  médico  solo  le  incumbe  curar  las  enfermedades 
y que  le  haya  de  ser  extraño  situar  en  su  mundo  al 
hombre-enfenno  que  le  pidió  auxilio;  y menos  aún 
que  esa  última  misión  haya  de  encomendarse  a los  pro- 
fesionales de  dogmas  espirituales  que,  aunque  merecen 
todo  mi  respeto,  no  saben  medicina,  ni  ciencias  del 
hombre,  y tienen  otras  misiones  bien  definidas  que 
cumplir.  Pretender  que  sean  completados  a largo  plazo 
de  fonnación  los  conocimientos  respecto  a todos  los 
matices  del  hombre  que  es  víctima  de  las  enfermedades 
(y  cuya  primera  entelequia,  la  de  ser  hombre,  se  ignora 
en  los  actuales  estudios  médicos)  no  es  soñar  con  uto- 
pías, ni  propugnar  una  Medicina  retrógada  desmitificante 
de  las  ciencias  y de  las  técnicas  físicas.  Es,  precisamente, 
todo  lo  contrario:  desear  que  la  medicina  del  futuro 
alcance  a poseer  unas  relaciones  entre  médicos  y enfer- 
mos adaptadas  a los  rumbos  del  mundo  porvenir,  que 
será  aún  más  complicado. 

Pienso  que  cuando  el  cardiólogo,  al  médico  se  le  ha- 


yan proporcionado  todos  los  conocimientos  que  hoy 
echamos  de  menos  a conciencia  los  que  los  poseemos, 
el  mundo  en  el  que  el  enfenno  curable  o incurable 
de  una  enfermedad  psicofísica  —toda  enfennedad  cardio- 
vascular lo  es—  vuelva  a recaer  después  de  cruzar  por  la 
estación  del  médico  antropológicamente  fonnado,  será 
menos  patogenizante.  Yo  imagino  que  ese  mundo  se 
podrá  parecer,  siquiera  en  parte,  al  de  la  grosse  Gesund- 
heit  neitzschiana  y pennitirá  al  hombre  gozar  algo  la 
felicidad  somera  de  saberse  sano  y protegido  y amparado 
por  un  médico,  un  equipo  médico,  una  institución 
médica  que  no  sean  meros  reparadores  técnico-matemá- 
ticos de  destnicciones  acaecidas  en  la  inestable  máquina 
corporal,  ni  individuos  asalariados  de  deshumanizados 
seguros  sociales.  Que  el  médico  sabrá  orientar  el  talante 
del  hombre  enfermo  y que  a ese  médico  se  le  podrán 
hacer  menos  reproches  de  los  que  se  le  hacen  hoy;  de 
los  que  yo  me  hago.  Lo  que  la  medicina  actual  socializa- 
da, tecnificada,  burocratizada  y politizada  ha  perdido 
en  aquel  viejo  sentido  sacerdotal  será  sustituido  por 
algo  mejor,  cualquiera  que  sea  el  apelativo  que  a ello 
se  le  otorgue,  cuando  la  extraordinaria  utilidad  de  las 
técnicas  fisicomatemáticas  se  encuentre  amparada  por 
la  bienhechora  envoltura  de  una  formación  antropoló- 
gica. Entonces  los  cardiólogos  podremos  hablar  de  la 
cardiopatía  del  hombre. 

¿Qué  hacer  ante  esta  variopinta  papeleta?  .Algunas 
reuniones  internacionales  han  sido  convocadas  para 
que  importantes  personalidades  depusieran  sus  proyectos 
constructivos,  a alguna  de  las  cuales  he  asistido;  pero 
en  ellas  solo  se  han  oído  interpretaciones  sobre  la  situa- 
ción actual  de  la  medicina,  y muy  pocas  soluciones... 
El  hombre  sigue  llevando  el  cuerpo  en  automóvil  pero 
el  espíritu  va  en  carreta  (Unamuno).  Porque  además  y 
desgraciadamente,  sobre  el  telón  de  fondo  de  la  escena 
político-médica  mundial  destaca,  en  grandes  caracteres, 
ista  obstaculizante,  anatemática  y humana  consideración 
loraciana:  ‘Won  cuivis  homini  contingit  adire  Co- 

inthum”...  No  todos  los  hombres  pueden  ir  a Corinto; 
ro  todos  los  médicos  pueden  alcanzar  la  misma  sabi- 
duría. 

En  el  castillo  Gaun,  en  Dinamarca,  propiedad  del 
Barón  Reedtz-Thótt,  hay  una  colección  de  cuatro  tablas 
de  encina,  de  un  discípulo  de  GOLZIUS,  WERNER 
VAN  DEN  WALCKERRT,  que  vivió  en  Harlem  hacia 
1620,  cuyos  argumentos  vienen  como  anillo  al  dedo  de 
lo  que  he  sustentado  hoy.  En  el  primero,  aparece  Jesús 
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en  calidad  de  médico  supremo  sujetando  con  la  mano 
lo  que  en  todas  las  representaciones  clásica  caracteriza 
al  médico,  un  vaso  de  orina  que  está  examinando.  En 
primer  término,  a la  derecha,  un  hombre  con  una  pierna 
fracturada  implora  con  la  mirada  el  auxilio  divinal;  el 
médico  le  está  explorando.  En  último  ténnino,  a la 
derecha  también  se  realiza  una  operación  craneal.  A la 
izquierda  un  médico  toma  el  pulso  a un  enfenno 
encamado.  Y algunos  personajes  rezan  por  el  éxito 
del  médico  simbolizado  en  JESUS. 

En  el  segundo  cuadro  el  médico  ya  no  está  representa- 
do por  JESUS,  sino  por  un  angel  que  lleva  un  tarro  de 
pomada.  Ya  bajó  de  categoría  la  representación  del 
médico,  aunque  conserve  cierta  alusiva  significación 
metafórica;  el  médico  es  todavía  un  angel.  El  aspecto 
de  los  enfermos  es  ya  otro,  lograda  la  ayuda  divina 
de  Cristo.  El  fracturado  está  más  optimista  y entero. 
El  anciano  espera  el  alimento  que  una  sirviente  le  pre- 
para al  fuego,  mientras  otra  mujer  le  lleva  una  bandeja 
'con  frutas.  El  trepanado  está  sentado.  En  conjunto 
la  euforia  de  las  mejorías  ha  hecho  olvidar  el  terror 
con  el  que  en  el  cuadro  anterior  se  reclamaba  la  ayuda 
del  médico  visto  como  El  Salvador. 

El  tercer  cuadro  muestra  ya  al  médico  como  hombre 
vulgar  al  que  no  se  le  piden  milagros.  Ni  la  aureola  de 
JESUS,  ni  las  alas  del  angel.  En  el  cinturón  porta  la  bol- 
sa con  instrumentos;  en  la  mano  derecha  un  libro  de 
estudio  y en  la  izquierda  tijeras  y vendajes.  Los  enfer- 
mos han  mejorado  tanto  que  el  fracturado  ya  anda  con 
muletas.  El  anciano  come  en  una  butaca  y el  herido  de 
cabeza  también  progresó.  La  ayuda  del  médico  empieza 
a ser  olvidada  y desprovista  de  acción  taumatúrgica. 
De  él  solo  se  espera  técnica  fría  y desacralizada. 

Por  último  en  el  cuadro  cuarto,  el  médico  no  solo  es 
olvidado,  sino  tomado  a chacota.  Aparece  representado 
con  cuernos,  pies  y manos  que  son  zarpas,  y alas  que  no 
son  de  angel  sino  de  murciélago.  Es  decir,  el  médico 
ha  pasado  a ser,  casi  un  demonio  y los  enfennos  le  repu- 
dian después  de  haberle  considerado  como  JESUS,  como 
Angel  y como  técnico,  en  gesto  de  ingratitud.  El  vaso  de 
orina  está  roto  en  el  suelo,  la  bolsa  del  médico  vacía,  los 
libros  abandonados  abiertos  y las  muletas  tiradas  porque 
el  fracturado  ya  puede  correr  olvidando  lo  que  al  médico 
debe.  Y todo....  para  no  pagar. 

Resumidamente,  el  médico  que  era  visto  como  un 
DIOS...  acaba  por  ser  entendido  como  un  demonio  del 
que  nada  se  quiere  saber,  para  no  tener  que  cumplir 
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con  el  gesto  espiritual  de  la  gratitud  y con  la  obligación 
pecuniaria  de  pagarle.  Esa  es  la  degradación  a que  el 
médico  ha  sido  llevado  en  la  Seguridad  Social  de  muchos 
países,  en  los  que  solo  la  medicina  fue  socializada. 


Pero  yo,  en  Puerto  Rico,  he  visto  un  delicioso  hecho 
no  contemplado  en  ningún  otro  lugar  del  mundo,  que 
dá  materia  sobrada  para  la  esperanza  de  que  en  estas 
chiquitas  islas  atlántico-caribianas  pueda  resurgir  mucho 
de  lo  perdido:  he  leído  en  los  periódicos  las  esquelas 
de  defunción  y de  agradecimiento  y,  con  una  sorpresa 
que  raya  con  la  emoción,  he  leído  cómo  los  familiares 
de  los  difuntos  expresan  su  gratitud  por  la  actitud 
“tan  humana”  y por  la  dedicación  con  que  los  médicos 
(citando  sus  nombres)  y las  enfermeras  les  habían  aten- 
dido “como  último  esfuerzo  por  salvarle  la  vida”.  Esto 
que,  como  un  ilustre  cardiólogo  puertorriqueño  me  de- 
cía ayer  puede  ser  también  un  arma  publicitaria  —que 
se  desarmaría  con  solo  silenciar  los  nombres  de  los 
médicos—  es  tan  reconfortante  que  puedo  decir,  con  el 
alma  a flor  de  labio,  que  si  otras  facetas  del  estado  de 
Puerto  Rico  me  habían  seducido,  la  elocuencia  pública 
de  esas  actitudes  me  hace  ver  que  aquí  está  la  perla 
moral  de  la  ejemplaridad  en  las  relaciones  médico- 
enfermo:  amor  versus  gratitud. 


UpDC*  Muscles 

^riklmk  and  joints 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 
up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  Va); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  SVa, 
phenacetin  gr.  2Va,  caffeine 
gr.  Va. 


Waticome 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


WHEN  FLU  HITS  AND 

HURTS 


EMPIRIN 

COMPOUND 

e CODEINE 

#3,  coideine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  cotJeine  phosphate*  (64.8  mg.)  gr.  1 


IMPORTANT  INFORMATION:  This  Is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  Is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  Individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
Is  similar  to  that  for  meperidine  or  morphine 
Intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  In  spite 
of  an  Initial  response  to  Nalllne®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  Ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theoiy,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  In  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications, warnings  and  precautions 
lor  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated In  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  lor  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years.  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years.  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Address  medical  Inquiries  to: 
G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 
Chicago,  Illinois  60680 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


454  R 


When  diarrhea  has  his  number... 


Lomotii  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished, 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 

® 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

TABLETS/LIQUID 

Usually  stops  diarrhea  promptly. 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil, 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


1 


STAGE  2 


STAGE  4 

HOURS  . . ^ ^ 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


STAGE  3 


STAGE  1 


AWAKE 


• •• 


Dalmane 


(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.' 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects^  ’) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

IDalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories'® 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?’^ 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  "hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 . Kales  A,  et  al:  Arch  Gen  Psychiatry  23:226-2i2,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


<^R0CH^ 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene. 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  w ho  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions;  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions;  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied;  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEPTHE  HYPERTENSIVE 
PARENT  ON  THERAPY 
KEEPTHERAPY  SIMPLE  WITH 


UfmOE 

Each  capsule  contains  50  mg.  of  Dyrenium*  (brand  of  ademark 

triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Just  ‘Dyazide’  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  rich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’.  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of 
SmithKlme  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWH 
AND  KEEP  P01ÁSSIUM  LEVELS  UP 


CARCINOMA  DEL  ESOFAGO  EN  P.  R. 

II.  Tratamiento  sin  Determinar  Estadio  del  Tumor 


José  E.  Silva,  MD 
Rafael  Brito,  MD 
Aníbal  Torres,  MD 
Jorge  0.  Just  Viera,  MD 


En  un  trabajo  anterior  infonnamos  los  resultados 
del  examen  de  58  expedientes  de  pacientes  con 
cáncer  del  esófago  que  sobrevivieron  5 años  o más  des- 
pués de  establecido  el  diagnóstico.  Incluyó  todos  los 
pacientes  de  Puerto  Rico  informados  al  Registro  Central 
de  Cáncer. 

La  segunda  etapa  de  nuestro  estudio,  a presentarse 
ahora,  trata  sobre  los  pacientes  con  este  tumor  some- 
tidos a diagnóstico  y tratamiento  en  el  Hospital  Muni- 
cipal de  San  Juan  durante  el  período  de  cinco  años 
comprendidos  entre  1968  y 1973.  Abundan  los  trabajos 
en  la  literatura  que  detallan  los  hallazgos  clínicos 
propios  de  esta  enfermedad.  De  mayor  interés  es  esta- 
blecer cómo  se  trataron  y qué  resultados  se  obtuvieron 
durante  este  período  de  tiempo  en  nuestro  hospital 
con  estos  pacientes.  Al  comparar  sobrevivientes  en 
esta  serie  con  aquellos  pacientes  que  lograron  sobre- 
vivir cinco  o más  años  durante  el  intervalo  de  1950  a 
1971  intentamos  identificar  factores  importantes  útiles 
para  establecer  un  plan  de  tratamiento  uniforme  para 
pacientes  futuros. 

Es  un  hecho  que  este  tumor  es  cuatro  veces  más 
común  en  Puerto  Rico  que  en  Estados  Unidos  (1). 
Para  1966,  Marcial  y sus  colaboradores  (1)  detallaron 
el  valor  de  radioterapia  en  el  tratamiento  de  cáncer 
del  esófago  e informaron  su  experiencia  con  esta  en- 
fermedad durante  el  período  entre  1960  y 1964. 
Nuestro  análisis  anterior  mostró  un  gran  número  de 
pacientes  tratados  quirúrgicamente.  En  su  artículo, 
Marcial  citó  una  mortalidad  quirúrgica  de  30  por 
ciento  y resectabilidad  de  11  por  ciento.  Hay  que 
añadir,  para  propósitos  históricos,  que  durante  este 
período  inicial  la  cirugía  estaba  a cargo  de  cirujanos 
generales  competentes,  pero  la  cirugía  torácica  no 
tenía  abundante  representación  en  la  Isla,  y en  algunos 
casos,  se  combatía  su  desarrollo. 


De  la  Sección  de  Cirugía  Torácica,  Departamento  de  Cirugía 
Hospital  Municipal  de  San  Juan. 


No  es  de  extrañar  el  auge  de  radioterapia  durante 
este  período.  Ante  tal  mortalidad  quirúrgica  la  radio- 
terapia: 

1)  Restablece  una  vía  para  tragar. 

2)  Puede  tratar  áreas  de  metástasis  y controlar  la 
extensión  mediastinal. 

3)  Mejora  el  estado  nutricional  del  paciente,  especial- 
mente si  se  ha  practicado  una  gastrostomía. 

Ya  para  el  período  de  1968  a 1973  la  cirugía  torá- 
cica era  responsabilidad  de  cirujanos  torácicos  con  en- 
trenamiento formal,  aprobado  por  la  Junta  Examina- 
dora de  esa  especialidad,  y se  establecieron  los  prin- 
cipios de  cuidado  postoperatorio  y las  técnicas  quirúr- 
gicas típicas  de  esta  disciplina. 

Conscientes  de  este  trasfondo  procedimos  al  análisis 
de  los  expedientes  mencionados  para  determinar  si  esta 
contribución  resultó  en  posibilidad  de  adjudicarle  un 
papel  más  amplio  a la  cirugía  en  el  tratamiento  de 
cáncer  del  esófago. 

Método 

Un  total  de  100  expedientes  de  pacientes  con  el  diagnóstico 
de  carcinoma  del  esófago,  probado  histológicamente,  fueron 
localizados  y examinados.  Nos  interesó  principalmente  los 
resultados  del  tratamiento  administrado  y el  curso  de  la  en- 
fermedad con  sus  factores  determinantes.  Durante  este  pe- 
n'odo  de  tiempo  los  pacientes  eran  estudiados  por  esofago- 
grama,  broncoscopía  y esofagoscopía  además  de  los  exámenes 
mtinarios  de  admisión.  Al  confirmar  el  diagnóstico,  el  caso 
era  considerado  por  una  Junta  de  Tumores  para  una  decisión 
coiyunta  sobre  tratamiento,  con  representantes  de  Radioterapia, 
Cimgía,  Cirugía  Torácica  y otros  departamentos  afectados. 

Al  decidir  por  cirugía,  la  operación  efectuada  era  a discreción 
del  cirujano.  Tratamiento  combinado  incluyó  un  curso  com- 
pleto de  radioterapia,  aproximadamente  5000  R en  4 semanas, 
seguido  por  cimgía  en  algunos  casos,  aunque  otros  pacientes 
recibieron  3000  R en  tres  semanas  seguido  por  cimgía,  y luego, 
se  completó  el  tratamiento. 

Todos  conocen  las  realidades  de  nuestro  Centro  Médico.  El 
plan  de  tratamiento  sufrió  de  intermpeiones  impredecibles  o 
inevitables.  A veces,  el  paciente  no  regresó  después  de  una  me- 
joría inicial  por  radioterapia  y la  cimgía  propuesta  no  pudo 
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TABLA  I:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
II  TRATAMIENTO  SIN  DETERMINAR  ESTADIO  DEL  TUMOR 
HOSPITAL  MUNICIPAL  DE  SAN  JUAN  1968-1973 


Distribución  de  pacientes  de  acuerdo  con  la  localización  del  tumor 

y la  condición  actual: 

I — Número  de  pacientes  100 

Hombres  69  Mujeres  3 31 

Tercio  Superior 

Tercio  Medio 

Tercio  Distal 

11— Localización  del  tumor 

22 

62 

16 

111— Diagnóstico  Histológico 

Carcinoma 

células  escamosas 

95 

Carcinoma 

anaplásico 

5 

IV— Condición  actual 

V ivos 

37 

Muertos 

63 

TABLA  II:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 

II  TRATAMIENTO  SIN  DETERMINAR  ESTADIO  DEL  TUMOR 

HOSPITAL  MUNICIPAL  DE  SAN  JUAN  1968-1973 

Distribución  de  pacientes  según  localización  del  tumor,  el  tratamiento  administrado,  y los  Sobrevivientes: 

Tercio  Superior 

Tercio  Medio 

Tercio  Inferior 

Total  de  pacientes 

22 

62 

16 

1—  Tratamiento 

Radioterapia 

18 

37 

7 

Cirugía 

0 

2 

4 

Terapia  Combinada 

0 

13 

1 

Ninguna 

4 

10 

4 

II— Condición  Actual 

Vivos  (37) 

6 

24 

7 

Muertos  (63) 

16 

38 

9 

efectuarse  hasta  otro  episodio  sintomático.  Sin  embargo, 
consideramos  que  estos  incidentes  aislados  no  fueron  determi- 
nantes en  los  resultados  finales  y elegimos  no  detallarlos. 
Después  de  todo,  constituyen  parte  esencial  al  parecer,  de 
las  condiciones  locales  para  el  tratamiento  especializado  er 
Puerto  Rico. 


Resultados 

La  Tabla  I resume  la  distribución  de  los  pacientes. 


De  100  pacientes,  69  eran  hombres  y 31  mujeres. 
Hubo  22  pacientes  con  lesiones  en  el  tercio  superior 
o segmento  cervical,  62  en  el  tercio  medio  y 16  en  el 
tercio  inferior.  Por  su  comportamiento  similar,  el 
cáncer  del  esófago  cervical  está  incluido  con. .cáncer 
del  tercio  superior  del  esófago  torácico. 

Al  terminar  el  estudio,  había  37  pacientes  vivos  mien- 
tras 63  pacientes  habían  muerto.  Esta  misma  Tabla 
ilustra  el  diagnóstico  histológico  comprobado  en  todos 
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TABLA  III:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
II  TRATAMIENTO  SIN  DETERMINAR  ESTADIO  DEL  TUMOR 
HOSPITAL  MUNICIPAL  DE  SAN  JUAN  1968-1973 


Relación  entre  tratamiento  administrado  y condición  actual  del  paciente: 

Localización  del  tumor  Tercio  Superior  Tercio  Medio  Tercio  Inferior 


Vivos 

Muertos 

Vivos 

Muertos 

Vivos 

Muertos 

Número  total  de  Pacientes 

6 

16 

24 

38 

7 

9 

Tratamiento: 

Radioterapia 

6 

12 

17 

20 

3 

4 

Cirugía 

0 

0 

0 

2 

2 

2 

Tratamiento  Combinado 

0 

0 

5 

8 

1 

0 

Ninguno 

0 

4 

2 

8 

1 

3 

TABLA  IV:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
II  TRATAMIENTO  SIN  DETERMINAR  ESTADIO  DEL  TUMOR 
HOSPITAL  MUNICIPAL  DE  SAN  JUAN  1968-1973 


Sobrevivencia  promedio  de  acuerdo  con  tratamiento  y localización  del  tumor. 
Sobrevida  expresada  en  meses. 

I—  Serie  Total  Número  de  Pacientes  100 


Tercio  Superior 

Tercio  Medio 

Tercio  Inferior 

Número 

Sobrevida 

Número 

Sobrevida 

Número 

Sobrevida 

Tratamiento: 

Radioterapia 

18 

11.5 

37 

20.2 

7 

9.7 

Cirugía 

0 

2 

7.5 

4 

26 

Terapia  Combinada 

0 

13 

25.8 

1 

42 

Ninguna 

4 

4.3 

10 

5.2 

4 

5 

los  pacientes  incluidos  en  el  estudio.  Sólo  cinco  de 
ellos  no  tenían  carcinoma  de  células  escamosas,  y sí 
anaplásico. 

La  Tabla  II  nos  demuestra  que  18  de  22  pacientes 
con  lesiones  del  tercio  superior  y esófago  cervical 
recibieron  tratamiento  con  radioterapia.  Cuatro  pa- 
cientes restantes  no  recibieron  terapia  alguna.  Sesenta 
y dos  pacientes  tenían  lesiones  en  el  tercio  medio  del 
esófago  y treinta  y siete  de  ellos  fueron  tratados  con 
radioterapia  únicamente.  Dos  pacientes  fueron  abor- 
dados quirúrgicamente,  mientras  que  trece  pacientes 


recibieron  terapia  combinada,  de  Cobalto  primero, 
y cirugía  después.  Diez  pacientes  con  carcinoma  del 
tercio  medio  no  recibieron  tratamiento  alguno. 

Tumor  del  tercio  distal  del  esófago  fue  diagnosticado 
en  16  pacientes.  Siete  recibieron  radioterapia  única- 
mente; cuatro,  cirugía;  uno,  tratamiento  combinado 
y cuatro  no  recibieron  tratamiento  alguno. 

La  Tabla  III  ilustra  el  tratamiento  administrado, 
de  acuerdo  al  sitio  del  tumor  en  pacientes  vivos  y en 
pacientes  muertos.  Varios  hallazgos  interesantes  pue- 
den apreciarse.  Aunque  el  número  de  pacientes  que 
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TABLA  V:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
II  TRATAMIENTO  SIN  DETERMINAR  ESTADIO  DEL  TUMOR 
HOSPITAL  MUNICIPAL  DE  SAN  JUAN  1968-1973 


Sobrevivencia  promedio  de  acuerdo  con  tratamiento  recibido  y localización  del  tumor  con  atención  especial  a la  condición  actual 
del  paciente: 


Tercio  Superior 

Tercio  Medio 

Tercio  Inferior 

Tratamiento: 

Número 

Sobrevida 

Número 

Sobrevida 

Número 

Sobrevida 

Radioterapia 

Vivos 

6 

27.1 

17 

29 

3 

17.3 

Muertos 

12 

4.5 

20 

12.1 

4 

4 

Cirugía 

Vivos 

0 

0 

0 

0 

2 

39.5 

Muertos 

0 

0 

2 

7.5 

2 

13 

Terapia  Combinada 

Vivos 

0 

0 

5 

47.6 

1 

42 

Muertos 

0 

0 

8 

12.3 

0 

0 

Ninguna 

Vivos 

0 

0 

2 

21.5 

1 

20 

Muertos 

4 

4.2 

8 

1.1 

3 

</M0 

TABLA  VI:  CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
II  TRATAMIENTO  SIN  DETERMINAR  ESTADIO  DEL  TUMOR 
HOSPITAL  MUNICIPAL  DE  SAN  JUAN  1968-1973 

Sobrevivencia  según  tratamiento  en  37  pacientes  actúa 

0-6  6-12  12-18  18-24 

Radioterapia  8 4 11 

Cirugía 
Terapia  Com- 
binada 
Ningún  Tra- 
tamiento 1 


límente  vivos: 


24-30 

1 


30-36 

3 


36-42 

3 

2 


42-48 


48-54 

2 


54-60  o más 
4 


Total 

27 

2 


1 
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recibió  radioterapia  únicamente  es  impresionante,  el 
número  de  pacientes  sometidos  a una  terapia  combi- 
nada de  irradiación  seguida  por  cirugía,  aumentó  len- 
tamente hasta  llegar  a 14  por  ciento,  constituido 
principalmente  por  pacientes  con  lesiones  del  tercio 
medio  del  esófago. 

La  Tabla  IV  presenta  la  sobrevida  promedio  según 
el  tratamiento  administrado  y la  localización  del  tu- 
mor. Pacientes  con  lesiones  del  tercio  superior  vivie- 
ron un  promedio  de  11.5  meses,  después  de  recibir 
tratamiento  con  radioterapia,  cifra  muy  similar  al 
promedio  de  9.7  meses  sobrevivido  por  pacientes  con 
lesiones  del  tercio  distal  tratados  de  igual  fonna.  Sin 
embargo,  aquellos  con  lesiones  del  tercio  medio  tuvieron 
mejor  sobrevida,  de  20.2  meses,  después  de  radioterapia. 
Los  pacientes  que  no  recibieron  terapia  alguna  sólo 
vivieron  de  4 a 5 meses,  sin  importar  el  sitio  del  tumor. 

La  sobrevida  promedio  para  pacientes  con  lesiones 
tratadas  por  cirugía  fue  de  7.5  meses  para  el  tercio 
medio  y 26  meses  para  el  tercio  inferior.  Es  evidente, 
de  la  información  en  la  Tabla  IV,  que  la  sobrevida 
mejor  resultó  de  la  combinación  terapéutica  de  radio- 
terapia seguida  por  cirugía.  Estos  pacientes  vivieron, 
en  promedio,  25.8  meses.  Un  paciente  con  lesión 
del  tercio  inferior,  tratado  con  terapia  combinada, 
ha  vivido  42  meses. 

La  Tabla  V contiene  información  idéntica  a la 
anterior  pero  detallada  para  pacientes  vivos  y muertos. 
Los  pacientes  muertos  por  su  enfermedad  muestran 
poca  diferencia  en  la  sobrevida  promedio  aunque  re- 
cibieran radioterapia,  cirugía,  o si  se  combinaran  estas 
modalidades  de  tratamiento. 

Sin  embargo,  en  pacientes  todavía  vivos  sí  existe 
una  diferencia  notable  en  sobrevida.  Aunque  el  número 
total  de  pacientes  vivos  es  menor,  para  lesiones  del 
tercio  medio,  la  sobrevida  promedio  de  pacientes  con 
terapia  combinada  ya  casi  se  ha  duplicado,  al  compararla 
con  pacientes  vivos  que  recibieron  radioterapia  única- 
mente y que  aún  están  vivos.  Para  lesiones  del  tercio 
inferior,  la  cirugía  ofreció  una  marcada  ventaja  sobre 
la  terapia  de  radiación  en  sobrevida  promedio,  aunque 
es  posible  que  exista  un  proceso  de  selección,  donde  los 
pacientes  en  condiciones  más  pobres  sean  referidos  a 
radioterapia. 

Un  análisis  más  detallado  de  los  pacientes  quirúr- 
gicos reveló  17  pacientes  tratados  por  cirugía  donde 
el  acto  quirúrgico  no  detectó  metástasis.  Ocho  de 
ellos,  cinco  con  lesiones  del  tercio  medio  y tres  con 
lesiones  del  tercio  distal  han  tenido  una  sobrevida 
promedio  de  43  meses  y todos  están  vivos.  Doce 
pacientes  quirúrgicos  han  muerto  después  de  sobrevivir 


Carcinoma  del  Esófago  en  PR 

un  promedio  de  10.9  meses. 

Se  encontraron  metástasis  en  el  momento  de  la  ci- 
rugía en  tres  pacientes.  Uno  está  vivo  aún  y sobre- 
vivió todo  el  período  del  estudio.  Dos  murieron,  uno 
a los  tres  meses,  y el  otro,  quince  meses  después  del 
diagnóstico. 

La  mortalidad  operatoria  en  esta  serie  fue  de  5 por 
ciento,  1 paciente  murió  del  total  de  20  operados. 
Las  operaciones  efectuadas  fueron:  esofagogastrectomía, 
o esofagectomía  seguida  por  trasplante  de  colon. 

La  distribución  de  pacientes  vivos  con  la  sobrevida 
hasta  aliora  se  ilustra  en  la  Tabla  VI.  Más  de  la  mitad 
han  sobrevivido  dos  años  o más. 

Discusión 

Los  pacientes  con  carcinoma  del  esófago  dependen 
totalmente  de  la  filosofía  de  tratamiento  de  su  médico, 
y en  especial,  de  su  cirujano.  Patrocinar  paliación  o 
cura  como  prioridad  primaria  en  este  tumor,  es  tema 
actual  sumamente  controversial,  pero  ciertamente  tema 
teñido  de  subjetividad. 

En  el  artículo  anterior  examinamos  la  experiencia 
nuestra  en  Puerto  Rico  con  sobrevida  a largo  plazo. 
No  hay  duda  que  el  1.3  por  ciento  de  sobrevida  absoluta 
a cinco  años  es  una  cifra  amedrentadora,  y no  es  diferen- 
te a la  infomiada  de  otras  áreas  geográficas. 

Nuestro  análisis  de  los  pacientes  tratados  en  el  Hos- 
pital Municipal  de  San  Juan  entre  el  1968  y 1973,  reve- 
la hallazgos  muy  interesantes  y muy  diferentes  a los 
resultados  informados  por  Marcial  y su  grupo  (1)  del 
1960  al  1964.  Es  interesante  que  para  entonces  “tera- 
pia de  cobalto  para  casos  inoperables  dió  mejores 
resultados  que  cinigía  solamente  para  casos  operables”. 
La  mortalidad  de  intervención  quirúrgica  fue  de  30 
por  ciento  en  una  serie  de  casos  seleccionados,  mientras 
que  la  resectabilidad  fue  de  11  por  ciento. 

Ya  en  nuestro  grupo  de  pacientes  puede  apreciarse 
el  resultado  de  combinar  ambas  modalidades  terapéuti- 
cas. Es  indiscutible  la  supremacía  de  radioterapia 
para  lesiones  del  esófago  cervical  y tercio  superior.  La 
sobrevida  promedio  de  estos  pacientes,  especialmente 
en  el  grupo  de  pacientes  vivos  aún,  ya  es  de  27.1  meses. 
Para  el  tercio  medio  fue  de  29  meses  y para  el  inferior 
de  17.3  meses,  para  pacientes  vivos.  En  cirugía  hubo 
sólo  dos  pacientes  en  el  grupo  de  los  vivos,  ambos  con 
lesiones  del  tercio  inferior  y con  sobrevida  de  39.5 
meses.  Sin  embargo,  para  terapia  combinada,  la  sobre- 
vida promedio  fue  de  47.6  meses  para  el  tercio  medio  y 
42  meses  para  el  inferior. 


44 


y olumen  67 
Núm.  2 


José  E.  Silva,  MD,  et  al 


Admitimos  que  esta  sobrevida  se  basa  en  cifras 
pequeñas  y que  probablemente  influya  considerable- 
mente la  baja  mortalidad  operatoria,  de  5 por  ciento 
actualmente,  comparada  con  el  30  por  ciento  para  el 
1960-64  informada  por  Marcial  (1).  Es  muy  probable 
que  los  sobrevivientes  adicionales  contribuyan  significa- 
tivamente al  aumento  en  sobrevivencia  promedio. 

Marcial  y sus  colaboradores  (1)  especificaron  que 
lesiones  del  tercio  medio  con  extensión  de  5 cms.  o más 
no  debieran  explorarse.  Nuestro  artículo  anterior  enfati- 
zó la  larga  sobrevivencia  de  algunos  pacientes  a pesar 
de  extensión  tumoral  al  mediastino.  Creemos  que 
mientras  no  exista  prueba  irrefutable  de  metástasis 
diseminada,  estos  pacientes  deben  recibir  radioterapia 
preoperatoria,  y luego  cirugía. 

No  creemos  tampoco  como  Belsey  y Hiebert  (2),  ni 
como  el  grupo  de  Hankins  (3),  en  someter  todos  estos 
pacientes  a cirugía  paliativa.  Las  tablas  y cifras, 
tanto  nuestras  como  las  informadas  en  la  literatura, 
demuestran  que  la  sobrevMa  en  pacientes  muertos  de 
su  enfermedad  varía  en  promedio  entre  cuatro  y 
siete  meses.  Someterlos  a una  cirugía  tan  extensa, 
cuando  irradiación  restablece  el  conducto  esofágico 
con  menos  morbilidad,  es  difícil  de  aceptar.  Por 
otro  lado,  la  presencia  inminente  de  fístula  traqueo- 
esofágica  bien  puede  representar  una  urgencia  qui- 
rúrgica aunque  se  corte  a través  de  tejido  tumoral. 
En  ese  caso,  es  necesaria  la  esofagectomía. 

El  valor  principal  de  la  experiencia  revisada  lo 
constituye  poder  recopilar  los  resultados  de  terapia 
combinada  y del  tratamiento  en  un  período  de  cinco 
años.  Treinta  y siete  de  100  pacientes  están  vivos, 
la  mayoría  han  sobrevivido  más  de  un  año  y poco 
menos  de  la  mitad  han  sobrevivido  más  de  tres  años. 

En  esta  enfermedad  los  esfuerzos  más  valiosos  serán 
los  preventivos  y aquellos  dirigidos  al  diagnóstico  tem- 


prano. Ya  Martínez  (4)  ha  publicado  data  extensa 
relacionada  con  carcinoma  del  esófago  y ha  identificado 
diversos  factores  relacionados  etiológicamente.  En  esta 
dirección,  y en  descifrar  el  enigma  de  la  inmunología 
tumoral,  habrá  que  dirigirse  para  controlar  esta  malig- 
nidad. 

En  cuanto  a nuestra  filosofía  de  tratamiento,  hemos 
elaborado  un  concepto  que  creemos  útil  para  planificar 
terapia.  Basado  en  la  determinación  del  estadio  de  la 
enfermedad,  ya  ha  sido  implementado,  e informaremos 
los  resultados  en  el  próximo  trabajo. 

Resumen 

Cien  pacientes  con  carcinoma  del  esófago  fueron 
sometidos  a diagnóstico  y tratamiento  en  el  Hospital 
Municipal  de  San  Juan  durante  el  período  de  cinco 
años  comprendido  entre  1968  y 1973.  Treinta  y 
siete  están  vivos,  15  han  sobrevivido  tres  años  o más. 
La  radioterapia  fue  el  tratamiento  más  utilizado,  aun- 
que 14  por  ciento  recibieron  una  combinación  de 
cobalto  y cirugía.  La  mortalidad  quirúrgica  fue  de 
cinco  por  ciento.  Los  resultados  no  apoyan  una 
actitud  pesimista  en  cuanto  a tumores  del  esófago. 

Summary 

One  hundred  patients  with  carcinoma  of  the  eso- 
phagus had  diagnosis  and  treatment  at  the  San  Juan 
City  Hospital  during  the  period  of  1968  to  1973. 
Thirty  seven  are  alive,  15  of  these  have  survived 
three  or  more  years.  Radiotherapy  was  the  treatment 
most  used  but  combined  therapy,  cobalt  and  sur- 
gery, was  the  modality  instituted  in  14  percent.  Sur- 
gical mortality  was  5 percent.  The  results  do  not 
support  a pessimistic  attitude  towards  this  malignancy. 


(Requests  for  references  should  be  submitted  to  the  author) 


NOTICIAS 


HEW  NEWS: 

Social  Security  Administration 

In  accordance  with  the  requirements  of  the  law  the 
monthly  premium  for  hospital  insurance  under  Medicare  will 
rise  from  $36  to  $40  beginning  July  1,  1975,  for  those  un- 
insured older  persons  who  elect  to  enroll,  it  was  announced 
by  the  Department  of  Health,  Education  and  Welfare. 

Some  11,000  uninsured  persons  65  and  over  are  en- 
rolled under  this  program.  The  premium  increase  does  not 
affect  the  23.5  million  insured  persons  covered  by  Medicare’s 
hospital  insurance,  and  who  pay  no  premium.  The  Depart- 
ment’s announcement  appeared  in  the  Federal  Register. 

The  amount  of  the  premium  and  the  increase  are  deter- 
mined by  a formula  required  by  the  statute,  and  based  on 
increases  in  hospital  costs.  Under  this  provision  of  the  law, 
enacted  in  1972,  the  uninsured  person  65  and  over  who 
elects  hospital  insurance  coverage  pays  a premium  that  re- 
flects the  full  cost  of  the  coverage.  The  premium  amount 
rose  from  $33  in  fiscal  1974  to  $36  in  fiscal  1975. 


HEW  Secretary  Caspar  W.  Weinberger  today  proposed  re- 
gulations spelling  out  additional  procedures  the  Social  Security 
Administration  will  follow  when  aged,  bhnd,  or  disabled 
people  question  a deciáon  affecting  their  supplemental  security 
income  payments. 

An  SSI  recipient  has  30  days  to  ask  for  a review  after  he 
receives  a notice  of  intent  to  suspend,  reduce,  or  end  his 
payments.  If  he  asks  for  review  within  10  days,  his  payments 
will  continue  until  the  Social  Security  Administration  makes  a 
reconsidered  decision.  If  he  does  not  request  review,  the 
agency  will  put  the  decision  into  effect.  If  he  asks  for  review 
after  the  10-day  period  but  before  the  end  of  the  30  days, 
the  decision  will  take  effect  pending  any  reversal  resulting 
from  review. 

Secretary  Weinberger  said  the  new  procedure  would  reduce 
costly  overpayments  and  would  permit  SSA  to  use  automa- 
ted, centralized  procedures  rather  than  time-consuming  manual 


operations  at  the  district  office.  He  added  that  the  proposed 
procedure  comphes  with  Federal  Court  interpretations  requiring 
adequate  advance  notice  of  adverse  actions  to  recipients  of 
Federal  payments. 

Other  changes  in  the  SSI  review  process  proposed  in  the  new 
regulations  would; 

— Extend  to  all  reconsideration  proceedings,  including  case 
review  and  informal  conference,  the  requirement  that  the  SSA 
official  who  makes  the  reconsidered  decision  must  have  had  no 
prior  involvement  with  the  original  decision. 

— Permit  the  SSI  recipient  or  his  representative  to  review 
the  evidence  on  record  before  a case  review. 

— Provide  for  subpoena  of  documents  as  well  as  adverse 
witnesses  by  the  SSI  recipient  or  his  representatives  at  a formal 
conference. 

The  proposed  regulations  would,  upon  adoption  in  final 
form,  modify  those  previously  pubhshed  in  the  January  4,  1974, 
and  April  2,  1974,  issues  of  the  Federal  Register. 


AMA  NEWS  RELEASE: 

AMA  STATEMENT  ON  THE  EDELIN  CASE 

CHICAGO—  A February  15  wire  service  story  incorrectly 
identified  certain  comments  regarding  the  conviction 'of  Kenneth 
C.  Edelin,  M.  D.  on  charges  of  manslaughter  as  coming  from 
an  AMA  spokesman.  The  following  was  released  by  Malcom  C. 
Todd,  M.  D.,  President  of  the  American  Medical  Association, 
and  is  to  be  regarded  as  the  association’s  formal  comment  on  the 
case. 

The  Edelin  case  poses  difficult  moral,  legal  and  medical 
questions.  The  philosophical  issue  of  viabibty  has  been  discussed 
for  centuries,  and  the  recent  court  decision  in  Boston  by  no 
means  represents  a final  settlement. 

The  AMA  guidelines  on  abortion  state  that  it  “is  a medical 
procedure  and  should  be  performed  only  by  a duly  licensed 
physician  and  surgeon  in  an  accredited  hospital  acting  only 
after  consultation  with  two  other  physicians...  and  in  confor- 
mance with  good  medical  practice  and  the  Medical  Practice  Act 
of  his  state.’’ 
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As  a result  of  the  Edelin  case,  physicians  will  be  more  wary 
of  performing  abortions  after  the  first  three  months  of  preg- 
nancy. Many  may  refuse  to  perform  abortions  altogether 
after  the  first  trimester,  when  the  medical  risks  to  the  patient 
rise  rapidly. 


ATENCION  MEDICOS: 

Edificio  dos  pisos,  10  habitaciones,  6 baños,  2 cocinas,  2 
amplias  salas,  2 terrazas,  2 estacionamientos.  Frente  de  15 
metros,  fondo  de  32  metros,  total;  500  metros  cuadrados 
rodeados  por  cerca  de  cemento.  Ideal  para  Oficinas,  Poli- 
ch'nica.  Laboratorio.  Calle  inmediata  Hospital  del  Maestro. 
Precio:  $163,000.  Hipoteca  por  pagar:  132,000.  Diferen- 
cia puede  ser  refinanciada.  Teléfonos:  767-9730  (ext.  287); 


785-1403;  763-8701;  767-9105. 

Ligia  Delgado  Bemardini 

G.  P.  0.  Box  2635 

San  Juan,  Puerto  Rico  00936 


Oficinas  (3,300  p.c.)  en  tercer  piso  con  ascensor  y parking  J 
reservado.  Cuatro  servicios  sanitarios  privados.  Techo  acús-  I 
tico.  Cerca  Hospitales  San  Carlos,  San  Jorge  y Woman’s.  j 
Parking  a convenir  para  pacientes.  Ponce  de  León  1679,  Stop  I 
25,  Santurce,  Inf.  723-4596  y 724-3067. 

Sra.  Josefina  G.  de  Socorro 
Ponce  de  León  1679 
Santurce,  P.  R.,  00909 


J1_DE_ERRATA__ 

Por  un  error  involuntario,  en  el  pasado  número  de  enero  de  1975 
del  Boletín  de  la  AMPR,  se  dejó  de  incluir  en  el  Contenido,  el  artículo 
CONTROL  DE  CALIDAD  por  el  doctor  Jorge  Rodríguez  Pagán,  página 
21,  lo  que  hacemos  constar  en  esta  Fe  de  Errata. 
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Important  Note:  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of.  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gam  or  edema  A one-week  trial 
period  IS  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less: 
senile  patients,  history  or  symptoms  of  G I in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion. thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug , 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition Itself  IS  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  m 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS, 
adrenals,  and  G I tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  m 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals;  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions,  complete 
physical  examination  including  check  of  pa- 
tient s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug . its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy.  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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When  a patient  comes  to  you  with  a 
sore  throat,  you  often  prescribe  antibiotics 
But  why  not  give  hirti^something  for  the  pain 
as  well— Chloraseptic.  M 

As  you  know,  sore  throat  pain  can  I 
be  annoying  because  of  the  many  nerve  I 
endings  in  the  throat.  And  Chloraseptic  P 
provides  efficient  topical  anesthetic/ 
analgesic  action  which  numbs  nerve  end-  Í: 
ings  at  the  site  of  the  pain —to  relieve  pain  ly 
almost  immediately.  ^ 


With  his  pain  alleviated,  the  patient  can  rest  ” 
more  comfortably  and  wait  for  the  antibiotics 
long-term  benefits  to  take  effect. 

Available  as  Liquid,  Aerosol  Spray  or  Lozenges 


EATON  LABORATORIES/ Norwich  International 
410  Park  Avenue,  New  York,  N.Y.  U.S.A. 


Each  tablet  contains; 


80  mgtrimethoprim  and  400  mgsulfamethoxazole 

ACLINICAiy 


In  a double-blind  study^  of  170  patients, 
80  on  TMP/SMX  and  90  on  ampiciliin, 
with  chronic  urinary  tract  infections, 
many  with  obstructive  complications, 

results  with  trimethoprim/sulfamethoxazole 
[TMP/SMX]  were  superior  to  those  with  ampiciliin. 


TMP/SMX:  more  decisive  antibacterial 
effect  after  10-day  course  of  therapy 

At  the  end  of  the  10-day  course  of  therapy,  bacterio- 
logic  response  in  patients  given  TMP/SMX  was  91.0%, 
compared  to  81.1%  in  patients  given  ampiciliin. 


TMP/SMX:  higher  cure  rates  maintained 
overtime 


This  superiority  of  response  with  TMP/SMX,  in  these 
chronic  infections,  was  well  maintained:  11  days  after 
the  end  of  therapy,  cure  rates  were  73.1%  with 
TMP/SMX  vs  59.5%  with  ampiciliin;  32  days  after  the 
end  of  therapy,  they  were  68.9%  with  TMP/SMX  vs 
53.1%  with  ampiciliin.  In  short,  the  chance  of  cure  was 
greater  if  the  patient  was  given  TMP/SMX. 


ONFRONTATION 


Results  after  10-day  course  of  therapy  in  170  patients 
with  chronic  urinary  tract  infection^ 


Protocol—  Dosages:  trimethoprim/sulfamethoxazole  2 tablets  b.i.d.  or  ampi- 
cillin  500  mg  q.i.d.  plus  placebos  to  make  each  drug  regimen  appear  to  be 
identical.  Infecting  organisms:  E.  coU,  Proteus  mirabilis,  indole-positive 
Proteus,  Enterococci.  Criterion  for  infection:  100,000  or  more  organisms/ml 
urine;  criterion  for  cure:  10,000  or  less  organisms/ml  urine. 


See  next  page  for  prescribing  information. 


Important  clinical  update  on  SEPTRA— See  previous  pages. 


SEPTIWVS  AMPICIUIN 

Each  tablet  contains: 

80  mg  trimethoprim  and 
400  mg  sulfamethoxazole 


( 
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A reassuring  similarity  in  incidence  of  side  effects 


Asa  yardstick  of  the  relative  safety  of  a nevt/  anti- 
bacterial, it  is  useful  to  compare  it  to  one  with 
which  clinicians  are  quite  familiar.  Here’s  how 


TMP/SMX  compared  toampicillin  in  this  study.  ^ 
See  prescribing  information  under  chart  for  all 
possible  adverse  reactions. 


All  patients  who  entered  the  study  were  evaluated  for  side  effects. 


TMP/SMX  ampicillin 

Clinical  signs  or  symptoms  (117  patients)  (120  patients) 

TMP/SMX  ampicillin 

Laboratory  abnormalities  (117  patients)  (120  patients) 
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INDICATIONS:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible  organ- 
isms (usually  Eschench/a  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis  and,  less  frequently,  indole  positive  Proteus  species). 

IMPORTANT  NOTE.  Currently,  the  increasing  frequency  of 
resistant  organisms  is  a limitation  of  the  usefulness  of  all  anti- 
bacterial agents,  especially  in  the  treatment  of  chronic  and  re- 
current urinary  tract  infections. 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or 
sulfonamides.  Pregnancyandduringthenursing  period.  (Before 
prescribing,  please  consult  package  insert.) 

WARNINGS:  Deaths  associated  writh  the  administration  of  sul- 
fonamides have  been  reported  from  hypersensitivity  reactions, 
agranulocytosis, aplasticanemiaandotherblood dyscrasias  Ex- 
perience with  trimethoprim  alone  is  much  more  limited,  but  it 
has  been  reported  to  interfere  with  hematopoiesis  in  occasional 
patients.  In  elderly  patients  concurrently  receiving  certain 
diuretics,  primarily  thiazides,  an  increased  incidence  of  throm- 
bopenia  with  purpura  has  been  reported. 

The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood 
disorders.  Complete  blood  counts  should  be  done  frequently  in 
patients  receiving  Septra.  If  a significant  reduction  in  the  count 
of  anyformed  blood  element  is  noted,  Septra  should  be  discon- 
tinued. 

At  the  present  time  there  is  insufficient  clinical  information  on 
the  use  of  Septra  in  infants  and  children  under  1 2 years  of  age  to 
recommend  its  use. 

PRECAUTIONS:  Septra  should  be  given  with  caution  to  patients 
with  impaired  renal  or  hepatic  function,  to  those  with  possible 
folate  deficiency  and  to  those  with  severe  allergy  or  bronchial 
asthma.  In  glucose-6-phosphate  dehydrogenase-deficient 
individuals,  hemolysis  may  occur.  This  reaction  is  frequently 
dose-related.  Adequate  fluid  intake  must  be  maintained  in  order 
to  prevent  crystalluria  and  stone  formation.  Urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  should 
be  performed  during  therapy,  particularly  for  those  patients 
with  impaired  renal  function. 

ADVERSE  REACTIONS:  For  completeness,  all  major  reactions 
to  sulfonamides  and  to  trimethoprim  are  included  below  even 
though  they  may  not  have  been  reported  with  Septra. 

Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia,  megalo- 
blastic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia, 
purpura,  hypoprothrombinemia  and  methemoglobinemia. 

Allergic  Reactions:  Erythema  multiforme,  Stevens-Johnson 


urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
phylactoid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis 

Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 
C.N.S.  Reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression. convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  Reactions:  Drug  fever,  chills,  and  toxic  nephrosis 
with  oliguria  and  anuria.  Periarteritis  nodosa  and  L E phenom- 
enon have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral 
hypoglycemic  agents.  Goiter  production,  diuresis  and  hypo- 
glycemia have  occurred  rarely  in  patients  receiving  sulfonam- 
ides Cross-sensitivity  may  exist  with  these  agents.  Rats  appear 
to  be  especially  susceptible  to  the  goitrogenic  effects  of  sulfon- 
amides, and  long-term  administration  has  produced  thyroid 
malignancies  in  the  species. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use 
in  children  under  12  years  of  age. 

The  usual  adult  dosage  is  2 tablets  every  12  hours  tor  10  to 
14  days. 


For  patients  with  renal  impairment; 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  Standard  Regimen 

15-30 

2 Tablets  Every  24  Hours 

Below  15 

Use  Not  Recommended 

HOW  SUPPLIED:  Tablets,  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole— bottles  of  40.  100  and  500  tablets 
and  strip  packages  of  100  tablets,  each  tablet  individually 
packed. 

REFERENCE:  1.  From  a multiclinic  study  based  on  a single 
protocol  Data  on  file  in  the  Medical  Department,  Burroughs 
Wellcome  Co. 


/Burroughs  Wellcome  Co. 
1 • > / Research  Triangle  Park 


Primera  Ayuda 

Para  usted...  Ahora  que  más 
la  necesita. 


Existe  la  opinión  generalizada  de  que  conseguir 
una  póliza  de  “malpractice"  se  está 
haciendo  cada  vez  más  difícil  en  algunas 
compañías.  Pero  no  así  en 
South  Continental  Insurance  Agency. 

South  Continental  ha  tenido  y tiene 

las  puertas  abiertas  para  los  amigos  doctores. 

Es  más,  damos  tanta  importancia  a 
la  profesión  médica  que  hemos  creado 
una  división  especializada  para  estos  fines. 

Esta  puede  ser  una  de  las  razones 
por  las  cuales  más  de  600  médicos 
han  confiado  sus  seguros  a 
South  Continental. 

¿Ve  por  qué  llamamos  a esta 
póliza,  "Primera  Ayuda"? 


Para  más  información  sobre 
la  protección  que  le 
ofrece  nuestra  póliza  de 
responsabilidad  profesional 
consulte  a su  agente, 
corredor,  llame  o 
escriba  a nuestra 
división  médica. 

CUPON 

Intereso  más  información  sobre  su  póliza 
de  responsabilidad  profesional. 

Dr 

Dirección: 


Tel.: 


zip. 
Envíe  a: 


División  Médica 


South  Continental  Insurance  Agency  Inc. 

Ave.  Eleanor  Roosevelt  117,  Hato  Rey,  Puerto  Rico  00918,  Tels.:  764-8493,  764-8735 


LISTA  DE  ANUNCIANTES 


1.  BURROUGHS  WELLCOME 

2.  GIBA  PHARMo 

3 . EATON  LABS . 

4.  ESPASAS  ADVERTISING  INC. 

5.  GEIGY  PHARM. 

6 . ROCHE  LABS . 

7.  G.  D.  SEARLE 

8.  SMITH  KLINE  ^ FRENCH 


EMPIRIN  COMP,  W/CODEINE,  SEPTRA 

VIOFORM 

CHLORASEPTIC 

SOUTH  CONTINENTAL  INSURANCE  AGENCY, 
BUTAZOLIDIN 

BACTRIM,  DALMANE,  VALIUM 
LOMOTIL 

DYAZIDE 


INC. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sultamethoxazole. 


[A  high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter,  Proteus  m ¡rabil is,  and, 
less  frequently,  indole-positive  proteus  species. 


I Before  prescribing,  please  consult  complete  product 
||  information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
|i pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coH,  Klebsiella-Enterobacter, 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  In 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Etypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus. 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New/  Jersey  07110 


Bactrirri 

Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consultcomplete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


i 
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1 According  to  her  major 

I symptoms,  she  is  a psychoneu- 

I rotic  patient  with  severe 

anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
Í the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
l toms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
' management  of  psychoneu- 
Í rotic  anxiety  with  secondary 
[ depressive  symptoms:  the 
f psychotherapeutic  effect  of 
f Valium  is  pronounced  and 

* rapid.  This  means  that  im- 

}.  provement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


)Mum' 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


X 

i 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
‘ts  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


antifungal 


antibacterial 


It’s  plain  to  see  that  you  need  more  than 
n ordinary  topical  steroid  to  clear  a 
ermatitis  infected  with  fungi  or  bacteria, 
Vioform-Hydrocortisone,  with  its  four- 
^ay  action,  provides  the  kind  of  comprehen- 
ve  therapy  many  common  dermatoses* 
squire. 

is  drug  has  been  evaluated  as  possibly  effective  for  these  indica- 
ins.  See  brief  prescribing  information. 

Worm-Hydrocortisone 

odochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sclences-National  Research  Council  and/or  other  Information, 
FDA  has  classified  the  Indications  as  follows; 

"Possibly"  effective:  Contact  or  atopic  dermatitis;  Impetlgl- 
nized  eczema;  nummular  eczema;  Infantile  eczema;  endog- 
enous chronic  Infectious  dermatitis;  stasis  dermatitis; 
pyoderma;  nuchal  eczema  and  chronic  ecZematoid  otitis 
externa;.acne  urticata;  localized  or  disseminated  neuro- 
dermatitis;  lichen  simplex  chronicus;  anogenital  pruritus 
(vulvae,  scroti,  ani);  folliculitis;  bacterial  dermatoses;  my- 
cotic dermatoses  such  as  tinea  (capitis,  cruris,  corporis, 

Pedis);  moniliasis;  intertrigo. 

inal  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


ONTRAINDICATIONS 

ypersensitivlty  to  Vioform-Hydrocortisone,  or  any  of  its  ingredients 
’ related  compounds;  lesions  of  the  eye;  tuberculosis  of  the  skin; 
lost  viral  skin  lesions  (including  herpes  simplex,  vaccinia,  and 
^ricella). 

ARNINGS 

his  product  is  not  tor  ophthaimic  use. 

I the  presence  of  systemic  infections,  appropriate  systemic  antl- 
lotics  should  be  used. 

tag*  in  Pregnancy 

Ithough  topical  steroids  have  not  been  re- 
orted  to  have  an  adverse  effect  on  preg- 
ancy,  the  safety  of  their  use  in  pregnant  fe- 
lales  has  not  been  established.  Therefore, 
ley  should  not  be  used  extensively  on  preg- 
ant  patients  in  large  amounts  or  for  pro- 
inged  periods  of  time. 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  In  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 

Positive  result  if  Vioform  is  present  in  the  diaper  or  urine. 

rolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms 
requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for  long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
and  1%  hydrocortisone  in  a petrolatum  base;  tubes  of  5 and  20  Gm. 
Lotion,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a water- 
washable  base  containing  stearic  acid,  cetyl  alcohol,  lanolin,  pro- 
pylene glycol,  sorbitan  trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
squeeze  bottles  of  15  ml.  Miid  Cream,  3%  iodochlorhydroxyquin 
and  0.5%  hydrocortisone  in  a water-washable  base  containing 
steary'  alcohol,  cetyl  alcohol,  stearic  acid,  petrolatum,  sodium 
lauryl  sulfate,  and  glycerin  In  water;  tubes  of  Vz  and  1 ounce.  Miid 
Ointment,  3%  iodochlorhydroxyquin  and  0.5%  hydrocortisone  in  a 
petrolatum  base;  tubes  of  Vz  and  1 ounce. 

Consuit  complete  product  literature  before  prescribing. 

GIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  2/^932  i? 


Vioform- 
I^drocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 


Another  fact... 

the  most  widely 
prescribed  form.. 
20  Gm  cream 
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blicará únicamente  en  esta  revista.  La  AMPR  ® 

no  se  hace  responsable  de  las  opiniones  y decía-  i 
raciones  vertidas  por  los  autores  y sus  puntos  de  | 
vista  no  necesariamente  representan  aquellos  de 
la  AMPR;  cualquier  relación  con  la  pob'tica  ofi-  ! 

cial  es  coincidencia.  | 
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Important  Note.  This  drug  Is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gam  or  edema.  A one-week  trial 
period  IS  adequate.  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty. 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less; 
senile  patients,  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy;  blood  dyscrasias, 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion; thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy. existence  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition Itself  IS  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug.  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS, 
adrenals,  and  G.l  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient's weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell’s  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug.  Impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matfca.  optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy.  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
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GOODPASTURE’S  SYNDROME:  REPORT 
OF  A CASE  DOCUMENTED  WITH  ELECTRON 
MICROSCOPY  AND  IMMUNOFLUORESCENT 

STUDIES 


I he  syndrome  of  pulmonary  alveolar  hemorrhage 
and  progressive  proliferative  glomerulonephritis 
was  first  described  by  Ernest  Goodpasture  (1)  in  1919 
in  a young  man  who  was  recovering  from  an  inlluenza 
infection.  The  patient  developed  hemoptysis,  anemia, 
albuminuria,  and  died  six  weeks  later. 

In  1964,  Benoit  and  associates  (2)  reviewed  the 
literature,  which  at  that  time  consisted  of  only  43  cases 
and  added  nine  of  their  own,  definitely  establishing 
Goodpasture’s  syndrome  as  a clinicopathological  entity. 
Since  then,  reports  of  this  syndrome  have  been  docu- 
mented throughout  the  world.  In  Puerto  Rico,  however, 
there  has  not  been  any  previous  report  of  this  entity. 

It  is  the  purpose  of  this  paper  to  report  a case  of 
Goodpasture’s  syndrome  believed  to  be  the  first  one 
in  Puerto  Rico  documented  with  electron  microscopy 
and  immunofluorescent  studies. 

Case  Report 

A seventeen-year  old  man  was  admitted  to  tlie  Ponce 
District  Hospital  on  September  9,  1972  witli  a presumptive 
diagnosis  of  acute  glornemlonephritis.  He  was  well  up  to 
six  months  prior  to  admission  when  he  developed  generalized 
malaise,  nausea,  vomiting,  epigastric  pain,  and  a yellowish 
discoloration  of  the  skin  and  sclerae.  He  was  seen  hy  a private 
physician  who  made  the  diagnosis  of  hepatitis,  and  sent  him 
home  with  instructions  for  treatment;  two  weeks  later  he 
felt  better  and  returned  to  his  work  as  a gas  station  attendant. 

Approximately  three  monllis  later  he  returned  to  his 
physician  complaining  of  malaise,  and  puffy  eyelids.  He  was 
sent  home  with  bed  rest,  but  instead  he  returned  to  work. 
One  week  prior  to  admission  his  condition  worsened  with  the 
development  of  severe  headaches,  generalized  body  swelling 
and  dark  colored  urine. 

The  patient  gave  a history  of  heavy  alcohol  intake,  even 
throughout  his  illness,  and  of  heavy  cigarette  smoking.  He 
handled  gasohne  and  other  petroleum  derivatives  in  his  job. 


From  the  Cardiorenal  Division  of  the  Ponce  District  Hos- 
pital, Ponce,  Puerto  Rico,  and  the  Department  of  Pathology 
of  the  Veterans  Administration  Hospital,  San  Juan,  Puerto 
Rico. 
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Past  history  of  other  systemic  illnesses  was  negative  except  for 
a questionable  history  of  asthmatic  attacks  in  childhood.  The 
family  history  was  negative.  Physical  examination  revealed:  a 
well  developed  male,  heavy  set  and  well  nourished  who  was  in 
no  acute  distress  and  who  was  alert  and  cooperative.  Blood 
pressure  was  110/60,  the  pulse  rate  was  72  and  regular  and  the 
respiratory  rate  - 18  per  minute.  Fundoscopic  examination 
was  negative.  There  was  no  vein  engorgement  in  the  neck,  the 
lungs  were  clear  and  the  heart  was  nonnal.  The  abdomen  was 
essentially  negative,  no  masses  or  organs  being  palpable,  and 
there  was  no  ascites;  there  was  a grade  11  pitting  edema  of  the 
tower  extremities. 

Upon  admission  the  urinalysis  revealed  a specific  gravity 
of  1.015,  albuminuria  of  4+,  6-7  W.B.C.  per  HPF,  and  was 
loaded  with  red  blood  cells.  There  were  also  coarse  and  finely 
granular  casts.  The  white  blood  count  was  9,850  per  mm.  with 

a normal  differential  except  for  6 percent  Eosinophils.  Hemo- 
globin was  13.6  gm.  percent  and  the  hematocrit,  40  vol.  per- 
cent. Serum  Creatinine  was  1.43  mg.  percent,  BUN  14.5  mg. 
percent  and  the  glucose  74  mg.  percent.  An  antistreptolysin 
titer  of  50  Todd  units  was  reported  and  several  urine  cultures 
were  negative.  V.D.R.L.  was  non  reactive. 

The  patient  was  treated  with  bed  rest,  ampicillin,  and  when 
he  developed  mild  degrees  of  hypertension,  a low-salt  diet  and 
aldomet,  500  mgs.  daily,  were  added.  Initially  he  had  a clinically 
benign  course,  with  a BUN  of  21,  nonnal  blood  pressure  and 
mild  degrees  of  ankle  edema.  However,  his  urinalysis  still 
revealed  4+  albuminuria,  7-9  WBC  per  high  power  field  as  well 
as  many  red  blood  cells  and  waxy  and  granular  casts. 

On  the  12th  hospital  day  he  complained  of  a pruritic  skin 
rash,  which  covered  his  chest,  neck  and  hack,  and  he  developed 
nausea  and  vomiting.  All  drugs  were  discontinued  and  Benadryl 
was  given.  He  improved,  but  two  days  later  epigastric  pain, 
diarrhea,  malaise  and  anorexia  ensued.  A gastrointestinal  series 
was  done  but  no  pathology  was  found.  At  this  time  there  was 
laboratory  evidence  of  rapidly  rising  blood  urea  nitrogen  and 
serum  creatinine  indicating  progression  of  the  disease.  Repeated 
chest  X-rays  initially  normal  subsequently  revealed  bilateral 
pulmonary  infiltrates  (I’igures  1-2). 

After  the  18th  hospital  day  he  developed  hemoptoic  sputum, 
and  its  presence,  together  with  the  rapid  deterioration  of  renal 
function  suggested  Goodpasture’s  syndrome. 

A Quinton-Scribner  arteriovenous  cannula  was  implanted 
in  his  right  forearm,  high  doses  of  steroid  therapy  were  given, 
and  hemodialysis  started.  The  respiratory  symptoms  temporarily 
improved  when  Solu-medrol,  80  mg.  l.V.  q.  12  hr.s.  were  ad- 
ministered for  24  hrs.,  followed  by  oral  prednisone,  60  mg.  daily 
in  four  divided  doses.  However,  he  became  anuric  and  the  res- 
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Fiffure  2 


piratory  distress  and  hemoptysis  became  worse  even  tliough 
steroid  therapy  was  discontinued.  His  blood  pressure  kept  rising 
in  spite  of  Methyldopa  and  furosemide,  and  the  clinical  picture 
was  that  of  a rapidly  progressive  glomerulonephritis. 

Despite  of  hemodialysis  treatment,  steroids  and  other  sup- 
portive therapy,  tlie  patient’s  condition  continued  deteriorating. 
\ percutaneous  right  kidney  biopsy  was  done  on  September  27, 
1972  and  sent  to  the  Laboratory  Service  of  the  V.  A.  Hospital, 
in  San  Juan,  where  light  and  electron  microscopy,  as  well  as 
imnuinofluorescent  studies  were  perfonned  and  found  to  be 
highly  consistent  with  the  diagnosis  of  Goodpasture’s  syndrome. 

On  October  f,  1972,  29  days  after  admission,  while  in  hemo- 
dialysis the  patient  developed  cardiorespiratory  arrest  and  in 
spite  of  all  measures,  including  prompt  tracheal  intubation, 
mechanical  ventilation,  and  vasopressor  drugs,  he  died. 

Pathologic  Findings: 

The  biopsy  material  was  divided  in  three  portions  and 
were  proce.ssed  accordingly  for  light,  electron  and  immuno- 
fluorescence microscopy.  These  studies  disclosed  the  classical 
changes  of  Goodpasture’s  nephropathy.  Light  and  electron 
microscopy  sections  revealed  a far  advanced  rapidly  progressive 
glomerulonephritis  with  severe  proliferative  changes  with  large 
epithelial  crescent  formations  in  every  glomenilus.  These  epi- 
tlielial  semilunar  crescents  led  to  total  obliteration  of  urinary 
and  capillary  spaces  and  considerable  .shrinkage  of  the  glomeru- 
lar tufts.  (Figs.  3,  4,  5).  In  addition,  the  basement  membranes 
of  the  capillary  walls  of  the  glomemlar  tufts  were  irregularly 
thickened,  collapsed  and  showed  diffuse  electron  density,  .sug- 
gesting deposition  of  antiglomeniiar  basement  membrane  anti- 
bodies. (f  igs.  11,  12).  This  correlated  with  the  diffuse  linear 
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Figure  12 

immunofluorescence  noted  on  frozen  sections  stained  with 
fluorescein  isothyocyanate  labeled  goat  antihuman  IgO  and 
BiC*  (Figs.  8,  9). 


* - The  fluorescent  labeled  antibodies  were  provided  by  Dr. 
Konrad  C.  Hsu,  College  of  Physicians  and  Surgeons,  Columbia 
University. 
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At  autopsy  the  gross  appearance  of  the  lungs  and  kidneys 
was  of  the  type  consistently  encountered  in  patients  dying  of 
Goodpasture’s  syndrome;  namely,  large,  pale,  swollen  kidneys 
weighing  580  grams  and  markedly  hemorrhagic,  firm  lungs 
weighing  2200  grams.  Light,  electron  and  immunofluorescence 
studies  on  kidney  material  secured  from  the  autopsy  revealed 
findings  similar  to  those  noted  on  the  percutaneous  biopsy. 
In  addition,  similar  studies  were  done  on  autopsy  material 
secured  from  the  lungs.  This  revealed  hemorrhagic  pneumonitis 
with  fragmentation  of  alveolar  septa,  alveolar  hemorrhage  with 
clusters  of  hemosiderin  laden  macrophages  (Figs.  0,  7).  Electron 
microscopy  .sections  .showed  thickened,  distorted  alveolar  septa 
basement  membranes  witli  diffuse  electron  density  which  again 
is  noted  to  correlate  with  the  linear  unmunofluorescence  noted 
on  frozen  lung  sections  stained  with  the  same  antihuman  IgG 
and  BjC  used  in  the  kidneys.  (Fig.  10) 

In  summary,  the  findings  noted  on  light,  electron  and 
immunofluorescence  microscopy,  namely,  rapidly  progressive 
crescentic  glomerulonephritis  with  linear  IgG  and  BjC  deposits 
in  both  kidneys  and  lungs,  categorically  established  the  diagnosis 
of  Goodpasture’s  syndrome. 


Discussion 

In  view  of  its  coiiimonly  fulniinanl  course  it  is 
lortunate  tlial  the  (roodpaslure’s  syndrome  is  not  a 
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Figure  10 


common  disease.  Since  its  description  in  1919  until 
the  end  of  1969  close  to  100  cases  had  been  reported 
(3-4).  In  1970  Proskey  et  al  (3)  in  a review  of  the  syn- 
drome, found  that  the  median  age  of  onset  was  26.8 
years,  with  a predominance  of  males  to  females  of 
3.6:1. 

I'he  most  prominent  clinical  manifestations  of  this 
disease  are  hemoptysis,  anemia,  cough,  dyspnea  and 
hejiiaturia  (2,  3,  5).  Hemoptysis  is  the  most  common 


presenting  symptoms,  constituting  the  initial  complaint 
in  98  percent  of  the  cases  reviewed  by  Proskey  et  al  (3). 
The  anemia  is  mostly  microcytic  and  hypochromic,  due 
to  iron  deficiency  secondary  to  blood  loss  as  well  as 
to  kidney  damage.  Frank  hematuria  may  be  a presenting 
symptom  in  10-12  percent  of  the  patients.  Chest  pain 
is  usually  non  exertional  and  substernal  in  location. 

Other  significant  features  may  be  present,  such  as 
systolic  ejection  murmurs,  marked  elevation  of  blood 
pressure  and  edema,  although  they  may  only  be  present 
in  tbe  terminal  phase  of  the  disease.  In  our  patient  the 
significant  laboratory  findings  included  anemia  with 
hemoglobin  mean  values  of  7.8  gm.  percent,  a leuko- 
cytosis with  a shift  to  the  left,  {)roteinuria,  cylindruria 
and  a ra[)idl\  rising  azotemia. 

Besides  the  above,  other  laboratory  abnormalities 
that  have  been  reported  include:  terminal  hyperkalemia 
with  metabolic  acidosis;  hypergammaglobulinemia;  and 
iron-laden  macrophages  in  sputum  examination.  Tests 
for  lupus  erythematosus  and  heterophile  antibodies 
are  negative;  and  blood  coagulation  studies  usually 
nonnal. 

Characteristic  roentgenographic  findings  consists  of 
infiltrates  in  both  lung  fields  (see  figures  1-2)  which  may 
vary  from  powdery  densities  reflecting  intra-alveolar 
distribution  to  a reticular  or  finelv  nodular  pattern 
(2,  3). 

The  etiology  of  Goodpasture’s  syndrome  remains 
unknown.  viral  etiology  was  first  proposed  by  Benoit 
et  al  (2)  since  influenzal  lung  changes  were  described 
in  the  first  ca.se  reported  l)y  Goodpasture,  and  later  on 
the  majority  of  cases  were  reported  during  1957  and 
1958,  years  of  an  influenza  pandemic.  Subsequent 
studies  such  as  that  of  Duncan’s  and  his  colleagues  (5), 
attempted  also  to  incriminate  a virus,  when  they  de- 
monstrated with  electron  microscopy  , virus-like  particles 
in  the  glomerular  epithelial  and  endothelial  cells  of  two 
of  their  patients.  Still  more  recently,  W ilson  and  Smith 
(6)  reported  a case  of  Goodpasture’s  syndrome  that  pre- 
sented with  high  Influenza  .^2  titers. 

Streptoccocal  infection  has  also  been  implicated  by 
some  as  a possible  etiologic  factor  (3),  as  well  as  organic 
toxic  agents,  sucb  as  paints  and  solvents  (5,  7). 

Other  investigators  (8,  9)  have  suggested  a familial 
tendency  with  a sex-influenced  genetic  factor.  Recently 
Gossain  et  al  (10)  reported  two  brothers  who,  while 
living  apart  for  a long  time,  developed  this  syndrome, 
suggesting  an  hereditary  immunologic  disorder. 

The  pathogenesis  of  Goodpasture’s  syndrome  has  not 
been  completely  elucidated  although  there  is  strong 
evidence  which  implicates  an  auto-immune  mechanism 
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whereby  antigens  common  to  lung  and  kidneys  results 
in  the  formation  of  antibasement  membrane  antibodies 
in  these  organs,  producing  the  clinical  manifestations  of 
the  disease,  lung  purpura  and  nephritis. 

However,  there  are  two  schools  of  thought  regarding 
the  primary  target  organ  of  the  disease.  I^erner  and 
coauthors  (11),  Shires  et  al  (12)  and  others  (8,  13,  14) 
favor  the  kidney  as  the  primary  organ  involved  stating 
that  through  some  alteration  of  the  immune  mecha- 
nisms, the  target  organ  (glomeruli)  stimulate  complexes 
of  antiglomerular  basement  membrane  (G.B.M.)  specifi- 
city, which  cause  damage  not  only  to  the  kidneys  but 
also  to  the  lungs,  and  that  pulmonary  hemorrhage  may 
be  controlled  when  the  damaged  primary  organs  are 
removed.  The  main  proof  for  this  hypothesis  is  the  fact 
that  in  several  cases  (8,  12-15)  bilateral  nephrectomy 
has  produc..d  resolution  of  the  pulmonary  lesions. 

The  second  school  of  thought,  which  is  more  widely 
accepted,  is  proposed  by  Benoit  et  al  (2),  Scheer  and 
Grossman  (16),  Duncan  et  al  (5),  Hagadorn  et  al  (17) 
and  Vázquez  (18)  who  postulate  that  the  initial  in- 
jury occurs  in  the  lungs,  whereby  the  pulmonary  tissue 
becomes  immunogenic  or  will  release  hidden  antigens, 
which  result  in  the  production  of  anti-lung  antibodies. 
If  the  immunogens  stimulating  these  reactions  have 
specificity  for  G.B.M. , an  associated  glomerulonephritis 
may  ensue.  As  these  immunologic  reactions  progress 
G.B.M.  antigens  are  made  more  accessible  to  the  circu- 
lation promoting  further  stimulation  of  the  immunologic 
reaction,  maintaining  thereby  a vicious  cycle.  The  ex- 
ponents of  this  theory  point  out  to  the  yet  unexplained 
relation  between  a respiratory  infection  and  Good- 
pasture’s syndrome;  and  to  the  fact  that  rabbits  anti-rat 
lung  serum  can  produce  nephrotoxic  and  pneumotoxic 
effect  in  rats,  while  the  injections  of  urinary  glomerular 
basement  membrane  antigen  into  rabbits  produce  only 
kidney  damage  (4).  The  appearance  of  lung  lesions 
months  and  even  years  before  the  renal  manifestations 
of  the  disease  also  support  this  hypothesis.  Ihese  in- 
vestigators adscribe  the  previously  mentioned  disappear- 
ance of  the  lung  lesions  after  bilateral  nephrectomy  to  a 
decrease  of  the  anti-G.B.M.  activity  in  promoting  or 
perpetuating  the  immunologic  cycle. 

Regardless  of  which  mechanism  is  active,  or  even 
if  both  are,  it  seems  that  the  kidneys  are  necessary 
for  the  appearance  of  tlie  pulmonary  manifestations 
in  this  form  of  progressive  intrapulmonary  hemorrhage 

(14). 

Gross  autopsy  findings,  as  depicted  in  this  case, 
usually  reveal  pale,  large  and  soft  kidneys.  The  cortical 
surfaces  are  smooth  and  covered  with  petechial  hernor 


rhages  (2,  3).  Light  microscopy  may  show  sequential 
anatomic  changes,  as  was  proposed  by  Benoit  et  al 
(2),  who  divided  them  into  four  stages; 

Stage  1 — Focal  deposition  of  eosinophilic  material 
on  caj)illary  tuft. 

Stage  11—  Focal  epithelial  cell  proliferation. 

Stage  111—  Diffuse  proliferation,  involving  all  glome- 
ndi  and  interstitium. 

Stage  IV—  Epithelial  crescents  and  fibrosis  with  cap- 
sular adhesion. 

Electron  microscopy  and  immunofluorescent  studies 
of  our  case,  as  illustrated  in  the  figures,  are  similar 
to  those  of  Duncan  and  co-authors  (4).  These  consist 
of  extensive  proliferation  and  swelling  of  endothelial 
cells  and  marked  increase  in  the  material  deposited 
on  the  G.B.M.,  composed  mainly  of  IgG,  BjC  and  fibrin 
strands  beneath  the  endothelium. 

The  lungs  on  gross  examination  are  large  and  bulky, 
mottled  on  their  surface  by  areas  of  hemorrhage.  Micros- 
copic findings  as  illustrated  in  figures  6 and  7 included 
intraalveolar  hemorrhage,  nodular  foci  of  alveolar  spetal 
fibrosis  and  the  absence  of  vasculitis.  Gamma  globulin 
deposits  have  been  reported  by  many  authors  (3,  17, 
18).  In  our  case  the  presence  of  these  are  illustrated 
in  figure  10. 

Any  condition  in  which  pulmonary  symptoms  are 
associated  with  glomerulonephritis  must  be  included 
in  the  differential  diagnosis  of  Goodpasture’s  syndrome. 
These  include  idiopathic  pulmonary  hemosiderosis;  a- 
cute  glomerulonephritis  with  hemoptysis,  the  latter  due 
to  circulatory  congestion;  periarteritis  nodosa;  and  We- 
gener’s granulomatosis.  The  last  two  may  sometimes 

be  difficult  to  differentiate  as  they  often  culminate  in 
renal  failure,  but  the  demonstration  of  vasculitis  patho- 
logically serves  to  distinguish  them.  Finally,  uremic 
pneumonitis  may  resemble  Goodpasture’s  syndrome; 
however,  in  this  entity  the  uremia  usually  precedes  the 
pulmonary  changes  by  many  years. 

In  the  past,  therapy  was  unifonnly  ineffective  and 
the  eventually  fatal  outcome  of  this  disease  generally 
accepted.  Benoit  et  al  (2)  reported  a mean  duration 
of  survival  of  15  weeks,  while  Proskey  and  his  associa- 
tes (3)  reported  one  of  approximately  40  weeks. 

Medical  therapy  has  included  singly  or  in  combina- 
tion, steroids  (2,  5,  20,  21).  Azathioprine  (20,  22), 
Mercaptopurine  (21),  and  Chlorambucil  (20).  Peritoneal 
dialysis  and  hemodialysis  are  frequently  used  in  patients 
when  renal  failure  ensues. 

Although  some  authors  have  reported  significant 
response  of  the  Goodpasture’s  syndrome  with  the  use 
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ol  iinmuiiosupprossive  agents,  others  have  (juestioned 
llieir  henefieial  eíieels  hy  reporting  patients  who  have 
recovered  without  treatment.  In  these  lew  cases  with 
a henign  eonrse  a limited  antigenie  stimulus  has  been 
postulated,  witli  rapid  decline  in  antibody  formation 
and  spontaneous  healing. 

In  l%4  Cleveland  and  his  associates  (19),  reported 
the  .successful  management  of  a man  with  Goodpasture’s 
syndrome  hy  bilateral  tiephrectomy  and  subsequent 
( adaver  renal  trans[)lantation,  an  im[)ortant  contribution 
which  seems  to  have  favorably  inlluenced  the  course  and 
prognosis  ol  the  disease.  Since  then  a number  of  other 
investigators  have  supported  the  beneficial  effects  of 
bilateral  nephrectomy  and  hemodialysis  followed  hy 
renal  transplantation  after  circulating  anti  G.B.M.  anti- 
bodies have  disappeared  (H,  12,  15).  In  all  of  these 
reports  dramatic  cessation  of  severe  pulmonary  hemorrh- 
age has  been  informed,  the  hemoptysis  c learing  in  one 
case  in  less  than  21  hours  (12).  Kecently,  Halgrimson 
et  nl  (15)  have  proposed  splenectomy  at  the  time  of 
bilateral  nephrcictomy,  postidating  that  splenectomy 
mav  reduce  the  antibody-forming  potential,  thereby 
conlrihuting  to  a fall  in  anti  GBM  antibodies. 

I'nfortunately,  in  our  case,  no  response  was  observed 
in  the  relentless  fatal  course,  after  the  use  of  high  doses 
of  steroids  and  hemodialysis. 
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a fueron  inforinados  los  resultados  del  estudio 
retrospectivo  de  pacientes  con  carcinoma  del 
esófago  tratados  en  el  Hospital  Municipal  de  San  Juan 
durante  los  años  1968  a 1973  (I).  En  julio  1973,  co- 
menzó un  estudio  prospectivo  de  esta  enfermedad. 
Se  aceptó  como  primera  prioridad  establecer  el  estadio 
del  tumor  antes  de  administrar  terapia.  Continúa 
vigente  este  estudio,  pero  los  resultados  del  primer  año 
pueden  analizarse  ya. 

Ofrecer  la  terapia  individual  más  apropiada  para  cada 
paciente  con  carcinoma  del  esófago  es  la  meta  deseada. 
Para  lograrla,  es  esencial  obtener  la  infonnación  necesa- 
ria que  determine  si  la  enfermedad  está  o no  localizada, 
o sea,  el  estadio  de  la  enfermedad.  Pacientes  con 
enfennedad  diseminada  son  incurables,  más  aún,  la 
paliación  lograda  con  radiación  o cinigía  solo  excede 
por  pocos  meses  al  tiempo  promedio  de  vida  detennina- 
do  por  el  curso  natural  de  la  enfermedad  sin  tratamiento. 

Resulta  inútil  intentar  tratamiento  curativo  si  la 
enfermedad  está  diseminada  ya.  Es  .absurdo.  En  cam- 
bio constituye  una  verdadera  tragedia  la  muerte  de  un 
paciente  como  resultado  de  su  tratamiento,  si  este 
tratamiento  no  le  hubiese  proporcionado  alguna  esperan- 
za de  cura. 

En  este  último  año  nos  propusimos  intentar  la  cura 
solamente  en  pacientes  con  enfennedad  localizada  al 
tórax.  Una  vez  identificados  los  pacientes  con  enfer- 
medad generalizada,  se  pudo  entonces  planificar  su 
tratamiento  paliativo  con  más  raciocinio. 


De  la  Sección  de  Cirugía  Torácica,  Hospital  Municipal 
de  San  Juan,  San  Juan,  Puerto  Rico. 


Método 


Un  total  de  19  pacientes  con  carcinoma  del  esófago  acu- 
dieron al  Hospital  Municipal  de  San  Juan  para  diagnóstico  y 
tratamiento  desde  julio  1ro.  1973  a junio  30,  1974.  Fueron 
atendidos  según  el  siguiente  plan  de  tratamiento: 

A)  Evaluación  preliminar  que  incluyó,  historial,  examen 
físico  y pmebas  rutinarias  de  laboratorio.  Siguieron 
pmebas  especiales  indicadas  tales  eomo  gamagrafía  ósea, 
hepática  o cerebral,  y rastreo  óseo  para  deteetai'  me- 
tástasis. 

B)  Cirugía  Diagnóstica:  Consistió  de  broncoscopía  y eso- 
fagoscopía,  acompañados  de  biopsias  bilaterales  de  gan- 
ghos  supraclaviculares,  de  ganglios  celíacos,  biopsia  hepá- 
tica, si  indicada,  y gastrostomía,  en  una  sesión  operato- 
ria. Material  sospechoso  de  carcinoma  por  inspección 
fue  sometido  a cortes  por  congelación.  Esto  permitió 
instituir  cirugía  paliativa  para  lesiones  del  tercio  inferior 
en  el  miaño  acto  quirúrgico,  si  el  corte  era  positivo. 

C)  Terapia  Combinada:  Confinnado  el  diagnóstico,  estable- 
cida la  ausencia  de  metástasis  fuera  del  tórax  y recupera- 
do el  paciente  de  su  gastrostomía,  recibió  aproximada- 
mente 1500  R en  la  semana  siguiente,  en  tres  sesiones 
de  500  R.  Sin  darse  de  alta  del  hospital,  una  vez  termi- 
nada la  radioterapia  preoperatoria,  se  procedió  con  tora- 
cotomía.  Al  encontrar  invasión  mediastinal  significativa, 
la  cirugía  fue  paliativa  (esófago-gastrectomía)  pero  si  la 
lesión  estaba  localizada,  se  procedió  a esofagectomía 
torácica  total  con  esofagostomía  cervical.  Subsiguiente- 
mente, el  curso  de  radioterapia  fue  completado  hasta 
aproximadamente  5000  R.  Una  vez  restablecido  el 
paciente,  interposición  del  colon  restablecerá  la  conti- 
nuidad gastro-intestinal. 

Reconocida  la  primacía  de  radioterapia  para  pacientes  con 
lesiones  del  tercio  superior  y esófago  cervical,  estos  pacientes 
fueron  referidos  direetamente  a tratamiento  con  cobalto  sin  so- 
meterlos a cirugía  diagnóstica. 

Al  terminar  el  año,  repaso  de  los  expedientes  de  estos  pa- 
cientes permitió  determinar  la  efectividad  del  plan  de  trata- 
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TABLA  I 

CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
TRATAMIENTO  RACIONAL  BASADO  EN  ESTADIO  DEL  TUMOR 
ESTUDIO  PROSPECTIVO  HOSPITAL  MUNICIPAL  DE  SAN  JUAN  - 1973-1974 


Distribución  de  pacientes  según  su  sexo,  localización  del  tumor  y diagnóstico  histológico. 
1- 


Número  total  de  pacientes 
Hombres 
Mujeres 


19 

13 

6 


Localización 


Tercio  Superior 
4 


Tercio  Medio 

10 


111-  Diagnóstico  Histológico; 

Céluluas  escamosas 

Indiferenciado 

Anaplásico 


16 

2 

1 


IV-  Condición  Actual  (al  finalizar  un  año) 
Vivos  14 

Muertos  5 


Tercio  Inferior 
5 


TABLA  II 

CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
TRATAMIENTO  RACIONAL  BASADO  EN  ESTADIO  DEL  TUMOR 
ESTUDIO  PROSPECTIVO  HOSPITAL  MUNICIPAL  DE  SAN  JUAN  - 1973-1974 


Resultados  de  determinación  de  estadio  de  carcinoma  del  esófago: 


I-  Número  total  de  pacientes  19 

II-  Número  de  pacientes  con  enfermedad  diseminada  al  admitirse  2 

III-  Número  de  pacientes  sometidos  a cirugía  diagnóstica  15 

jy  A)  Pacientes  probados  con  enfermedad  diseminada  8 

B)  Pacientes  con  enfermedad  localizada  al  tórax  7 
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miento  en  la  detemiinaeión  de  estadio  de  la  enfermedad. 
La  condición  actual,  y sobrevida  de  los  pacientes,  fue  motivo 
de  preocupación  especial. 

Resultados 

Un  total  de  19  pacientes  fueron  sometidos  al  plan 
de  tratamiento  propuesto  en  197d  (Tabla  I).  Consti- 
tuían el  grupo  13  hombres  y 6 mujeres.  El  tumor 
se  encontró  en  el  tercio  superior  o esófago  cervical  en 
4,  tercio  medio  en  10  y tercio  inferior  en  5.  Fue 
diagnosticado  como  de  células  escamosas  en  16  pacien- 
tes, indiferenciado  en  dos  y anaplásico  en  uno.  Al 
finalizar  el  año  de  estudio,  14  pacientes  estaban  vivos 
y 5 habían  muertos  para  una  sobrevivencia  de  73  por 
ciento. 

Los  exámenes  preliminares  demostraron  enferme- 
dad diseminada  en  dos  de  los  19  pacientes  incluidos 
en  el  estudio,  antes  de  someterlos  a cirugía  diagnós- 
tica. Uno  tenía  ronquera  por  metástasis  a laringe  de- 
mostrada por  laringoscopía  indirecta.  El  otro  tenía 
metástasis  a paladar  blando.  Dos  pacientes  adicionales, 
también  con  tumores  del  tercio  superior  fueron  refe- 
ridos a radioterapia  directamente.  Estos  cuatro  pa- 
cientes recibieron  cobalto  y están  vivos  actualmente. 

Quince  pacientes  tuvieron  intervención  diagnóstica 
para  detenninar  el  estadio  de  la  enfermedad  (Tabla  II). 
Este  procedimiento  demostró  la  existencia  de  enferme- 
dad incurable  en  8 pacientes.  Esto  evitó  considerarlos 
como  candidatos  a cirugía  curativa.  Por  otro  lado, 
siete  pacientes  tenían  enfermedad  localizada  al  tórax. 

El  análisis  de  los  8 pacientes  probados  con  enferme- 
dad diseminada  se  resume  en  la  Tabla  III.  Aunque  los 
ganglios  supraclaviculares  no  eran  palpables,  tres  pa- 
cientes tenían  metástasis  microscópicas.  Igual  sucedió 
con  metástasis  bajo  el  diafragma.  La  endoscopía 
descubrió  un  segundo  tumor  en  la  hipofaringe  y exten- 
sión a la  traquea  en  dos  pacientes  adicionales. 

La  intervención  diagnóstica  fue  asociada  con  morta- 
lidad en  un  paciente.  Recuperó  de  su  cirugía,  recibió 
radioterapia,  pero  desarrolló  un  cuadro  tóxico  sugestivo 
de  delirium  tremens.  Aunque  confuso,  estaba  ambula- 
torio cuando  aspiró  una  noche,  desarrolló  coma  y murió 
varias  semanas  después.  Tenía  metástasis  a traquea,  y 
existe  la  posibilidad  de  metástasis  al  cerebro. 

Otro  paciente  desarrolló  un  fuerte  y continuo  dolor 
de  cabeza  después  de  cirugía  diagnóstica.  No  había 
evidencia  de  enfermedad  diseminada  en  las  biopsias 
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pero  sus  síntomas  sugirieron  una  garnagrafía  cerebral, 
la  cual  fue  positiva  para  metástasis.  Se  dio  de  alta  y 
recibió  radioterapia  y quimioterapia  pero  murió  de  en- 
fennedad  diseminada  menos  de  un  mes  después. 

Uno  de  los  pacientes  rehusó  todo  tipo  de  tratamiento, 
por  convicción  religiosa,  después  de  enterarse  de  su  diag- 
nóstico de  cáncer  del  esófago  con  metástasis  a ganglios 
supraclaviculares,  lado  izquierdo.  Tres  pacientes  de  los 
cinco  restantes  recibieron  radioterapia  y todos  vivían  al 
finalizar  el  estudio,  uno  murió  once  meses  después  del 
diagnóstico  de  enfennedad  diseminada  mientras  recibía 
radioterapia  y quimioterapia,  el  otro  vive  bajo  ese  mismo 
tratamiento. 

En  resumen,  extirpación  quirúrgica  radical  fue  evitada 
en  ocho  pacientes.  Cuatro  de  los  ocho  estaban  vivos  al 
tenninar  el  año  con  tratamiento  paliativo.  Dos  murie- 
ron de  enfermedad  generalizada.  Un  paciente  murió 
de  aspiración  y otro  rehusó  todo  tipo  de  tratamiento. 

La  Tabla  IV  presenta  detalles  del  curso  subsiguiente 
en  los  siete  pacientes  con  enfermedad  localizada  al  tórax. 
Dos  pacientes  tenían  metástasis  a tejidos  adyacentes. 
En  uno  el  tumor  invadió  la  aorta,  y en  otro,  el  pericar- 
dio. En  este  último  paciente  pudo  llevarse  a cabo  una 
esofagogastrectomía,  pero  en  el  otro  no  pudo  resecarse 
el  tumor  y murió  de  insuficiencia  respiratoria  varias 
semanas  después.  La  esofagogastrectomía  pudo  llevarse 
a cabo  en  dos  pacientes  más.  De  estos  tres  pacientes 
murió  uno  debido  a rotura  de  la  anastomosis.  Los  demás 
han  sobrevivido  ocho  meses  cada  uno.  Ambos  pacientes 
tenían  tumor  del  tercio  inferior,  pero  en  uno  no  hubo 
metástasis  ni  extensión. 

Tres  pacientes  tuvieron  esofagectomía  torácica.  Com- 
pletada la  radioterapia  en  ellos,  aguardan  interposición 
del  colon,  y han  sobrevivido  el  período  del  estudio, 
doce  meses.  Recibieron  aproximadamente  5000  R. 

El  paciente  con  metástasis  a tejidos  adyacentes 
recibe  actualmente  quimioterapia  luego  de  haber  com- 
pletado el  curso  completo  de  radioterapia  después  de 
haber  recuperado  de  su  operación.  Se  le  administra 
una  modificación  del  tratamiento  de  Cooper.  Consiste 
de:  (1)  Oncovin  1 mg  intravenoso  semanalmente  por 

ocho  semanas,  (2)  5-Fluorouracil  500  mg/M2  intrave- 
noso u oral,  semanahnente,  (3)  Methotrexate  15  mg/M  2 
oral,  semanalmente,  (4)  Cyclophosphamide  50  mg/  M2 
oralmente,  diariamente  y (5)  Prednisona  45  mg  por 
boca  diariamente  por  un  mes,  y luego,  tres  veces  por 
semana. 
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TABLA  III 

CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
TRATAMIENTO  RACIONAL  BASADO  EN  ESTADIO  DEL  TUMOR 
ESTUDIO  PROSPECTIVO  HOSPITAL  MUNICIPAL  DE  SAN  JUAN  - 1973-1974 


Resultados  de  determinación  de  estadio  de  carcinoma  del  esófago.  Enfermedad  diseminada. 
1-  Pacientes  probados  por  cirugía  con  enfermedad  diseminada 


1.  Metástasis  confirmada  en: 

a)  ganglios  supraclaviculares  3 

b)  Abdomen  (ganglios  celíacos  o hígado  3 

c)  Hipofaringe  1 

d)  Traquea  1 

2.  Mortalidad  1 

11-  Tratamiento 

Radioterapia  post  diagnóstico  3 

Radioterapia  y quimioterapia  3 

Rehusó  tratamiento  1 
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TABLA  IV 

CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
TRATAMIENTO  RACIONAL  BASADO  EN  ESTADIO  DEL  TUMOR 
ESTUDIO  PROSPECTIVO  HOSPITAL  MUNICIPAL  DE  SAN  JUAN  - 1973  1974 


Resultados  de  determinación  del  estadio  de  carcinoma  del  esófago.  Enfermedad  localizada. 


I-  Pacientes  con  enfermedad  localizada  al  tórax 

II-  Tratamiento:  Toracotomía  exploratoria  y: 

a)  esofagogastrectomía  3 

b)  esofagectomía  torácica  3 

c)  Toracotomía  solamente  (tumor  irresecable)  1 
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TABLA  V 

CARCINOMA  DEL  ESOFAGO  EN  PUERTO  RICO 
TRATAMIENTO  RACIONAL  BASADO  EN  ESTADIO  DEL  TUMOR 
ESTUDIO  PROSPECTIVO  HOSPITAL  MUNICIPAL  DE  SAN  JUAN  - 1973-  1974 


Sobrevida  en  19  pacientes  sometidos  al  Plan  de  Tratamiento 


1-  Enfermedad  Diseminada 

A)  Radioterapia  3 

Vivos:  3 

B)  Radioterapia  y Quimioterapia  3 

Muertos:  2 

C)  Ningún  tratamiento 

D)  Muerto  post  Dx.Sin 

Radioterapia  1 


II-  Enfermedad  localizada  (Radioterapia  pre  y post  operatoria) 

A)  Esofagogastrectomía  (2)  Vivos 

(más  radio  y quimio) 

* Los  dos  recibieron  curso  completo  de  Rx 
Una  muerte  post-opera toria. 

B)  Esofagectomía  (3) 

C)  Irresecable  muerto  en  el  hospital 

III- Tratamiento  de  Radioterapia 

(Pacientes  pre-  estadio)  4 


Meses  Vivos: 
9.0  meses 

10  meses 

1 año 


8 meses 


12  meses 


11.5  meses 


La  reevaluación  trimensual  de  cada  paciente  permite 
ajustar  la  dosis  de  acuerdo  a los  estudios  de  laboratorio. 

La  Tabla  V trata  sobre  los  logros  obtenidos  después 
de  aplicar  el  plan  de  tratamiento.  De  19  pacientes, 
cuatro  recibieron  radioterapia  directamente  y están 
todos  vivos,  con  sobrevida  promedio  de  11.5  meses. 
De  los  8 pacientes  con  enfermedad  diseminada,  tres 
están  vivos  después  de  recibir  radioterapia,  y uno;  sin 
tratamiento  alguno,  para  una  sobrevida  promedio  de 
nueve  meses  en  el  primer  grupo  (10,  5,  12  meses) 
y un  año  para  el  último  paciente.  Tres  pacientes  reci- 
bieron radioterapia  y quimioterapia,  uno  vive  después 
de  10  meses,  dos  ban  muerto  uno  y once  meses  des- 
pués. Un  paciente  murió  en  el  hospital. 

Pacientes  con  enfermedad  localizada  muestran  una 


sobrevida  prometedora.  Tres  con  esofagectomía  cura- 
tiva han  vivido  un  año  cada  uno,  y serán  sometidos 
a trasplante  de  colon.  Dos  con  esofagogastrectomía 
han  sobrevivido  ocho  meses  cada  uno.  Uno  recibe 
quimioterapia  y el  otro  aparentemente  está  libre  de 
tumor.  Un  paciente  con  tumor  irresecable,  murió  de 
insuficiencia  respiratoria.  Ya  la  Tabla  I mostró  los 
resultados  de  combinar  las  tres  modalidades  terapéuticas,) 
radioterapia,  cirugía  y quimioterapia,  en  forma  racional. 
De  19  pacientes  admitidos  al  estudio  en  1973,  14 
están  vivos.  Algunos  con  tumor,  otros  no,  pero  todos 
han  recibido  paliación  significativa  y han  tragado  bien. 
Esto  representa  una  sobrevivencia  de  73  por  ciento. 

Debe  mencionarse  que  los  diagnósticos  obtenidos 
por  corte  de  congelación  fueron  de  gran  ayuda.  En 
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once  pacientes  pudo  diagnosticarse  tumor  por  este 
método.  Cuatro  necesitaron  cortes  pennanentes.  En 
tres  pacientes  fue  necesario  obtener  más  de  una  biopsia 
para  un  diagnóstico  definitivo.  No  hubo  falsos  positi- 
vos. 

Discusión 

El  propósito  de  un  plan  de  tratamiento  consiste  en 
determinar  la  mejor  forma  de  tratar  todas  las  etapas 
de  una  enfermedad,  desde  las  más  tempranas  hasta  la 
más  avanzada,  con  atención  especial  a cómo  se  mani- 
fiesta la  enfennedad  en  la  comunidad. 

Ya  Marcial  y su  grupo  (2)  presentaron  la  sobrevida 
después  de  un  año  en  413  pacientes  con  cáncer  del 
esófago.  Fue  de  24  por  ciento.  Aquellos  con  trata- 
miento de  cobalto  tuvieron  una  sobrevida  al  año  de 
32  por  ciento;  en  los  operados  fue  de  56  por  ciento. 
Al  recopilar  nuestra  data,  encontramos  una  sobrevida 
de  73  por  ciento.  De  los  cuatro  pacientes  muertos, 
uno  murió  de  dehiscencia  de  la  anastomosis,  otro  de 
aspiración  y dos  de  su  enfermedad  generalizada. 

El  grupo  es  pequeño,  de  19  pacientes.  Al  restar 
los  dos  pacientes  referidos  directamente  a radioterapia 
por  la  localización  de  su  tumor,  quedarían  17  pacientes. 
Se  encontró  enfennedad  generalizada  en  2 pacientes 
por  exámenes  rutinarios,  en  ocho  pacientes  por  el  plan 
de  tratamiento  y en  2 por  toracotomía.  Por  lo  tanto, 
12  de  17  pacientes,  7Ü  por  ciento,  se  presentaron  a 
tratamiento  con  enfermedad  incurable  y diseminada. 

Los  pacientes  con  enfermedad  diseminada  constitu- 
yen 70  por  ciento  de  los  pacientes  con  carcinoma  del 
esófago  del  tercio  medio  e inferior.  Esta  cifra  es 
mucho  mayor  que  la  infonnada  en  la  literatura.  Guern- 
sey y Knudsen  (3)  demostraron  el  valor  de  laparotomía 
en  pacientes  con  carcinoma  del  esófago  torácico.  En 
40  pacientes  con  enfermedad  aparentemente  localizada, 
biopsias  de  ganglios  celíacos  fueron  positivas  para 
carcinoma  en  16  y 4 de  las  biopsias  fueron  positivas 
sólo  microscérpicamente.  Todos  estos  pacientes  murie- 
ron entre  2 y 1 1 meses  después.  En  esa  serie,  40  por 
ciento  de  estos  pacientes  fueron  demostrados  incura- 
bles. Biopsias  celíacas  y supraclaviculares  demostraron 
enfermedad  diseminada  en  40  por  ciento  de  nuestros 
pacientes  (6  de  15). 

De  los  12  pacientes  con  enfennedad  diseminada 
hubo  5 referidos  a radioterapia  solamente.  Los  5 vi- 


vían al  finalizar  el  estudio,  y habían  sobrevivido  5,  10, 
10,  12,  12,  meses.  Tres  recibieron  radioterapia  y qui- 
mioterapia sin  cinigía,  y otro  después  de  cirugía. 

Creemos  (jue  la  paliación  lograda  ha  sido  satisfac- 
toria. En  10  pacientes  de  12  (82  por  ciento)  se  logró 
paliación  sin  someterlos  a procedimientos  quirúrgicos 
extensos.  Se  evitó  sufrimiento  adicional  para  el  pa- 
ciente y agotamiento  de  recursos  económicos  a cambio 
de  sólo  meses  de  paliación.  Más  importante,  se  ha  evita- 
do mortalidad  y morbilidad  quinírgica,  siempre  signi- 
ficativa, cuando  no  hay  oportunidad  curativa. 

En  cuanto  a la  paliación,  medida  en  ténninos  de 
aliviar  la  disfagia,  nuestra  experiencia  ha  sido  satisfac- 
toria. A través  del  curso  de  radioterapia  y quimiotera- 
pia la  gastrostornía  ha  sido  útil  para  mantener  nutrición 
hasta  lograr  controlar  el  tumor. 

Debemos  añadir  por  último  que  el  uso  de  cortes  por 
congelación  ha  eliminado  de  5 a 7 días  de  hospitaliza- 
ción mientras  se  obtienen  los  resultados  del  análisis 
patológico.  Representa  esto  mejor  utilización  de  recur- 
sos gubernamentales.  Al  déterminar  el  estadio  de  la 
enfermedad  hemos  adquirido  la  infonuación  esencial 
para  comprometer  recursos  accesibles  para  paliación 
o para  cura  según  el  caso  individual.  Creemos  haber 
sustituido  lo  subjetivo  por  lo  racional  en  cuanto 
a decidir  qué  tratamiento  administrar  a pacientes  con 
carcinoma  del  esófago. 

Resumen 

En  el  último  año  se  adoptó  un  plan  de  tratamiento 
para  pacientes  con  carcinoma  del  esófago  basado  en  la 
determinación  del  estadio  de  la  enfennedad.  Fue  apli- 
cado prospectivamente.  De  19  pacientes  que  solicitaron 
tratamiento  2 recibieron  radioterapia  inmediatamente 
por  la  localización  del  tumor,  y 2 más  por  enfennedad 
metastática  demostrada  en  examen  rutinario.  Quince 
fueron  sometidos  a cirugía  diagnóstica.  En  8 se  probó 
enfennedad  diseminada.  Siete  procedieron  a toraco- 
tomía y en  4 creemos  haber  logrado  cura.  Dos  han 
muerto  en  el  hospital  y dos  fuera  del  hospital.  La  sobre- 
vida al  finalizar  el  año  es  de  73  por  ciento. 

Summary 

A plan  for  staging  of  patients  with  esophageal  car- 
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cinoma  was  applied  prospectively  in  the  last  year. 
Of  19  patients,  15  underwent  staging  and  4 were 
referred  directly  to  radiotherapy  because  of  widespread 
disease  or  location  of  tumor  to  the  upper  third.  Eight 
of  fifteen  proved  to  have  generalized  disease.  Seven  had 


thoracotomy  and  of  5 potentially  curable,  4 are  still 
alive  and  one  died  postoperatively.  Of  the  19  patients, 
4 have  died,  2 in  hospital  and  2 at  home  from  genera- 
hzed  disease  for  a survival  rate  of  73  percent  at  the  end 
of  the  study. 


(References  will  be  submitted  upon  request  to  the  author) 


RESPONSE  RATE  AND  REASONS  FOR 
NON  RESPONSE  IN  AN  EPIDEMIOLOGICAL 
STUDY  - THE  PUERTO  RICO  HEART 
HEALTH  PROGRAM 


I I ne  of  the  most  serious  problems  besetting  studies 
of  a prospeetive  or  epidemiological  nature  is  the 
diiiiculty  in  attaining  a sample  response  rate  sufficient- 
ly high  to  satisfy  statistical  needs  for  significance  of 
any  differences  observed  between  groups  within  the 
sample.  .‘\n  additional  statistical  problem  posed  by 
this  difficulty  is  whether  a large  number  of  non- 
respondents is  sufficiently  different  from  the  exa- 
mined cohort  to  vitiate  the  results  of  the  study. 
In  the  Framingham  Heart  Study  68.8  percent  of  the 
proposed  sample  was  examined,  (1)  while  in  the 
Honolulu  Heart  Program  response  was  81  percent 
of  a sample  limited  to  individuals  having  responded 
to  a questionnaire  inviting  them  to  participate  in  the 
study  (2). 

Another  major  difficulty  encountered  in  epidemio- 
logic studies  stems  from  the  lack  of  clearly  defined 
sub-groups  within  the  sample  which  may  permit  com- 
parison of  the  characteristics  under  study.  As  a nde 
populations  tend  to  be  homogeneous,  and  comparison 
is  feasible  only  with  outside  groups  from  other  studies, 
when  problems  created  by  differences  in  design,  me- 
thodology and  criteria  must  be  taken  into  consideration. 

The  Puerto  Rico  Heart  Health  Program  sheds  some 
light  on  these  difficulties.  Two  distinct  population 
groups  within  the  study  area  had  been  previously 
identified,  (3,  4)  and  the  sample  was  designed  to  in- 
clude subjects  from  both  groups  in  the  same  proportion 
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as  they  occur  in  the  population,  as  determined  by  a 
house  to  house  census;  that  is,  2 urban  to  1 rural. 
Of  the  total  sample  80.8  percent  responded.  Because 
field  visits  were  a major  factor  in  attaining  the  high 
response  rate  and  a personal  interview  was  obtained 
with  a large  majority  of  non-respondents,  information 
is  available  on  the  reasons  for  failure  to  respond. 
This  paper  deals  with  the  origin  and  correction  of  the 
sample,  the  types  of  appeals  to  tlie  participants,  the 
response  rate,  and  the  reasons  for  non-response. 

Material  and  Methods 

The  selection  and  initial  handling  of  the  sample,  as  weU 
as  some  of  the  findings,  have  been  described  in  detail  else- 
where (5-7).  A sample  to  yield  approximately  10,000  males 
aged  45  to  64  years  and  including  both  urban  and  mral 
subjects  was  desired.  A house-to-house  census  of  3 urban- 
Bay anión,  Guaynabo,  and  Carolina  - and  4 rural  - Naranjito, 
Comerlo,  Barranquitas,  and  Corozal  - communities  was  carried 
out,  yielding  a list  of  13,108  names.  From  this  list  the 
following  were  eliminated: 

1.  Census  errors.  These  were  of  two  types: 

a.  Duplication.  One  of  the  names  was  removed,  usuaUy 
the  one  appearing  further  on  the  list. 

b.  Inclusion  of  persons  from  outside  the  area.  If  the 
subject  could  not  be  identified  after  a thorough 
field  investigation  of  the  residential  cluster,  he  was 
removed  from  the  list. 

2.  Persons  moving  outside  the  study  area  prior  to  the  date 
of  their  initial  appointment  to  the  study. 

3.  Persons  dying  prior  to  the  date  of  their  initial  appoint- 
ment to  the  study.  The  remaining  cases  constituted  the 
sample. 

Subjects  falling  under  the  following  categories  were  retained 
and  considered  non-respondents: 

1.  Persons  who  could  not  be  located,  though  known  to 
reside  in  the  area. 
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2.  Persons  moving  outside  the  study  area  after  the  date 
of  their  initial  appointment  to  the  study. 

3.  Persons  moving  within  the  study  area. 

4.  Persons  moving,  place  and/or  date  unknown. 

5.  Persons  who  failed  to  show  up  for  examination  but  died 
after  the  date  of  their  initial  appointment. 

All  these  decisions  were  made  prior  to  starting  the  actual  study. 

Members  of  the  research  group  met  with  representatives 
of  the  Medical  Society,  the  Department  of  Health,  the  local 
Heart  Association,  and  the  communications  media  and  obtained 
their  backing. 

Following  a publicity  campaign  by  means  of  posters,  news- 
papers, television,  and  civic  organizations,  a meeting  was  held 
with  prominent  citizens  of  each  community  under  study.  In 
urban  areas  a central  committee  was  elected,  and  neighborhood 
committees  were  organized  for  the  recruitment  of  subjects 
from  each  sector  of  the  city.  In  rural  areas  leaders  who 
volunteered  were  made  responsible  for  establishing  contact 
with  specific  groups  of  enumerated  neighbors. 

A letter  of  invitation  to  the  examination  was  mailed  to  each 
person  in  the  sample,  giving  a specific  appointment  date.  A 
second  appointment  letter  was  mailed  to  those  not  responding 
to  the  first,  and  a third  letter  to  those  not  responding 
to  the  second.  Intervals  between  letters  were  3 weeks. 
All  appointment  changes  requested  by  the  subjects  were 
honored.  Telephone  calls  were  made  to  those  having  a 
telephone. 

A series  of  special  efforts  was  made  to  contact  persons 
not  responding  to  3 appointments  and  telephone  calls.  A 
personal  visit  was  made  to  the  individual,  at  which  time 
the  reason  for  his  failure  to  respond  was  noted.  In  cases 
where  transportation  was  difficult  to  obtain,  a station  wagon 
was  provided.  Occasional  Saturday  clinics  were  held  to 
accommodate  those  who  could  not  take  time  off  during 
a regular  week  day.  In  2 rural  communities  the  clinic  was 
moved  out  on  the  field.  A semi-permanent  clinic  was  set  up 
at  the  Naranjito  Town  Hall  for  a stretch  of  2 weeks,  and 
later  one-day  field  clinics  were  held  in  various  schools,  chur- 
ches, restaurants,  bars,  and  cockfight  rings  about  Naranjito 
and  Comerlo.  The  examinations  performed  in  these  field 
clinics  were  identical  to  those  carried  out  at  the  base  clinic. 

Results 

Discrepancies  between  the  figures  presented  here 
and  those  in  previous  publications  are  due  to  involun- 
tary computer  duplications  and  deletions  which  have 
now  been  corrected. 

Table  I shows  the  number  of  subjects  listed  in  the 
original  census,  those  in  the  sample  after  correction 
of  the  lists,  and  those  actually  responding  and  under- 
going the  examination.  The  response  rate  was  similar 


for  both  urban  and  rural  residents.  The  unusually 
high  rate  for  Naranjito  reflects  the  extraordinary  special 
efforts  made  in  that  municipality,  the  first  to  he 
completed  in  the  study.  Conversely  the  relatively 
lower  response  rates  for  Carolina  and  Corozal,  both 
barely  below  the  80  percent  goal,  are  due  to  the  closure 
of  Examination  I on  schedule  at  a time  when  these 
municipalities,  the  last  to  be  examined,  were  still 
undergoing  special  efforts  to  increase  response. 

Table  II  shows  the  number  of  subjects  eliminated, 
examined,  and  not  responding  in  2 large  age  groups. 
The  proportion  of  persons  of  each  age  group  in  each 
category  was  the  same  as  in  the  complete  listing  of 
persons  enumerated,  two  in  the  younger  age  group 
for  every  one  in  the  older  group. 

The  reasons  for  elbninating  subjects  from  the  census 
list  are  shown  in  Table  III,  again  divided  into  two 
large  age  groups.  Those  eliminated  because  of  census 
errors  maintain  the  original  proportion  of  roughly  2 
young  ones  for  every  older  person.  Non-residents,  i.e., 
persons  moving  outside  the  study  area  prior  to  the  date 
of  their  first  clinic  appointment,  were  almost  3 times 
as  common  among  the  younger  age  group;  while  the 
number  of  persons  dying  before  their  first  appointment 
was  higlier  in  the  older  age  group  . 

Table  IV  shows  the  percent  of  persons  responding 
to  each  subsequent  ty  pe  of  effort  for  securing  their  at- 
tendance. This  is  divided  into  the  two  broad  age  groups 
and  again  the  proportion  of  2 young  per  one  old  person 
responding  holds  for  each  type  of  effort. 

Results  of  the  individual  interview  with  non-respon- 
dents as  to  tlieir  reasons  for  not  appearing  for  examina- 
tion are  shown  in  Table  V,  by  area  of  residence.  The 
percentage  of  subjects  who  were  ill  or  dead,  or  on  whom 
no  data  are  available  was  similar  in  both  urban  and  rural 
areas.  Tbe  percentage  of  those  moving  after  their  first 
appointment  date  was  twice  as  high  in  the  urban  as  in 
the  rural  area.  The  percentage  of  outright  refusals 
was  4 times  greater  in  the  urban  than  in  the  rural 
area,  while  the  percentage  of  those  accepting  appoint- 
ments but  failing  to  keep  them  (“no  shows”)  w as  twice 
as  large  in  rural  as  in  urban  subjects.  Other  and  mis- 
cellaneous excuses  given  for  not  attending  were  fre- 
quently routine  formulas,  such  as,  “my  boss  won’t 
let  me  keep  the  appointment,”  “T  can’t  possibly  leave 
my  business  alone  for  a single  moment,”  “I  have 
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TABLE  I 

SUBJECTS  LISTED,  GIVEN  APPOINTMENTS,  AND  EXAMINED  *,  BY 

AREA  OF  RESIDENCE 


RESIDENCE 

Listed 

NUMBER  OF  SUBJECTS 

Given  Appointments 

Examined 

RESPONSE  RATE 

Bayainón 

4070 

3837 

3083 

80.3 

Guaynabo 

2462 

2243 

1809 

80.6 

Carolina 

2642 

2467 

1947 

78.9 

All  Urban 

9174 

8547 

6839 

80.0 

Naranjito 

1059 

979 

872 

89.2 

Comerlo 

899 

853 

695 

81.5 

Barranquitas 

858 

741 

596 

80.4 

Corozal 

1118 

1034 

821 

79.4 

All  Rural 

3934 

3607 

2984 

82.7 

All  Urban  & Rural 

13108 

12154 

9823 

80.8 

*■  At  closure  of  Examination  /,  December  20,  1968 

TABLE  II 

STATUS  OF  LISTED  SUBJECTS,  BY  AGE  GROUP 

STATUS 

SUBJECTS  IN  AGE  GROUP  AT  TIME  OF  CENSUS 

TOTAL 

54  years  or  less 

55  years  or  more 

Total  Listed 

8713 

4395 

13108 

Eliminated 

638 

316 

954 

Respondents 

6386 

3437 

9823 

Non-Respondents 

1689 

642 

2331 
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TABLE  III 

NUMBER  OF  SUBJECTS  ELIMINATED  FOR  VARIOUS  REASONS  BY  AGE  GROUP 


REASON  FOR  ELIMINATION 


Cenáis  Error 
Non-Resident 
Deceased  * 

TOTAL 


AGE  GROUP  AT  TIME  OF  CENSUS 


54  years  or  less 

320 

251 

67 

638 


55  years  or  more 

152 

90 

74 

316 


* - Prior  to  appointment  date 


TABLE  IV 

PER  CENT  OF  RESPONDENTS  TO  SUCCESSIVE  TYPES  OF  EFFORT,  BY  AGE  GROUP 


TYPE  OF  EFFORT 

54  years 

AGE  GROUP  AT  TIME  OF  CENSUS 
or  less  55  years  or  more 

One  Appointment  Letter 

60.8 

62.4 

Two  Appointment  Letters 

16.6 

15.0 

Three  Appointment  Letters 

10.5 

10.7 

Special  Effort 

12.1 

11.0 

100.0 

100.0 

to  take  care  of  an  incapacitated  father,  mother,  wife, 
child,  etc.”  “my  religion  forbids  examinations  of  any 
kind,”  “I  have  my  own  doctor,”  ' “I  don’t  want  to 
know  if  there’s  anything  wrong  with  me,”  “I  won’t 
be  getting  anything  out  of  the  study,”  and  many, 
many  others.  As  a general  rule,  if  some  sort  of  excuse 
was  offered,  no  matter  how  flimsy,  the  subject  was  not 
classified  as  an  outright  refusal. 


Comments 

A number  of  pertinent  observations  may  be  made 
as  the  result  of  the  experience  obtained  in  getting 
together  a population  sample  of  this  size.  This 
sample  is  in  fact  a universe:  presumably  it  contains 
every  man  between  45  and  64  years  of  age  residing 
in  the  rural  enumeration  districts  of  the  rural  com- 
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TABLE  V 

PERCENT  DISTRIBUTION  OF  REASONS  FOR  NON-RESPONSE,  BY  AREA  OF  RESIDENCE 


REASON  1689  URBAN  NON-RESPONDENTS  642  RURAL  NON-RESPONDENTS  GRAND 

Bayamón  Guaynabo  Carolina  Total  Naranjito  Comerio  Barranquitas  Corozal  Total  TOTAL 


Moved 

26.0 

15.7 

18.4 

21.0 

5.3 

4.3 

7.4 

17.1 

10.4 

18.3 

Died 

1.2 

2.2 

2.2 

1.8 

0.0 

4.3 

0.7 

1.2 

1.7 

1.7 

111  or  Incapa- 

citated 

7.5 

5.5 

6.4 

6.7 

13.3 

4.3 

8.1 

6.7 

7.3 

6.8 

Refused 

13.9 

11.1 

9.9 

12.0 

1.3 

0.7 

7.4 

2.5 

3.0 

9.7 

“No  show” 

17.9 

26.7 

23.0 

21.7 

70.7 

52.9 

41.9 

35.8 

45.7 

27.9 

Other 

17.9 

10.6 

16.6 

15.7 

2.7 

8.7 

8.1 

14.6 

10.2 

14.3 

No  data 

15.6 

28.2 

23.5 

21.1 

6.7 

24.8 

26.4 

22.1 

21.7 

21.3 

TOTAL 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

munities  studied  and  in  the  urban  enumeration  dis- 
tricts of  the  urban  communities  at  the  time  the  census 
was  made.  Since  this  census  was  conducted  by  the 
same  personnel  who  are  responsible  for  the  official 
decennial  census,  errors  identified  in  this  population 
listing  reflect  the  errors  that  might  be  expected  in  the 
regular  census.  In  fact,  472  errors  were  discovered 
in  the  total  listing  of  13,108  names,  a 3.6  percent 
error  rate  in  identification  of  subjects  alone.  This  figure 
may  or  may  not  be  significant,  depending  upon  the 
purpose  for  which  the  census  is  conducted.  The  actual 
number  of  errors  in  other  items,  such  as  address, 
birth  date,  occupation,  etc.,  is  probably  much  greater. 
Since  there  are  no  estimates  of  the  failure  of  the  census 
to  enumerate  a person  at  all,  for  the  purpose  of  this 
study  it  was  assumed  that  there  were  no  errors  of  omis- 
sion, an  assumption  which  is  patently  gratuitous. 

It  would  have  been  desirable  to  analyze  the  causes 
for  eliminating  subjects  from  the  list  by  area  of  residen- 
ce. Unfortunately  these  data  are  not  readily  available, 
short  of  a record-by-record  revision.  The  same  might 
be  said  for  the  analysis  of  response  to  the  various 
types  of  effort. 

As  an  80  percent  response  rate  had  been  established 
as  the  goal  beforehand,  efforts  to  increase  attendance 


were  discontinued  in  each  area  as  this  percentage  was 
reached.  This  explains  the  lack  of  information  in  about 
1/5  of  non-respondents;  i.  e.,  4 percent  of  the  total 
study  population.  It  should  be  emphasized  that  pros- 
pective follow  up  of  these  as  well  as  the  other  non- 
respondents and  respondents  is  maintained  in  the  fonn 
of  morbidity  and  mortality  surveillance  of  hospitals  and 
death  registries. 

Perhaps  the  high  response  rate  at  Naranjito  should  be 
explained.  This  community  was  the  first  rural  area  to  be 
examined  and  the  first  to  approach  completion.  .At  that 
time  there  was  doubt  as  to  whether  an  80  percent  res- 
ponse could  be  obtained.  The  system  of  field  workers 
in  co-ordination  with  the  transportation  pick-up  had 
not  been  established  yet.  Because  response  was  in  the 
neighborhood  of  65  percent  and  the  deadline  was  fast 
approaching,  it  was  decided  to  move  the  clinic  to  the 
center  of  the  town,  and  examinations  were  conducted 
there  for  a period  of  2 weeks.  This  effort  succeeded 
in  pushing  response  up  to  about  75  percent,  still  short 
of  the  goal.  One-day  clinics  were  then  held  at  various 
key  points  of  each  “barrio”.  Results  were  overwhel- 
ming. The  80  percent  response  rate  was  soon  passed, 
but  since  clinics  had  been  scheduled  ahead  of  time, 
they  were  all  honored,  giving  the  high  over-all  response 
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for  this  town.  The  experience  was  instrumental  in  devis- 
ing a “tailoring  down”  of  efforts  in  other  areas  in  order 
to  wind  up  with  a response  rate  around  80  percent. 
The  effort  and  expense  for  the  higher  responses  were 
deemed  excessive. 

In  spite  of  the  relatively  high  response  rate,  non- 
respondents were  not  disregarded  altogether.  To  detect 
any  obvious  differences  between  respondents  and  non- 
respondents a short  interview  and  examination  including 
blood  pressure,  electrocardiogram,  and  blood  sample 
for  glucose  and  cholesterol  were  performed  as  permitted 
by  the  circumstances  on  a defined  age  group  of  non- 
respondents in  Naranjito  and  Guaynabo.  The  limited 
data  available  on  these  groups  showed  no  gross  differen- 
ces between  them  and  the  respondents.  In  addition 
mortality  surveillance  is  conducted  for  non-respondents 
as  well  as  for  respondents,  as  described  elsewhere,  (8) 
including  follow-back  to  the  homes  and  hospitals. 

The  effectiveness  of  the  various  types  of  efforts  in 
bringing  subjects  to  the  examination  decreased  with 
time,  as  one  would  expect.  Of  those  who  responded, 
over  60  percent  did  so  as  a result  of  the  first  invitation. 
An  additional  16  percent  came  after  a second  letter 
and  10  percent  after  a third.  The  combination  of 
special  efforts  accounted  for  the  last  12  percent.  Of  tho- 
se given  appointments  49.6  percent  had  come  after 
one  letter,  62.8  percent  after  two,  and  71.3  percent 
after  three.  Special  efforts  were  required  to  attain  the 
80  percent  goal,  actually  80.8  percent. 

The  reasons  why  non-respondents  failed  to  attend 
the  examination,  available  in  79  percent,  permit  some 
speculation.  The  differential  mobility  according  to 
area  of  residence  is  illustrated  by  the  percentage  of 
subjects  not  attending  because  of  change  of  address, 
twice  as  great  in  the  urban  as  in  the  rural  population. 
This  in  turn  is  an  indication  of  the  fact  that  urban 
cities  near  the  San  Juan  Metropolitan  Area  are  zones 
in  transition,  whose  dwellers  are  more  likely  to  change 
residence  than  those  of  the  more  stable  rural  areas. 
The  percentages  of  dead  persons  and  of  ill  or  incapa- 
citated non-respondents  were  similar  in  both  residential 
areas,  suggesting  that  urban-rural  differences  in  the 
examined  subjects  probably  cannot  be  explained  on 
the  basis  of  differences  in  morbidity  and  mortality 
among  non-respondents. 

Four  times  as  many  urban  as  rural  non-respondents 
were  outri^t  refusals.  These  differences  may  reflect 


a personality  trait,  in  that  urban  dwellers  tend  to 
be  more  outspoken  and  argumentative  than  rural, 
the  latter  being  more  likely  to  acquiesce  to  accept 
an  appointment  and  then  not  show  up,  as  demonstrated 
by  their  percentage  of  “no  shows”,  over  twice  that  for 
the  urban  dwellers.  On  the  other  hand,  it  may  be  a 
result  of  the  different  type  of  personnel  utilized  for  the 
field  visits:  young  females  in  the  urban  area,  older, 
rugged  men  (less  likely  to  take  “no”  for  an  answer) 
in  the  rural.  An  additional  factor  for  the  high 
percentage  of  “no  shows”  among  the  rural  group 
is  the  difficulty  in  obtaining  adequate  transportation. 
Even  when  such  is  available,  the  dwelling  itself  may 
be  relatively  inaccessible,  a good  mile’s  walk  up  and 
down  hills  to  the  nearest  road  not  being  unusual.  Still 
another  factor  which  should  not  be  disregarded  is  the 
socioeconomic  status  of  the  subjects.  Rural  dwellers 
have  lower  incomes  and  lower  educational  levels  than 
urban  dwellers;  the  former  depend  on  an  agricultural 
economy  with  a high  percentage  of  laborers  while  the 
latter  are  dependent  upon  an  industrial  economy  with  a 
strong  middle  class. 

A somewhat  higher  percentage  of  urban  dwellers 
offered  some  definite  excuse  (classified  as  “other”) 
for  not  attending.  This  may  reflect  the  more  com- 
plicated lives  led  by  this  group  or  else  their  greater 
inventiveness  in  drumming  up  excuses.  The  similar 
percentages  of  cases  in  both  areas  on  whom  no  data 
are  available  include  both  subjects  who  could  not  be 
located  and  those  on  whom  no  efforts  were  made  due 
to  cessation  of  field  activity  as  the  80  percent  response 
goal  was  attained  in  each  area. 

Because  non-respondents  continue  to  be  the  big 
unknown  in  this  as  well  as  in  other  epidemiological 
studies,  analysis  of  the  urban  and  rural  non-respondents 
submitting  to  the  short  examination  and  also  of  those 
who  have  died  since  the  beginning  of  the  study  is 
currently  in  progress. 

The  over-all  experience  at  the  Puerto  Rico  Heart 
Health  Program  in  bringing  in  9823  subjects  from  what 
constituted  in  fact  a universe  in  diversified  urban  and 
rural  areas  for  a response  rate  of  81  percent  is  useful 
in  identifying  the  difficulties  which  must  be  overcome 
in  order  to  achieve  high  response  rates  in  large  epidemio- 
logical studies.  Success  depends  upon  adequate  mobili- 
zation of  all  sectors  of  the  community,  proper  promul- 
gation of  the  program  by  all  the  communications  media 
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available,  a good  appointment  system  with  well  organi- 
zed day  to  day  supervision  of  non-respondents  to  follow 
up  with  additional  appointment  letters  or  telephone 
calls,  and  a team  of  courteous,  well  trained  field  workers 
to  motivate  study  subjects  to  attend  the  examination, 
as  well  as  obtaining  first-hand  medical  and  sociological 
information  from  them  and  also  reasons  for  non-respon- 
se. 

Prospective  follow  up  of  non-respondents  hy  mail, 
home  visits,  hospital  surveillance  and  mortality  surveil- 
lance is  essential  in  order  to  ascertain  insofar  as  possible 
the  degree  to  which  the  respondent  group  may  or  may 
not  be  biased. 

Summary 

The  source  of  the  sample  for  the  epidemiological 
study  of  coronary  heart  disease  known  as  the  Puerto 
Rico  Heart  Health  Program  is  described.  A census 
listing  was  prepared  and  errors  identified  were  correc- 
ted. Subjects  meeting  specific  situations  were  elimi- 
nated. This  procedure  did  not  alter  the  urban-rural 
proportion  of  the  sample  nor  its  distribution  into  2 
large  age  groups. 

The  mechanics  of  the  efforts  made  to  ensure  res- 
ponse are  described  in  detail  and  analyzed  as  to  their 
relative  efficacy.  A simple  appointment  letter  sent 
by  mail  was  the  most  effective  and  cheapest  means  of 
obtaining  a response.  Proportionately  more  complex 
and  expensive  methods  were  necessary  to  attain  the 
high  over-all  response  rate  of  80.8  percent. 

The  reasons  for  non-response  are  analyzed.  The 
composition  of  the  sample  from  the  residence  and  age 
viewpoints  was  not  altered  by  failure  of  selected 
groups  to  respond.  It  is  presumed  that  characteristics 
were  not  affected  either.  To  verify  this,  results  of  a 
short  examination  given  to  a small  group  of  repre- 
sentative non-respondents  are  to  he  analyzed. 

The  experience  in  Puerto  Rico  is  expected  to  be 
helpful  to  investigators  planning  large  epidemiological 


studies  which  require  a high  response  rate. 

Resumen 

Se  describen  las  fuentes  de  la  muestra  para  el  estudio 
epidemiológico  de  la  cardiopatía  coronaria  conocido 
como  Programa  de  Salud  del  Corazón.  Se  preparó 
una  lista  del  censo  llevado  a cabo  y se  identificaron 
y corrigieron  los  errores.  Se  eliminaron  de  la  lista 
aquellos  sujetos  que  satisfacían  ciertas  condiciones 
prescritas.  Este  proceso  no  alteró  la  razón  urbano- 
rural  de  la  muestra  ni  su  distribución  en  dos  grandes 
grupos  de  edad. 

Los  esfuerzos  realizados  para  asegurar  la  asistencia 
de  los  sujetos  en  la  muestra  se  describen  en  detalle  y 
se  analizan  en  cuanto  a su  eficacia  relativa.  Una  cita 
por  correo  fue  el  método  más  eficaz  y más  barato 
para  lograr  la  asistencia  al  examen.  Otros  métodos 
más  complejos  y más  caros  fueron  esenciales  para  ob- 
tener la  alta  tasa  general  de  asistencia  de  80.8  por 
ciento. 

Se  analizan  las  razones  por  no  comparecer.  La 
composición  de  la  muestra  en  cuanto  a residencia 
y grupos  de  edad  no  se  alteró  debido  a falta  de  com- 
parecencia de  grupos  específicos.  Se  presume  que  las 
características  medidas  tampoco  se  alteraron.  Para 
verificar  esta  presunción  se  analizarán  los  resultados 
de  un  corto  examen  administrado  a un  pequeño  grupo 
representativo  de  los  no-comparecientes. 

Es  de  esperar  que  la  experiencia  en  Puerto  Rico 
sea  de  utilidad  para  aquellos  investigadores  que  planean 
estudios  epidemiológicos  que  requieran  tasas  altas  de 
comparecencia. 
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The  Pain  PhoiM 


When  a telephone  prescription  for  pain  reli( 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense 
acute  pain. 


¿CODEINE 

Mo.  4 codeine  phosphate* 
(64.8mg)gr  1 

No.  3 codeine  phosphate* 
(32.4  mg3gr  1/2 

Each  tablet  also  contains  aspirin 
gr  3’/2,  phenacetin  gr  2’/^, 
caffeine  gr  Vz. 

* Warning -may  be  habit-form 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  ior  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theo^,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  In  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  ol  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  ol  atropine  is 
added  to  discourage  deliberate  overdosage:  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
ol  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
limes  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  leaspoonfuls 
(10  ml.,  5 mq.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  terms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0 025  mg.  ol  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  V2  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to; 
G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 
Chicago.  Illinois  60680 
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When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 

® 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

TABLETS/LIQUID 

Usually  stops  diarrhea  promptly. 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


• 


IfA— - 

half-ounce 


o 


prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 
Neosporin®Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  itcontainsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin"  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS;  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  t 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function' 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriat 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 
Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  per 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  F 

/Burroughs  Wellcome  Co. 

' / Research  Triangle  Park  j 

Wellcome/  North  Carolina  27709  1 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia . 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Tbia- 
zides  are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEPTHE  HVPERTEKSIVE 
PAnEHTOHTHERAPy 
KEEPTHEIUPy  SIMPLE  WITH 

Each  capsule  contains  50  mg.  of  Dyrenium’*  (brand  of  rademark 

triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide’  once  or  twice  daily  for  maintenance. 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  (1) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of 
SmithKlme  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  P01ÁSSIUM  LEVELS  UP 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 
Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12' 15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 


ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions, 
blurred  vision  have  been  reported. 


ROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Antivert/25  ChewableTablets 

(meclizine  HCl)  25  mg. 

for  motion  sickness 


DOLOR  EN  LA  BAJA  ESPALDA. 
FACTORES  ETIOLOGICOS  Y 
EVALUACION  CLINICA 


Herman  J.  Flax,  MD,  FACP 


El  tema  de  mi  conferencia  es  el  dolor  en  las 
regiones  lumbosacra  y sacro-ilíaca  de  la  espalda. 
Este  puede  ir  acompañado  o no  de  un  dolor  que  se 
extiende  hasta  una  pierna  o ambas  que  puede  seme- 
jarse a la  ciática.  Me  gustaría  insistir  en  que  este 
síntoma  no  necesariamente  significa  que  haya  com- 
presión de  una  de  las  raíces  nerviosas  en  la  región 
lumbar  inferior,  ya  que  el  dolor  irradiado  de  los 
puntos  dolorosos  musculares  (“triggers”)  y de  los 
ligamentos  pélvicos  pueden  seguir  una  distribución 
similar  (1). 

Etiología 

La  etiología  del  dolor  en  la  baja  espalda  puede 
clasificarse  de  este  modo  (Merck  (2)): 

1.  Defecto  mecánico  local. 

a.  Lesión  (dolor  agudo  en  la  baja  espalda) 

b.  Estructura  inadecuada  (dolor  crónico  en  la 
baja  espalda) 

c.  Anomalía  de  los  discos  intervertebrales 

2.  Enfermedad  específica  de  las  vértebras. 

3.  Funcionamiento  anormal  fisiológico  de  cualquier 
otra  parte  del  cuerpo. 

Un  estudio  (3)  fue  hecho  por  la  Clínica  Mayo  en 
1951  sobre  2000  casos  de  dolor  de  espalda  diagnostica- 
dos en  1940.  Estos  2000  casos  representaban  sola- 


De¡  Servicio  de  Medicina  de  Rehabilitación,  Hospital  de 
Veteranos,  San  Juan,  Puerto  Rico 


mente  más  o menos  el  45  por  ciento  de  los  paeientes 
examinados  aquel  año  que  se  quejaban  de  un  dolor 
fuerte  en  la  espalda.  La  “Osteoartritis”  y la  “Sospecha 
de  un  Disco  Herniado”  eonstituyeron  las  causas  más 
frecuentes,  y la  osteoartritis  puede  también  presentarse 
en  las  otras  enfermedades  que  causan  dolor  de  espalda. 
De  un  interés  especial  es  la  queja  de  dolor  de  espalda, 
no  frecuente,  en  enfermedades  ginecológicas  y un 
número  de  casos  de  dolor  de  ciática  sin  compresión 
de  la  raíz  lumbar.  Las  causas  del  dolor  en  la  baja 
espalda  son  múltiples,  pero  mi  disertación  de  hoy  se 
referirá  principalmente  a los  defectos  mecánicos  locales 
causantes  de  dolor  en  la  baja  espalda  y presentados 
desde  un  punto  de  vista  fisiátrico. 

Enfermedad  Específica  de  las  Vértebras 

Bajo  la  enfermedad  específica  de  las  vértebras  los 

primeros  factores  etiológicos  consisten  en  infecciones 
y lesiones  metastásicas.  Recuerden  que  el  dolor  de 
espalda  persistente  en  los  niños  es  raro  y es  casi 
siempre  debido  a una  enfermedad  de  las  vértebras 
y estructuras  relacionadas.  Por  el  contrario,  yo  no 
recuerdo  haber  tenido  nunca  un  historial  de  un  adulto 
que  no  tuviera  en  un  momento  u otro  algún  dolor 
de  espalda  no  específico.  La  infección  piogénica 
y la  tuberculosis  espinal  se  dan  ocasionalmente.  La 
primera  se  caracteriza  por  un  dolor  repentino  y fuerte 
que  incapacita  a la  persona  en  el  lugar  de  la  infección 
con  un  rápido  aumento  de  la  temperatura.  La  única 
constante  que  se  descubre  en  el  laboratorio  es  un  nivel 
muy  elevado  de  sedimentación  de  eritrocitos.  Por 
otra  parte,  la  tuberculosis  espinal  es  una  inflamación 
benigna  que  causa  un  colapso  de  las  vértebras  afectadas 
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produciendo  una  kifosis.  Si  no  se  da  tratamiento, 
son  afectadas  otras  vértebras;  degenerando  en  una  ki- 
fosis marcada  que  puede  producir  presión  medular 
o una  paraplejia  de  Pott. 

Las  metástasis  a estas  vértebras  son  comunes,  aso- 
ciadas con  tumores  malignos  o mieloma  múltiple. 
Es  raro  el  cáncer  primario  de  las  vértebras.  La  espon- 
dilitis anquilopoyética  comienza  con  un  leve  dolor 
de  espalda  y al  principio  cuenta  mucho  nuestra  perspi- 
cacia en  el  diagnóstico.  La  enfennedad  de  Paget,  ostei- 
tis defonnante,  es  una  enfennedad  insidiosa  que  progre- 
sa lentamente  y la  decalcificación  conduce  a un  ablan- 
damiento rápido  de  las  vértebras  con  kifosis  y aplasta- 
miento. 

La  artritis  degenerativa  o la  osteoartritis  espinal 
es  el  precio  que  los  bípedos  pagamos  por  vivir  y llegar 
a viejos.  Los  cambios  son  evidentes  a través  de  los  rayos 
X.  Yo  personalmente  creo  que  nosotros  hemos  creado 
más  enfermos  geriátricos  incapacitados  a base  de  diag- 
nosticar lo  encontrado  por  los  rayos  X y llamarlo  “ar- 
tritis”, cuando  en  realidad  ésto  es  un  desarrollo  normal 
de  la  edad.  Los  descubrimientos  neurológicos  raramente 
se  presentan,  aunque  puede  haber  una  radiación  ciática. 
El  dolor  de  espalda  es  intermitente  y generalmente 
es  acompañado  por  alguna  tensión  en  las  personas  de 
condición  física  deficiente. 

Funcionamiento  Fisiológico  Anormal  en  Cual- 
quier Otra  Parte  del  Cuerpo 

El  funcionamiento  fisiológico  anormal  en  otra  parte 
del  cuerpo  puede  producir  molestias  en  la  baja  espalda. 
El  dolor  posterior  que  experimentan  las  mujeres  en- 
cintas o durante  la  menstruación  es  fácilmente  recono- 
cible. Los  desórdenes  rectales,  próstata,  enfennedades 
renales,  metástasis  pélvicas,  tumores  retroperitonales  y 
enfermedad  del  páncreas  pueden  causar  dolor  de  espalda. 
Los  descubrimientos  específicos  en  la  baja  espalda,  la 
sensibilidad  y dolor  al  moverse  no  están  presentes. 

El  dolor  de  espalda  sicogénico  y la  reacción  sicofisio- 
lógica  referidas  al  sistema  músculo-esqueletal  de  la  baja 
espalda  pueden  acabar  convirtiéndose  en  una  secuela 
intratable  y en  una  seria  complicación;  en  un  trauma 
verdadero  o desórden  orgánico.  Esto  es  especialmente 
cierto  en  casos  de  litigio,  sobre  todo  cuando  el  pre- 
supuesto es  balanceado  por  los  cheques  de  compensa- 
ción. El  problema  es  aquel  dolor  en  la  baja  espalda 


que  comenzó  en  la  fecha  del  accidente,  generalmente 
en  una  persona  con  asistencia  laboral  perfecta  hasta 
ese  día.  Este  paciente  no  es  nunca  aliviado  de  su  dolor, 
que  generalmente  emigra  del  sacro  y el  coxis  hasta  el 
cuello  y el  occipucio,  y nuevamente  vuelve  hacia  abajo. 
Cualquier  movimiento  o actividad  precipita  severamente 
este  dolor,  que  se  extiende  según  unos  patrones  muy 
peculiares,  hacia  arriba  y hacia  abajo,  a través  de  la 
espalda,  y cruzando  de  una  parte  de  la  espalda  a la  otra, 
y del  costado  al  abdomen.  Este  dolores  “insoportable” 
e incapacita  por  completo  al  paciente  para  cualquier 
tipo  de  actividad.  Son  muy  pocas  las  señales  físicas 
y no  muy  consistentes  cuando  se  trata  de  estos  síntomas 
muy  dolorosos”.  Se  evita  todo  movimiento  voluntario, 
no  se  puede  encontrar  espasmo  localizado  ni  deficiencias 
neurológicas,  pero  el  paciente  se  siente  desanimado. 
Y lo  que  es  peor,  el  paciente  nunca  mejora  y sólo  se 
preocupa  mientras  recorre  todos  los  caminos  del  litigio, 
y después  desaparece  de  la  terapia.  Como  ocurre  con 
los  que  sufren  del  síndrome  del  “Whip-lash”  (acelera- 
ción-deceleración de  la  cabeza),  yo  nunca  he  tenido 
un  solo  caso  de  dolor  de  espalda  sicogénico  que  haya 
continuado  con  la  terapia  una  vez  ha  recibido  la  máxi- 
ma cantidad  que  le  correspondía  por  compensación. 
Hoy  día  se  ha  empeorado  este  problema  con  los  bene- 
ficios del  seguro  social  al  que  uno  puede  acogerse  en 
cualquier  edad  mientras  está  incapacitado  para  trabajar. 

Muchas  veces  es  muy  difícil  diferenciar  una  reacción 
sicofisiológica  musculoesqueletal  de  una  reacción  de 
conversión.  Se  considera  como  reacción  sicofisiológica 
“a  las  malas  funciones  fisiológicas,  usualmente  en  sis- 
temas orgánicos  comunicados  por  nervios  con  el  sistema 
nervioso  autónomo”  (2).  .Algunos  son  estimulados 
por  reacciones  emocionales  hacia  tensiones  ambientales. 
Conio  por  ejemplo:  el  asma  bronquial,  la  taquicardia 
paroxística,  la  úlcera  péptica,  el  reumatismo  sicogénico, 
el  dolor  de  espalda,  la  cefalalgia  y|  los  dolores  de  cabeza 
debidos  a tensiones. 

Por  otra  parte,  se  ha  entendido  tradicionalmente  por 
reacciones  de  conversión  a “el  resultado  de  conflictos 
sicológicos  que  usan  una  parte  del  cuerpo  cuyos  nervios 
dependen  del  sistema  nervioso  somático  voluntario”  (2). 
Como  por  ejemplo  la  parálisis  y la  parestesia  de  los 
miembros,  los  dolores  musculares  sin  explicación  y el 
empeoramiento  del  habla. 

Cuando  el  comportamiento  es  demasiado  alejado 
de  la  realidad  y demasiado  inapropiado,  solemos  usar 
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I el  término  “neurosis  histérica”  e “histeria  de  conver- 
i sión”.  Es  el  caso  del  paciente  que  se  muestra  despreo- 
i cupado  por  su  parálisis,  “la  belle  indifference”,  aquel 
f que  presenta  una  anestesia  en  forma  de  media.  La 
5 reacción  no  sólo  sirve  para  calmar  la  ansiedad  sino 
í también  para  obtener  un  cierto  “segundo  beneficio”. 

Es  muy  difícil  probar  cuándo  está  fingiendo  el 
\ enfermo.  En  la  actualidad  el  único  camino  a seguir 
3 es  tomar  películas  y observar  al  paciente  sin  que  él 
I,  lo  sepa. 

El  tratamiento  para  estas  condiciones  está  encamina- 
I do  a perpetuar  y prolongar  los  síntomas  indefinidamen- 
1 te  en  vez  de  abolirlos  o mejorarlos.  Estos  pacientes 

I están  a menudo  en  un  “status  medicamentosus”  pro- 
vocado por  exceso  desmedido  de  medicación.  Debido 
a ésto,  cuando  uno  atiende  a estos  pacientes,  y general- 

I mente  éstos  son  referidos  a los  fisiatras  demasiado  tarde, 
uno  debe  retirar  de!  paciente  tan  pronto  sea  posible 
) toda  droga  analgésica  y ataráxica,  que  no  produce 
ningún  efecto  específico  sobre  su  dolor  o tensiones, 
sino  que  complica  aún  más  su  funcionamiento  fisio- 
lógico y sicológico. 

Por  otra  parte,  generalmente  es  imposible  apartar  a 
estos  pacientes  de  las  fajas,  abrazaderas,  muletas  y 
sillas  de  ruedas,  razón  por  la  cual  ellos  nunca  debieron 
haber  sido  prescritos  en  primer  lugar.  A estos  pacientes 
les  hace  falta  más  que  nada  un  oído  receptivo  a ellos  y 
tiempo  suficiente  para  que  ellos  hablen  de  sí  mismos 
pronto  y reiteradamente  durante  el  curso  de  su  “enfer- 
1 medad”.  Si  se  les  da  suficiente  tiempo,  usualmente 
1 ellos  acabarán  haciendo  su  propio  diagnóstico  y se  li- 
I brarán  de  esos  síntomas  al  mismo  tiempo. 

. Deficiencias  mecánicas  locales 

Aproximadamente  el  90  por  ciento  de  todos  los 
pacientes  que  sufren  de  dolor  de  espalda  están  com- 
prendidos dentro  de  esta  clasificación  etiológica.  Suele 
haber  una  sucesión  de  causas  “mecánicas”  del  dolor 
de  espalda,  y en  muchas  ocasiones  un  “agudo  dolor  en 
la  baja  espalda”  podrá  acabar  en  un  estado  crónico. 

, No  hay  duda  alguna,  sin  embargo,  de  que  el  síndrome 
del  “dolor  crónico  en  la  baja  espalda”  está  directamente 
relacionado  o es  una  compUcación  de  múltiples  ataques 
i de  dolor  agudo  en  la  baja  espalda. 

i 

Dolor  Agudo  en  la  Baja  Espalda 

Las  fracturas  en  la  región  lumbar  y sacra  son  traumá- 
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ticas,  pero  la  osteoporosis  y la  metástasis  deben  ser  con- 
sideradas cuando  hay  ausencia  de  violencia,  especial- 
mente en  los  ancianos.  Se  observan  dolor,  sensibilidad 
local,  muchas  veces  radiación  en  forma  de  cinturón, 
espasmo  muscular  y en  ocasiones  defomiidad.  Las 
complicaciones  neurológicas  no  son  comunes,  y se  pue- 
de confirmar  el  diagnóstico  con  rayos  X.  Se  debe  tener 
mucho  cuidado  al  transportar  a estos  pacientes,  y se 
deberá  mantener  la  espalda  inmóvil  sobre  una  superficie 
plana  con  una  leve  hiperextensión  de  la  espina  lumbar. 
Un  cirujano  ortopeda  proveerá  el  tratamiento. 

Un  hecho  común  es  la  torcedura  de  las  coyunturas 
lumbosacras  o del  lumbar  bajo.  La  causa  común  es  ha- 
ber levantado  algo  pesado  impropiamente,  una  torsión 
violenta  inesperada  del  tronco  y,  ocasionalmente  después 
de  doblarse.  El  último,  comunmente,  es  la  culminación 
de  alguna  actividad  no  acostumbrada  uno  o dos  días 
antes  del  ataque  agudo.  El  paciente  sedentario  que  se 
decide  a pintar  la  casa  o a desyerbar  el  jardín  en  el  fin 
de  semana  o el  jugador  de  béisbol  en  una  mañana  del 
sábado  aparece  el  lunes  con  un  fuerte  dolor  de  espalda. 

Este  paciente  no  puede  enderezarse  a causa  del 
dolor  en  el  medio  o cerca  de  la  región  lumbosacra. 
El  dolor  se  hace  insoportable  durante  las  primeras 
horas  que  siguen  al  esguince,  e incapacita  al  paciente 
severamente.  Puede  haber  una  inclinación  del  tronco 
hacia  un  lado,  y generalmente  la  lordosis  lumbar  desa- 
parece. Los  músculos  paraespinales  son  espásticos  y 
se  restringe  claramente  el  movimiento  debido  al  dolor 
localizado  en  las  áreas  lumbo-sacra  y lumbo-paraver- 
tebral.  No  se  suele  encontrar  ninguna  deficiencia 
neurológica  y los  rayos  X por  lo  general  son  negativos, 
excepto  en  casos  de  anomalías  no  relacionadas  con 
el  desarrollo. 

El  pronóstico  es  bueno,  y normalmente  unos  pocos 
di  as  de  reposo  en  cama  son  suficientes  para  que  desa- 
parezca el  dolor,  y el  paciente  pueda  regresar  a sus 
actividades  diarias  poco  a poco.  De  todos  modos, 
si  el  paciente  no  fortalece  los  músculos  del  tronco  con 
ejercicios  y promueve  ciertas  posturas  apropiadas  de 
una  manera  habitual,  la  condición  acaba  haciéndose 
crónica.  A veces  hay  una  lesión  en  el  disco  interverte- 
bral o en  los  ligamentos,  que  puede  desarrollar  eventual- 
mente un  núcleo  pulposo  herniado  y un  síndrome  del 
disco  intervertebral. 

Dolor  Crónico  en  la  Baja  Espalda 

El  dolor  en  la  baja  espalda  es  el  resultado  de  haber 
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sometido  a demasiado  esfuerzo  las  estructuras  vulnera- 
bles de  la  región  lumbosacra.  El  cuerpo  humano  debiera 
haber  sido  cuadrúpedo  en  vez  de  bípedo  en  lo  que  se 
refiere  a la  anatomía  que  sostiene  su  peso,  y el  dolor 
de  espalda  es  el  precio  que  pagamos  los  humanos  por 
asumir  la  posición  erecta.  Existen  muchas  malforma- 
ciones y anomalías  ocultas,  como  la  espina  bífida,  la 
espondilosis,  la  espondilolístesis,  la  sacralización  del 
proceso  transverso  de  la  última  vértebra  lumbar,  el 
estrechamiento  del  espacio  intervertebral  lumbosacro 
y la  asimetría  en  las  coyunturas  de  la  apófisis,  que 
producen  dolor  de  espalda  y que  son  detectados  por 
rayos  X.  Una  espina  dorsal  que  sufra  alguna  de  estas 
anomalías  está  más  predispuesta  a dañarse,  debido  a las 
repetidas  situaciones  normales  y anonnales  de  tensión 
física,  y que  producen  dolor. 

La  razón  más  importante  es  la  debilidad  de  las 
estructuras  que  sostienen  la  espina,  los  ligamentos 
intervertebrales,  sobre  todo  los  músculos  paraespinales, 
y dentro  de  éstos,  de  un  modo  especial,  los  músculos 
abdominales.  Podemos  describir  la  espina  dorsal  como 
un  poste  incrustado  en  el  suelo  y sostenido  por  tres 
alambres  guías  en  cada  lado:  los  músculos  gluteo- 
paraespinales,  los  flexores  abdominales  y de  las  caderas, 
y los  tendones  de  la  corva.  Cuando  se  debilita  alguno 
de  estos  músculos,  la  tensión  que  ejercen  los  otros  grupos 
más  fuertes  tiende  a romper  el  balance  estructural 
que  hace  posible  mantener  la  posición  erecta  y exige 
un  esfuerzo  continuo  y anormal  que  agota  los  compo- 
nentes vulnerables  de  la  región  lumbosacra.  La  debi- 
lidad puede  desarrollar  también  daños  neurológicos, 
pero  la  causa  más  común  del  dolor  en  la  baja  espalda 
es  la  debilidad  de  la  musculatura  soportando  la  espina 
dorsal,  resultado  de  una  vida  sedentaria  en  el  hombre 
y a un  ablandamiento  de  los  múculoss  abdominales 
en  la  mujer  como  consecuencia  de  repetidos  embarazos. 

El  historial  típico  es  una  dolencia  persistente  y 
repetida  en  la  región  lumbosacra,  de  severidad  variable, 
que  se  agrava  con  la  actividad  y se  alivia  con  el  reposo. 
Generalmente,  la  existencia  de  este  dolor  no  exige  la 
interrupción  de  las  actividades  ordinarias,  a menos  que 
esté  complicado  con  otras  ganancias  secundarias.  Pue- 
den darse  ataques  de  dolor  intenso  sobrepuesto  al  dolor 
crónico.  El  dolor  puede  propagarse  lateralmente,  pero 
no  suele  dar  una  verdadera  ciática. 

Un  examen  puede  mostrar  cierto  aplastamiento  o 


quizás  cierta  exageración  de  la  lordosis  lumbar  con  poca 
limitación  en  los  movimientos  del  tronco.  No  hay 
inclinación  de  la  espina  y el  caminar  es  normal.  No  hay 
un  marcado  espasmo  de  los  músculos  paraespinales,  y 
sí  puede  darse  una  cierta  sensibilidad  en  la  presión  de  los 
espacios  interespinales  lumbares  inferiores.  La  prueba 
de  Kraus-Weber  (4)  para  evaluar  la  fuerza  muscular 
mínima  y flexibilidad  de  los  músculos  claves  de  postura 
muestra  generalmente  los  músculos  abdominales  debilita- 
dos y los  tendones  de  la  corva  contraídos;  los  músculos 
paraespinales  y de  los  glúteos  permanecen  más  fuertes. 

Debemos  aclarar  que  los  requisitos  minónos  de  la 
prueba  de  K-W  están  lejos  de  ser  óptimos.  Estos  supo- 
nen apenas  el  punto  de  partida  para  un  programa  defini- 
tivo de  ejercicios  para  fortalecer  y estirar  los  músculos 
que  protejen  la  baja  espalda.  Además  se  debe  disminuir 
la  carga  en  la  baja  espalda  y deben  corregirse  las  desvia- 
ciones en  la  postura.  Esto  requiere  un  programa  de 
ejercicios  que  deberá  continuarse  indefinidamente  y no 
será  interrumpido  cuando  los  síntomas  hayan  mejorado. 

Anomalías  de  los  Discos  Intervertebrales 

Los  discos  situados  entre  las  vértebras  L4  y L5  y el 
hueso  sacro  están  sujetos  a grandes  esfuerzos  y a cambios 
degenerativos.  Cuando  los  ligamentos  que  ordena  el 
disco  sufren  daño  y .se  debilitan,  el  material  del  disco 
comienza  a sobresalir.  Cuando  ésto  sucede  bruscamente 
es  cuando  aparece  el  síndrome  de  “dolor  agudo  en  la 
baja  e.spalda”;  si,  por  el  contrario,  el  disco  ejerce  una 
presión  gradual  pero  continuada,  entonces  los  síntomas 
que  aparecen  son  los  de  “dolor  crónico  en  la  baja 
espalda”,  .\mbos  van  acompañados  de  dolor  en  la  baja 
espalda.  A medida  que  los  cambios  degenerativos  van 
progresando  con  el  material  del  disco  empujando  desde 
atrás  por  dentro  del  canal  neural,  aparece  el  verdadero 
síndrome  del  disco,  como  resultado  de  la  presión  ejer- 
cida sobre  la  raíz  o las  raíces  del  nervio  ciático.  La 
lesión  es  unilateral,  pero  una  hernia  situada  en  el  centro 
puede  afectar  bilateralmente  a las  raíces.  El  grado  de 
presión  del  nervio  puede  variar  dependiendo  del  tamaño 
de  la  protnisión,  de  la  inflamación  local  y del  edema 
(5,  6,  7). 

Los  síntomas  y señales  de  un  disco  herniado  extensa- 
mente son  clásicos  y el  diagnóstico  se  hace  fácilmente. 
Esto  no  es  así  cuando  no  existe  al  menos  una  mínima 
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Clave; 

D - Derecho 

I - Izquierdo 

EPE  - Medir  ángulo  flexión  cadera  con  rodilla  estirada  180 

ER  - Medir  ángulo  extensión  de  la  rodilla  con  cadera  doblada  90*^ 

LE  - Medida  en  cms.  tomada  desde  la  espina  iliaca  superior  anterior  hasta  el  centro  maléolo  medial 


Circumferencias: 

P - Pierna  - 15  cms.  debajo  del  centro  de  la  rótula 

M - Muslo  - 15  cms.  por  encima  del  centro  de  la  rótula 


Signos; 

LAS  - Signo  de  Laségue 

PAT  - Signo  de  Patrick 


Reflejos  - Reflejos  tendinosos  profundos 

RA  - Reflejo aquiliano 

RR  - Reflejo  rotuliano 

Prueba  de  fuerza  muscular  - 0 - 100  por  ciento 
AB  - Músculos  abdominales 

EHL  - Músculo  extensor  largo  del  dedo  gordo  del  pie 

PSG  - Músculos  paraespinales  lumbar  y glúteos 

C - Tendones  de  la  corva 

Sens  - Pruebas  de  sensibilidad 

Esq  - Esquince  muscular 

Pal  - Sensibilidad  a la  palpación 

Pulsos; 

DP  - Arteria  dorsal  del  pie 

PT  - Arteria  tibial  posterior 


Fig.  1;  Síndrome  Dolor  en  la  Baja  Espalda 
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compresión  del  nervio.  El  paciente  st  queja  de  dolor 
en  la  baja  espalda  que  se  difunde  abajo  en  la  parte 
posterior  del  muslo  y en  la  pierna  y en  ocasiones  hasta 
en  el  pie.  Este  dolor  se  agrava  al  toser,  estornudar  o 
defecar. 

Hay  un  marcado  espasmo  de  los  músculos  y a menu- 
do una  desviación  de  la  espina.  La  sensibilidad  es  aguda 
sobre  una  de  las  espinas  de  la  vértebra  lumbar  más  baja, 
la  escotadura  ciática,  y frecuentemente  a lo  largo  de 
todo  el  nervio  ciático.  Cualquier  movimiento  de  la 
pierna  al  estirar  ese  nervio  agrava  el  dolor.  Por  eso, 
tanto  al  subir  la  pierna  recta  como  la  prueba  de 
Laségue  son  positivas. 

Según  la  raíz  del  nervio  afectado,  hay  pérdida 
de  reflejos  profundos,  L4  en  la  rodilla  y SI  en  el 
tobillo.  Usualmente  se  puede  conseguir  un  diag- 
nóstico preciso  del  nervio  o disco  afectado  mediante 
los  cambios  sensoriales,  motores  y cambios  en  los 
reflejos  del  tendón  y mediante  el  electromiograma 
sin  recurrir  a un  mielograma. 

En  ocasiones,  hay  variaciones  en  la  localización 
del  disco  herniado  que  puede  comprimir  la  raíz  del 
nervio  por  encima  o por  debajo  del  nivel  actual 
que  pueden  escaparse  a una  exploración  quirúrgica. 
Si  se  va  a actuar  quirúrgicamente,  es  importante  hacer 
un  mielograma. 

Los  rayos  X pueden  ser  normales  o pueden  mostrar 
estrechamiento  de  uno  de  los  espacios  del  disco  más 
bajo.  Esta  no  es  una  señal  definitiva,  sino  solamente 
indicativa  de  una  pérdida  del  material  del  disco.  Por 
lo  menos,  un  10  por  ciento  de  las  personas  que 


llamamos  normales  tienen  cierto  estrechamiento  de 
los  espacios  intervertebrales  L5  y SI  al  llegar  a cierta 
edad.  Diagnosticar  a este  tipo  de  pacientes  como  en- 
fermos de  “disco”  e interpretar  su  dolor  en  la  baja 
espalda  secundario  a un  disco  intervertebral  herniado, 
cuando  no  hay  ninguna  señal  neurológica  en  absoluto, 
demuestra  pobre  juicio.  Entonces,  además  del  síndrome 
crónico  de  la  baja  espalda,  el  examinador  médico  sub- 
siguiente, generalmente  el  fisiatra,  tendrá  que  diferenciar 
una  enfermedad  iatrogénica.  Este  diagnóstico  usual- 
mente es  difícil  de  subsanar,  especialmente  si  hay  ganan- 
cias secundarias  envueltas. 

Evaluación  Clínica 

Durante  muchos  años  nosotros  hemos  seguido  un 
método  en  el  Servicio  de  Medicina  de  Rehabilitación 
del  Hospital  de  Veteranos  de  San  Juan  para  verificar 
nuestros  síndromes  de  dolor  en  la  baja  espalda  (Fig.  1). 

Yo  he  dicho  a menudo  que  su  virtud  básica,  y tal 
vez  su  más  importante  característica,  consiste  en  que 
dicho  método  me  obliga  a hacer  una  exploración  com- 
pleta del  tronco  y de  las  extremidades  inferiores  del 
paciente.  Frecuentemente,  y debo  repetirlo,  sentarse 
con  el  paciente,  escuchar  su  versión  con  todos  los  de- 
talles, examinarlo  a fondo,  y ésto  significa  un  examen 
pélvico  en  la  mujer  y un  examen  rectal  en  el  hombre, 
y después  discutir  todo  lo  encontrado  con  el  paciente, 
es  el  comienzo  de  una  exitosa  relación  paciente-doctor, 
y esto  es  sumamente  importante  en  el  tratamiento 
del  dolor  crónico  en  la  baja  espalda. 


(References  will  be  submitted  upon  request  to  tbe  author) 
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LA  SUTURA  IDEAL 


El  origen  de  las  suturas  es  tan  viejo  como  el  origen  de  la  cirugía  misma.  Aunque  la  selección  de 
suturas  es  solo  una  parte  del  gran  “capítulo”  de  la  técnica  quirúrgica,  y que  hay  infinidad  de  factores 
locales,  sistémicos  y técnicos  envueltos  en  la  cicatrización  de  una  herida,  a través  de  los  años  se  ha 
dado  mucho  énfasis  al  estudio  y desarrollo  de  las  suturas.  Gradualmente,  ciertas  cualidades  en  la 
sutura  cobraron  importancia:  que  no  produjera  reacciones  inflamatorias  locales,  que  no  hubiera 
repercusión  metabólica  en  el  organismo,  que  fuera  de  fácil  manejo,  y que  fuera  fuerte  y resistente. 
A este  concepto  se  le  ha  llamado  la  sutura  ideal.  Durante  los  últimos  75  años  se  han  dedicado  esfuer- 
zos enormes  en  investigación  básica  y tecnológica  en  la  búsqueda  de  una  sutura  ideal. 

Primero  tuvimos  las  fibras  naturales.  Estas  eran  fuertes,  resistentes  y duraderas,  pero  producían 
reacción  en  el  tejido  y con  frecuencia  se  convertían  en  nidos  de  pequeñas  infecciones  crónicas  y 
molestosas.  También  tuvimos  las  suturas  absorbibles  obtenidas  de  tejidos  orgánicos  vivos.  Inicial- 
mente tuvieron  gran  aceptación,  sobre  todo  cuando  se  pensaba  que  la  reacción  inflamatoria  que  acom- 
pañaba la  implantación  de  estas  suturas  era  probablemente  de  gran  beneficio  para  la  cicatrización 
de  la  herida,  ya  que  “a  más  inflamación,  más  fibrosis”  y por  tanto  “más  fuerza”  en  la  herida.  Sin 
embargo,  en  los  últimos  años  se  ha  demostrado  que  el  tipo  de  fibrosis  que  resulta  de  la  injlamación 
severa  producida  por  cuerpos  extraños  es  bastante  débil  y no  llega  a alcanzar  jamás  la  fortaleza 
de  una  cicatriz  natural.  Einalmente,  en  años  recientes  se  han  puesto  de  moda  las  suturas  sintéticas, 
algunas  absorbibles  y otras  no  absorbibles,  todas  de  gran  fuerza  tensil,  predictibilidad  en  su  absorción 
y fácil  manejo,  las  cuales  se  acercan  más  al  concepto  de  una  sutura  ideal. 

Es  mi  tesis  que  el  concepto  y la  búsqueda  de  una  sutura  ideal  debe  desaparecer  de  nuestros  esfuer- 
zos y fines  investigativos.  Las  características  y propósitos  de  una  sutura  específica  varían  (a  veces 
hasta  de  una  manera  opuesta)  con  el  tipo  de  tejido  que  uno  desea  suturar.  Por  esta  razón  no  podemos 
obtener  jamás  una  sutura  que  reúna  todas  las  características  posibles  pues  muchas  de  ellas  son  contra- 
dictorias y a veces  mutuamente  exclusivas.  Conviene  que  repasemos  las  distintas  regiones  anatómicas 
y las  diferentes  operaciones  para  entender  este  argumento. 

En  primer  lugar,  toda  sutura  que  se  implante  en  el  cuerpo  humano  no  debe  provocar  inflamación. 
Suturas  que  producen  reacción  inflamatoria  van  casi  siempre  acompañadas  de  una  mayor  incidencia 
de  dehiscencia  de  la  herida,  infección,  pobre  cicatrización,  dolor,  y molestias  locales.  Esto  adquiere 
mayor  importancia  en  los  casos  donde  uno  desea  suturar  aquellos  tejidos  que  por  su  configuración  y 
posición  anatómica  tienden  a separarse.  Esta  situación  impone  ciertas  limitaciones  a las  fibras 
naturales  (seda  y algodón)  y al  alambre,  los  cuales  producen  en  mayor  o menor  grado  una  inflamación 
del  tejido  adyacente  a la  sutura.  Igualmente  quedarían  limitados  el  catgut  y el  crómico,  fibras 
altamente  inflamatorias. 
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En  segundo  lugar,  para  la  aproximación  de  las  paredes  del  cuerpo  (las  costillas  en  la  caja  torácica 
y las  facias  en  la  cavidad  abdominal)  debemos  utilizar  preferentemente  suturas  no  absorbibles.  A 
pesar  de  que  la  curva  de  cicatrización  alcanza  su  inclinación  máxima  en  dos  o tres  semanas,  se  ha 
demostrado  que  una  cicatrización  realmente  efectiva  suele  tardar  varios  meses  o quizás  un  año  en 
lograrse.  Mas  aún,  la  fuerza  de  aproximación  en  una  herida  cerrada  con  suturas  absorbibles  es  menor 
a la  del  tejido  normal,  mientras  que  la  fuerza  tensil  en  una  herida  cerrada  con  suturas  no  absorbibles 
sobrepasa  la  del  tejido  sin  incindir.  Luego  entonces,  ya  que  deseamos  mantener  siempre  en  las  inci- 
siones de  las  paredes  corporales  una  fuerza  tensil  máxima  por  un  tiempo  largo,  deberemos  usar 
suturas  no  absorbibles.  También  han  de  ser  suturas  que  no  produzcan  reacciones  inflamatorias. 
Esto  nos  deja  con  la  nueva  generación  de  suturas  sintéticas  no  absorbibles  incluyendo  el  polietileno, 
polyester,  nilón,  y polipropileno.  En  los  casos  de  cirugía  contaminada  es  mayor  aún  el  valor  de  la 
sutura  monof ilamen  tosa  sintética.  Por  su  naturaleza  de  los  múltiples  planos  entrelazados,  la  incisión 
de  McBurney  puede  ser  suturada  impunemente  por  una  sutura  absorbióle,  lo  cual  es  quizás  una 
excepción  a la  regla. 

La  implantación  de  diversas  próstesis  intravasculares  requiere  también  el  uso  de  suturas  permanentes 
y fuertes.  La  incidencia  de  fragmentación  de  suturas  absorbibles  y aún  de  la  misma  seda,  resultó  en 

una  incidencia  sorpresivamente  alta  de  seudoaneurismas  o de  rotura  de  las  próstesis  intracardíacas, 
sobre  todo  en  los  sistemas  de  alta  presión.  Nuevamente,  las  suturas  sintéticas  permanentes  están 
probando  ser  de  mucho  valor. 

En  el  sistema  gastrointestinal  podemos  cerrar  con  uno  o dos  planos  anastomóticos.  En  aquellos 
sitios  donde  podemos  hacer  el  cierre  en  un  solo  plano,  desearemos  usar  suturas  que  sean  permanentes 
y poco  inflamatorias.  En  aquellos  donde  cerremos  en  dos  planos,  usaremos  sutura  absorbióle  y poco 
inflamatoria  en  el  plano  interno  y sutura  no  absorbióle  poco  inflamatoria  en  el  plano  externo.  Consi- 
deramos las  nuevas  suturas  de  ácido  poliglicólico  perfectas  para  el  plano  interno.  Estas  son  fuertes, 
poco  dadas  a reacciones  inflamatorias,  y relativamente  duraderas.  Su  predictihilidad  de  absorción 
es  notable.  La  descarga  de  enzimos  hidrolíticos  intracelulares  que  estas  suturas  provocan  es  notable- 
mente baja  lo  cual  ayudará  a que  los  tejidos  sanen  mejor.  El  catgut  y el  crómico  se  asocian  siempre 
con  la  presencia  de  enzyrnas  hidrolíticas  potentes  que  hacen  más  daño  que  bien  al  proceso  de  cicatri- 
zación. 

En  el  sistema  genitourinario  nos  enfrentamos  a un  patrón  diferente.  La  presencia  de  material 
permanente  puede  resultar  en  la  formación  tardía  de  cálculos  urinarios.  Es  por  ello  que  en  estas  áreas 
nos  vemos  en  la  necesidad  de  usar  suturas  absorbibles,  sobretodo  aquéllas  con  un  índice  inflamatorio 
bajo. 

Por  regla  general  queremos  suturas  que  permanezcan  bastante  tiempo,  pero  hay  sus  excepciones. 
En  la  circunsición  en  los  niños  queremos  suturas  que  se  rompan  y caigan  relativamente  rápido. 
Además  tanto  en  la  región  perianal  corno  en  la  cavidad  oral  y en  la  aproximación  de  tejidos  subcutá- 
neo, (¡ueremos  suturas  que  se  comiencen  a fragmentar  a los  cuatro,  cinco  o seis  días,  tal  como  ocurre 
con  el  catgut  sin  tratar.  ¡Si  tan  solo  tuviésemos  un  catgut  que  no  fuera  inflamatorio! 

liemos  visto  que  en  algunos  sitios  deseamos  una  sutura  de  desaparición  rápida,  mientras  que  en 
otros  deseamos  fortaleza  por  varios  meses,  y aún  en  otros  sitios  deseamos  permanencia  y fuerza 
perpetua.  Es  por  ello  que  siempre  nos  veremos  en  la  obligación  de  combinar  suturas  con  propiedades 
diferentes.  ('reo  que  las  nuevas  suturas  sintéticas  no  absorbibles  estarán  con  nosotros  un  largo 
tiempo  y que  veremos  la  desaparición  gradual  de  la  seda,  el  algodón  y el  alambre.  Asimismo,  even- 
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lualnienlc  veremos  que  el  calgut  y el  crómico  se  usarán  cada  vez  menos  hasta  desaparecer  también, 
dando  paso  a un  mayor  uso  de  las  suturas  sintéticas  absorlnbles  no  inflamatorias.  La  combinación 
racional  de  suturas  sintéticas  no  absorbióles  con  suturas  sintéticas  absorbióles  nos  acercará  más  al 
concepto  de  cicatrizacuhi  ideal,  que  la  estéril  búsqueda  de  una  sola  sutura  que  se  ajuste  a todas  las 
necesidades. 


Eduardo  A.  Santiago  Delpín,  MI),  MS 


NOTICIAS 


FROM  THE  AMERICAN  ASSOCIATION  FOR  CLINICAL 
IMMUNOLOGY  AND  ALLERGY 

The  annual  meeting  of  the  American  Association  for  Clinical 
Immunology  and  Allergy  will  be  held  at  the  Riviera  Hotel, 
Palm  Springs,  California,  October  15-19,  1975. 

Please  direct  all  inquiries  to  our  Staff  Administrator,  Howard 
Silber,  AACIA,  P.  0.  Box  912,  DTS,  Omaha,  Nebraska  (402) 
558-5345. 


The  American  Board  of  Family  Practice  announces  that  it 
will  give  its  next  two-day  written  certification  examination 
on  November  1-2,  1975.  It  will  be  held  at  five  centers  geo- 
graphically distributed  throughout  the  United  States.  Infor- 
mation regarding  the  examination  may  be  obtained  by  writing: 

Nicholas).  Pisacano,  M.  D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Medical  Center 
Annex  No.  2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE;  It  is  necessary  for  each  physician  desiring  to 
take  the  examination  to  file  a completed  application  with  the 
Board  office.  Deadline  for  receipt  of  applications  in  this  office 
is  June  15,  1975. 


INTERNATIONAL  CONFERENCE  ON  REMOTE  EMERGEN- 
CY MEDICAL  SERVICES 

The  Texas  Tech  University  School  of  Medicine  and  the 
College  of  Engineering  of  Texas  Tech  University,  under  the 
sponsorship  of  the  NASA  Johnson  Space  Center,  is  presenting 
an  International  Conference  on  Remote  Emergency  Medical 
Services,  followed  by  a Workshop  in  the  Problems  of  Emergency 
Medical  Care  in  West  Texas,  on  May  15,  16,  and  17,  1975. 

The  purpose  of  the  conference  is  to  assemble  major  contri- 


butors to  the  field  of  emergency  medical  care  for  the  discussion 
of  recent  developments.  Sessions  will  be  comprehensive  and 
will  be  devoted  to  Characterization  of  Emergency  Medical 
Systems,  Communications  and  Equipment,  Transportation,  and 
Treatment  and  Training.  Ample  time  for  discussion  is  provided 
in  each  session.  The  workshop  will  emphasize  the  problems 
of  emergeney  medical  care  delivery  in  rural  West  Texas.  All 
conference  papers  will  be  available  in  preprint  form  on  the  day 
of  the  conference. 

The  Conference  and  Workshop  have  been  approved  for  17 
hours  of  eontinuing  medical  education  credit  by  the  American 
College  of  Emergency  Physicians. 

For  more  information  write  to:  P.  0.  Box  4267,  Tech 
Station,  Lubbock,  Texas  79409. 


An  opportunity  for  internist  is  available  for  a board 
eUgible  or  eertified  internist  to  become  the  fourth  member 
of  the  Internal  Medicine  Staff  at  the  Menninger  Foundation 
in  Topeka,  Kansas. 

Internists  interested  in  praeticing  general  internal  medicine 
in  a group  setting  are  eneouraged  to  apply  for  the  position. 
Please  enclose  Curriculum  Vitae  with  your  letter. 

Please  write  to:  Dr.  Joseph  Sergeant 

The  Menninger  Foundation 
P.  0.  Box  829 
Topeka,  Kansas  66601 


CHAMPUS  BULLETIN 

CHAMPUS  Changes 

Several  changes  to  the  Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services  (CHAMPUS)  took  effect  Friday, 
February  28.  The  changes  were  directed  by  the  Department  of 
Defense  and  resulted  from  a continuing  study  of  the  program 
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to  enhance  its  management  and  conserve  appropriations. 

CHAMPUS  shares  the  cost  of  health  services  from  civilian 
sources  for  the  dependents  of  active  duty,  retired  and  deceased 
members  of  the  uniformed  services  and  retired  service  members. 

Among  the  services  affected  by  the  changes  are  enuretic 
conditioning,  orthopedic  shoes,  megavitamin  and  orthomolecular 
therapy  in  psychiatry,  counseling,  obesity  treatment,  stop 
smoking  clinics,  plastic  surgery,  and  modifications  to  homes. 

Enuretic  conditioning  devices  are  still  a CHAMPUS  benefit 
but  they  may  eb  purchased  only  after  the  attending  physician 
has  done  a complete  physical  examination  to  rule  out  organic 
causes  for  the  enuresis.  The  devices  may  be  purchased  at  stores 
open  to  the  general  public,  such  as  retail  department  stores 
or  catalogue  firms.  Only  the  attending  physicians  will  be  paid 
for  instruction  in  the  use  of  the  devices.  Also,  enuresis  will  no 
longer  be  a qualifying  diagnosis  for  coverage  under  the  Program 
for  the  Handicapped. 

The  following  are  no  longer  CHAMPUS  benefits. 

* Arch  supports  or  other  mechanical  devices  to  modify  shoes 
or  otherwise  convert  ordinary  shoes  to  orthopedic  shoes. 

* Megavitamin  or  other  orthomolecular  therapy  for  psychia- 
tric treatment. 

* The  services  of  pastoral,  marriage,  family  and  child 
counselors  even  though  the  services  are  prescribed  or  recom- 
mended by  a physician. 

* Treatment  for  obesity  when  obesity  is  the  sole  or 
primary  condition  being  treated.  Such  treatment  would  be 
payable  only  when  it  is  clearly  a part  of  treatment  for  another 
condition  that  qualifies  for  payment. 

*■  Plastic  reconstructive  surgery  that  is  done  only  to  help 


the  psychiatric  or  emotional  needs  of  a patient.  Plastic  surgery 
to  correct  trauma,  congenital  defects,  abnormal  bodily  functions 
or  relieve  pain  is  still  a benefit. 

* Any  alterations,  modifications  or  attachment  of  permanent 
fixtures  to  a home  or  other  dwelling  as  an  adjunct  to  medical 
care. 

“Stop  smoking”  clinics  and  other  programs  to  cut  down  or 
stop  smoking  were  never  CHAMPUS  benefits.  They  still  aren’t. 

Each  admission  to  a hospital  or  other  inpatient  treatment 
facility  will  require  a cost  share  by  the  patient.  The  previous 
practice  was  to  treat  successive  admissions  as  one  admission 
when  not  more  than  30  days  had  elapsed  between  discharge 
and  readmission.  This  new  practice  will  apply  even  though 
the  patient  is  transferred  from  one  hospital  to  another  or  is 
discharged  from  one  hospital  and  admitted  to  another  on  the 
same  day.  The  only  exception  will  concern  maternity  care, 
for  which  there  will  be  further  instructions  later. 

CHAMPUS  will  no  longer  pay  for  any  services  or  supplies 
determined  to  be  not  medically  necessary  for  the  diagnosis 
and  treatment  of  an  illness,  injury  or  bodily  malfunction. 
Two  exceptions  to  this  will  be  family  planning  and  Christian 
Science  benefits.  There  will  be  more  detailed  instructions 
on  this  change  in  the  near  future. 

CHAMPUS  will  not  pay  for  any  services  received  by  a 
beneficiary  when  there  is  no  legal  obligation  on  the  bene- 
ficiary, his  or  her  estate,  or  the  responsible  family  member 
to  pay  for  the  services.  Neither  will  CHAMPUS  pay  for 
any  charge  that  would  not  have  been  made  if  the  patient 
were  not  an  eligible  CHAMPUS  beneficiary. 

More  information  about  these  changes  may  be  obtained 
from  tlie  CHAMPUS  fiscal  administrator  for  this  state. 


UFESAVING 
PARTNERSHIP. . . 
AGAINST 

CANCER  QUACKERY 


The  anguish  associated  with 
cancer  is  compounded  by  the 
cancer  quack.  False  hopes— 
harmful  delays— shattering 
expenses— deceptive  diag- 
noses—loss  of  life— these  are 
hazards  facing  the  cancer  pa- 
tient desperate  enough  to 
seek  a cancer  quack. 

The  problem:  how  to 
divert  the  patient  from  this 
tragic  encounter. 

As  medical  guide,  family 
counselor,  trusted  friend  — 
you,  doctor,  play  a major  role 
in  the  fight  against  cancer 
quackery. 

We  are  here  to  “partner” 
you. 

Our  National  Office  main- 
tains an  up-to-date  central 
clearing  house  for  materials 
on  unproven  methods  of 
cancer  diagnosis  and  treat- 
ment. This  is  a unique  opera- 
tion and  the  principal  source 
of  such  information  in  the 


country.  Its  services  are  widely 
used.  Hundreds  of  inquiries 
are  received  and  answered 
from  all  segments  of  the  com- 
munity, from  coast  to  coast. 

To  trigger  grass-roots  ac- 
tion, we  have  formulated  a 
model  State  Cancer  Remedy 
Act  designed  to  control  the 
promotion  and  sale  of 
unproven  methods  of  cancer 
management.  This  has  already 
inspired  nine  states  to  legis 
late  against  cancer  quackery 
—with  active  support  from 
the  medical  community.  Cop- 
ies of  the  model  act,  as  well 
as  copies  of  the  laws  in  effect, 
are  available  in  our  National 
and  Division  offices. 

In  these  actions  against 
cancer  quackery,  as  in  all  our 
efforts  against  cancer,  ours  is  a 
lifesaving  partnership. 

American 
Cancer 
Society  T* 
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FOR 

THE  MILK 
INTOLERANT 
INFANT 

Whenever  the 
symptoms  diarrhea,  colic, 
vomiting,  rhinorrhea,  anorexia 
or  eczema  are  evident,  con- 
sider milk  intolerance— then 
consider  Neo-Mull-Soy.* 

Protein,  fat  and  carbo- 
hydrate levels  approximating 

those  human  milk. 



Methionine-supplemented 
to  enhance  protein  efficiency. 

Low  renal  solute  load. 

No  corn  sugars. 

Comparable  to  cow's 
milk  formulas  in  supporting 
growth  and  development. 

ALL  THIS... 

AND  MILK-WHITE, 
TOO. 


NKHVHJUrSOir 

Soy  Protein  Isolate  Formula 

SYNTEX 

SYNTEX  LABORATORIES.  INC 
NUTRITIONAL  PRODUCTS  OlV 
PALO  ALTO,  CALIFORNIA  94304 


The  AMA  sent  Louise  Dillon  * 

into  a Chicago  poverty  area 
to  teach  nutrition. 


What  we  learn  could  help 
the  poor  eat  a lot  better. 

Malnutrition  is  one  of  the  major  causes  of  anemias, 
growth  failures,  accidents  of  pregnancy  and  other 
health  problems  among  the  poor.  Proper  nutrition 
could  eliminate  or  alleviate  many  of  them. 

But  how  do  you  put  together  a good,  nutritious 
meal  on  a welfare  budget?  That’s  exactly  what  AMA 
nutritionist  Dillon  teaches  to  the  Family  Health 
Workers  of  the  Daniel  Hale  Williams  Health  Center 
on  Chicago’s  south  side.  She  teaches  them  basic 
nutrition  so  that  they  can  educate  and  motivate 
the  people  in  their  community  to  select  foods  that 
better  meet  their  needs  for  nutrients  and  energy. 

The  AMA  funded  this  program  and  helped  incorporate 
it  into  the  Center’s  existing  services  for  the  purpose 
of  developing  a nutritional  education  program  that 
will  serve  as  a working  model  for  other  organiza- 
tions involved  in  health  care  of  the  poor. 

Physicians  often  ask  what  the  AMA  does.  This  is  just 
one  of  many  things.  It’s  made  possible  by  the 
physicians  who  support  the  AMA  through  their 
membership.  Find  out  more  about  the  AMA,  how 
it  serves  the  public  and  you.  Just  send  us  the 
completed  coupon. 


Join  us. 

We  can  do  much  more  together. 

Dept.  DW 

American  Medical  Association 
535  N.  Dearborn  St. 

Chicago,  111.  60610 

Please  send  me  more  information  on 
the  AMA  and  AMA  membership. 
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With  Codeine 


No.  2 — HGrain  Codeine  Tablets 
No.  3 — 14  Grain  Codeine  Tablets 


for  the  relief  of  severe  pain. . . 
with  the  protection  of  Maalox® 
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Available  in  two  dosage  strengths; 

No.  2—14  grain  (16.2  mg.) 

Codeine  Phosphate 
No.  3 — 14  grain  (32.4  mg.) 

Codeine  Phosphate 

. . . both  with  five  grains  of 
Maalox-protected  aspirin. 

Ascriptin,®  an  excellent  analgesic, 
antipyretic,  and  anti-inflammatory, 
combined  with  codeine  to  give 
effective  relief  from  severe  pain  with 
minimal  aspirin-induced  gastric 
distress. 

Indication:  As  an  analgesic  for  the  relief  of  pain  of 
all  degrees  of  severity  up  to  that  which  requires 
morphine. 

Side  Effects:  Side  effects  are  rare.  Nausea,  constipa- 
tion and  drowsiness  may  occur. 

Warning  — may  be  habit  forming. 

Usual  Adult  Dose:  Ascriptin  with  Codeine  No.  2 
( V4  grain):  Two  tablets  every  3 or  4 hrs.  when 
necessary. 

Ascriptin  with  Codeine  No.  3(1/2  grain):  One  or 
two  tablets  every  3 or  4 hrs.  when  necessary. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 


LISTA  DE  ANUNCIANTES 

lo  BURROUGHS  WELLCONE  EMPIRIN  COMP » W/COD » , NEOSPORIN  TOPICAL 


2o  CIBA  PHARM. 

VIOFORM 

3o  GEIGY  PHARM o 

BUTAZOLIDIN 

4o  ROCHE  LAB» 

LIBRIUM,  VALIUM 

5o  ROERIG  &.  CO. 

ANT  I VERT 

6e  Wo  H.  RORER 

ASCRIPTIM  W/COD. 

7o  G„  D.  SEARLE 

LOMOTIL 

8o  SMITH,  KLINE  & FRENCH  DYAZIDE 
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SYNTEX  LAB 


NEO-MULL-SOY 


Disruptive  anxiety  usually  meets  its  match  here. 


Often  effective  when  reassurance  and  counseling  are  insufficient. 
Three  dosage  strengths  to  meet  most  therapeutic  needs. 


•fore  prescribing,  please  consult  complete 

ijuct  information,  a summary  of  which 
Ws: 

dications:  Relief  of  anxiety  and  tension 
Zi  rring  alone  or  accompanying  various 
isase  states. 

imtraindications:  Patients  with  known 
' rsensitivity  to  the  drug, 
arnings:  Caution  patients  about  possible 
jioined  effects  with  alcohol  and  other  CNS 
i-iessants.  As  with  all  CNS-acting  drugs, 

3fion  patients  against  hazardous  occupa- 
I'.  requiring  complete  mental  alertness 

Í,  operating  machinery,  driving).  Though 
ical  and  psychological  dependence  have 
iiiy  been  reported  on  recommended  doses, 
#:aution  in  administering  to  addiction- 
r(ie  individuals  or  those  who  might  increase 
■ ge;  withdrawal  symptoms  (including 
i ulsions),  following  discontinuation  of  the 
rij  and  similar  to  those  seen  with  barbitu- 
it!>,  have  been  reported.  Use  of  any  drug  in 
rcnancy,  lactation,  or  in  women  of  child- 
B'ing  age  requires  that  its  potential  benefits 
iieighed  against  its  possible  hazards, 
iecautions: 

RaL:  In  the  elderly  and  debilitated  and  in 
hiren  over  six,  limit  to  smallest  effective 
Oige  (initially  10  mg  or  less  per  day)  to 
hilude  ataxia  or  oversedation,  increasing 
H'ually  as  needed  and  tolerated.  Not  recom- 
KÍded  in  children  under  six. 

)JECTABLE:  Keep  patients  under  observa- 
0'  preferably  in  bed,  up  to  three  hours  after 
lial  injection;  forbid  ambulatory  patients  to 

Sate  vehicle  following  injection;  do  not 
inister  to  patients  in  shock  or  comatose 
taes;  use  reduced  dosage  (usually  25  to  50 
. for  the  elderly  or  debilitated  and  for 
hlfren  age  twelve  or  older. 

^AL  AND  INJECTABLE:  Though  generally 

R'ecommended,  if  combination  therapy 
other  psychotropics  seems  indicated, 
fully  consider  individual  pharmacologic 
flbts,  particularly  in  use  of  potentiating 

Í pounds  such  as  MAO  inhibitors  and 
lothiazines.  Observe  usual  precautions  in 
Renee  of  impaired  renal  or  hepatic  func- 
b{  Paradoxical  reactions  (e.g.,  excitement, 

“ ulation  and  acute  rage)  have  been 
tied  in  psychiatric  patients  and  hyper- 
clie  aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.I.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampu/s— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Libitunr 

(chlordiazepoxide  HCI) 

5 mg, 10  mg, 

25  mg  capsules 


lase  see  following  page 


Disruptive  anxiety  usually  meets  its  match  here. 


ROCHE 


Librium 

(chlordiazepoxide  HCD 

5 mg,  10  mg, 

25  mg  capsules 


Please  see  preceding  page  for  summary  of  product  information. 
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antifungal 


antibacterial 

1 

•t 


anti-inflammator 


It’s  plain  to  see  that  you  need  more  than 
: n ordinary  topical  steroid  to  clear  a 
termatitis  infected  with  fungi  or  bacteria, 
i Vioform-Hydrocortisone,  with  its  four- 
;^ay  action,  provides  the  kind  of  comprehen- 
ive  therapy  many  common  dermatoses* 
equire. 

lis  drug  has  been  evaluated  as  possibly  effective  for  these  indica- 
ins.  See  brief  prescribing  information. 

^¡ofornf-Hydrocortisone 

lodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

"Possibly”  effective:  Contact  or  atopic  dermatitis;  impetigi- 
nized  eczema;  nummular  eczema;  infantile  eczema;  endog- 
enous chronic  infectious  dermatitis;  stasis  dermatitis; 
pyoderma;  nuchal  eczema  and  chronic  eczematoid  otitis 
externa;. acne  urticata;  localized  or  disseminated  neuro- 
dermatitis; lichen  simplex  chronicus;  anogenital  pruritus 
(vulvae,  scroti,  ani);  folliculitis;  bacterial  dermatoses;  my- 
cotic dermatoses  such  as  tinea  (capitis,  cruris,  corporis, 
pedis);  moniliasis;  intertrigo. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


ONTRAINDICATIONS 

lypersensitivity  to  Vioform-Hydrocortisone,  or  any  of  its  ingredients 
r related  compounds;  lesions  of  the  eye;  tuberculosis  of  the  skin; 
lost  viral  skin  lesions  (including  herpes  simplex,  vaccinia,  and 
aricella). 

WARNINGS 

his  product  is  not  for  ophthaimic  use. 

n the  presence  of  systemic  infections,  appropriate  systemic  anti- 
liotics  should  be  used. 

Isage  in  Pregnancy 

ilthough  topical  steroids  have  not  been  re- 
lorted  to  have  an  adverse  effect  on  preg- 
lancy,  the  safety  of  their  use  in  pregnant  fe- 
riales has  not  been  established.  Therefore, 
hey  should  not  be  used  extensively  on  preg- 
lant  patients  in  large  amounts  or  for  pro- 
onged  periods  of  time. 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 
positive result  if  Vioform  is  present  in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  organisms 
requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for  long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  lodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
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methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
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and  0.5%  hydrocortisone  in  a water-washable  base  containing 
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lauryl  sulfate,  and  glycerin  in  water;  tubes  of  '/a  and  1 ounce.  Miid 
Ointment,  3%  iodochlorhydroxyquin  and  0.5%  hydrocortisone  in  a 
petrolatum  base;  tubes  of  Vz  and  1 ounce. 

Consuit  compiete  product  literature  before  prescribing. 
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BRONCHOBILIARY  FISTULA 


Edda  Quintero  de  Sevilla,  MD 
John  V.  Forrest,  MD 
Stuart  S.  Sagel,  MD 


Communication  between  the  biliary  and  bronchial 
systems  is  an  uncommon  entity  which  often  re- 
sults in  a characteristic  clinical-radiographic  picture. 
Early  recognition  and  proper  surgical  management  are 
essential  to  avoid  the  adverse  effects  of  chronic  bron- 
chitis and  pneumonia  from  infected  intrathoracic  bile 
(2).  This  report  presents  such  a case. 

Case  Report 

P.  L.  is  a 38-year  old  woman  admitted  to  the  Barnes 
Hospital  because  of  a persistent  productive  cough  and  chronic 
pneumonia.  Four  months  previously  she  had  a cholecystectomy 
and  Bilroth  11  procedure  for  cholecystitis  and  recurrent  duodenal 
ulcer  disease.  A pre-operative  chest  roentgenogram  was  normal. 
Post-operatively  a right  sub-phrenic  abscess  developed  which 
was  drained.  After  drainage  of  the  abscess  a cutaneous  fistula 
appeared  but  this  spontaneously  closed  one  month  later.  In  the 
two  months  prior  to  the  present  admission,  she  had  a persistent 
cough  productive  of  blood  tinged  yellow  sputum  and  chronic 
diffuse  pneumonia. 

At  the  time  of  her  admission  she  was  afebrile  but  had  bila- 
teral scattered  rales  more  prominent  at  the  right  base.  A chest 
roentgenogram  showed  elevation  of  the  right  hemidiaphragm 
with  blunting  of  the  right  costophrenic  angle,  and  several 
small  areas  of  consolidation  with  a diffuse  reticulonodular 
pattern  throughout  both  lungs  but  more  prominent  on  the 
right  (Fig.  1).  Diagnosis  was  suspected  by  recognizing  the 
classical  findings  of  previous,  complicated  biliary  surgery, 
chronic  pneumonia  and  yellow  sputum  as  those  of  broncho- 
biliary  fistula.  The  sputum  bilirubin  level  was  2.2  mg.  per- 


From  the  Mallinckrodt  Institute  of  Radiology,  Washington 
University  School  of  Medicine,  510  S.  Kingshighway,  St.  Louis, 
Missouri,  63110. 


Fig.  1:  A PA  chest  roentgenogram  shows  elevation  of 
the  right  hemidiaphragm,  blunting  of  the  right  costo  diaphrag- 
matic angle  and  diffuse  lung  disease  with  patchy  areas  of  con- 
solidation worse  on  the  right. 


cent.  An  intravenous  cholangiogram  was  nomial  and  a liver- 
lung  scan  showed  no  evidence  of  a subphrenic  abscess.  An 
1^^^  Rose  Bengal  liver  scan  showed  no  activity  appearing  in 
the  chest. 

At  thoracotomy  and  laparotomy  a fistulous  tract  througli 
the  diaphragm  into  the  right  middle  lobe  was  ligated  and  the 
consobdated,  scarred  right  middle  lobe  removed. 

Post-operatively  the  right  upper  quadrant  incision  continued 
to  drain  bile,  and  a sinogram  and  upper  gastrointestinal  series 
were  performed  (Figs.  2 and  3).  The  wound  stopped  draining 
and  closed  spontaneously  three  weeks  after  surgery.  Pulmonary 
symptoms  and  the  chest  roentgenogram  also  cleared  post- 
operatively. 

Discussion 

Acquired  hroncliohiliary  fistulae  may  develop  se- 
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Fig.  2;  A post-thoracotomy  sinogram  shows  the  fistulous 
tract  from  the  skin  communicating  with  an  abscess  cavity 
and  a loop  of  small  bowel  (arrow). 


condary  to  trauma,  biliary  obstruction,  pleural  disease 
or  subphrenic  abscess  (2). 

In  our  patient  infected  bile  reached  the  lung  through 
a fistulous  tract  from  a subphrenic  abscess  which  also 
communicated  with  the  afferent  loop  created  after  a 
Bilroth  II  procedure.  The  anatomy  of  the  abscess 
cavity  and  its  communications  in  the  abdomen  are  well 
demonstrated  by  the  sinogram  (Fig.  2)  and  upper  GI 
series  (Fig.  3)  performed  after  thoracotomy. 

Bile  is  a caustic  material  which,  when  infected,  will 
cause  severe  pneumonia  and  bronchitis  in  patients 
with  bronchobiliary  fistulae.  Extensive  lung  damage 
may  ensue  (1).  When  the  bronchobiliary  fistulae  is  not 


Fig.  3:  A post  thoracotomy  upper  Cl  series  shows  findings 
of  a previous  Bilroth  II  procedure  with  communication  of  the 
afferent  loop  and  the  abscess  cavity  (arrow)  previously  de- 
monstrated on  the  sinogram. 


infected,  as  in  most  post  traumatic  cases,  severe  damage 
to  the  lung  and  bronchial  tree  does  not  occur  (1,  4). 

Radiographic  manifestations  of  bronchobiliary  fistu- 
las range  from  an  elevated  hemidiaphragm  with  lobar 
infiltrates  (3)  to  diffuse  chronic  infiltrates  as  in  our  case. 
The  importance  of  early  recognition  and  prompt  closure 
of  the  fistulous  tract  in  infected  ca.ses  has  been  emphasi- 
zed (2). 

A high  index  of  suspicion  is  the  key  to  an  adequate 
diagnosis  which  can  be  easily  confirmed  by  sputum 
analysis  for  bilirubin.  A differential  point  has  been 
described  in  patients  with  Sickle-cell  crisis  and  chest 
trauma  who  have  bile  ptyalism  and  pulmonary  infiltra- 
tes (5).  In  these,  sputum  bilirubin  was  of  indirect  type, 
allowing  differentiation  from  bronchobiliary  fistula  (5). 
The  development  of  chronic  pneumonia  in  a patient 
who  has  had  trauma,  biliary  obstruction  or  subphrenic 
abscess  should  suggest  a bronchobiliary  obstruction. 

Summary 

A case  of  bronchobiliary  fistula  is  presented  with 
demonstration  of  the  typical  clinical  and  radiographic 
features.  Chronic  pneumonia  developing  in  the  ap- 
propriate clinical  setting  of  a patient  post  trauma, 
biliary  obstruction,  or  subphrenic  abscess  should  suggest 
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a bronchobiliary  fistula.  The  diagnosis  is  confirmed 
by  sputum  analysis  for  bilirubin. 

Resumen 

Se  presenta  un  caso  de  fístula  broncobiliar  que 
demuestra  los  hallazgos  clínico  y radiográficos  típicos. 


El  diagnóstico  de  fístula  broncobiliar  debe  ser  con- 
siderado en  aquellos  casos  de  pulmonía  crónica  que  se 
desarrolle  en  el  cuadro  clínico  post  traumático  de  un 
paciente,  obstrucción  biliar  o absceso  subfrénico.  El 
diagnóstico  puede  verificarse  con  el  análisis  de  bili- 
rubina  en  el  esputo. 


(References  will  be  submitted  upon  request  to  the  author) 


LENTES  ESPECIALES 


Manuel  N.  Miranda,  MD 


Los  lentes  especiales  son  aquellos  lentes  que  se 
usan  como  lentes  protectores  para  proteger  los 
ojos  de  las  irradiaciones  o del  traumatismo  mecánico, 
o aquellos  lentes  que  amplían  el  tamaño  de  las  imágenes 
y se  usan  en  el  tratamiento  de  pacientes  con  visión 
subnormal. 

Lentes  Pro  lectivos  con  Tinte 

La  función  principal  de  los  lentes  con  tintes  es  am- 
parar los  ojos  de  los  rayos  brillantes  del  sol,  bien  sea 
absorbiendo  o reflejando,  los  rayos  ultravioletas  e infra- 
rojos. 

Los  rayos  infrarojos  son  dañinos  al  ojo.  Cuando  se 
absorben  en  cantidades  apreciables  pueden  producir 
cataratas  y lesiones  retinianas  del  tipo  de  quemaduras. 
El  sol  contiene  una  gran  cantidad  de  rayos  infrarojos 
pero  no  en  cantidades  lo  suficiente  para  causar  daño 
a menos  que  se  miren  directamente.  Cuando  se  miran 
directamente  se  producen  las  lesiones  conocidas  cOmo 
ceguera  del  eclipse.  En  algunas  industrias  como  en 
las  metalúrgicas  o en  las  que  manufacturan  cristal. 


Catedrático  Clínico  de  Oftalmología,  Escuela  de  Medicina, 
Universidad  de  Puerto  Rico. 

Presentado  en  México,  El  Salvador,  Panamá,  Colombia, 
Ecuador,  Perú,  y Venezuela,  ante  las  Sociedades  Oftalmológicas 
de  estos  países  en  junio  y Julio  de  1974,  durante  una  gira 
profesional,  como  Profesor.,  Visitante,  invitado  de  la  Asociación 
Panamericana  de  Oftalmología. 

Favor  de  solicitar  reproducciones  a:  Manuel  N.  Miranda, 
M.  D.,  GPO  Box  D,  San  Juan,  Puerto  Rico  00936. 


los  trabajadores  pueden  estar  expuestos  a una  concen- 
tración grande  de  estos  rayos. 

Los  rayos  ultravioletas  tampoco  se  encuentran  en 
suficiente  cantidad  en  la  luz  solar  corriente  como  para 
causar  daño  al  ojo,  excepto  cuando  se  producen  concen- 
traciones de  los  mismos  por  reflexiones  de  la  nieve  o 
de  grandes  extensiones  de  agua.  Cuando  así  sucede  se 
pueden  producir  lesiones  de  la  clase  de  queratoconjun- 
tivitis  actínica.  Esta  es  una  enfermedad  dolorosa  debido 
a que  causa  exfoliación  del  epitelio  corneal.  En  algunas 
industrias  como  en  las  que  utilizan  soldaduras  eléctricas, 
en  los  estudios  de  cinema,  y en  las  clínicas  que  utilizan 
la  luz  ultravioleta  debe  proveerse  protección  contra  la 
luz  de  onda  corta. 

De  los  lentes  con  tintes  los  que  más  frecuentemente 
se  usan  son  los  absorbentes.  Estos  se  manufacturan 
agregando  óxidos  metálicos  al  cristal  corona  regular 
antes  del  proceso  de  la  fundición.  El  óxido  de  cobalto 

produce  un  tinte  azul,  el  óxido  de  crómico  uno  verde, 
el  óxido  de  hierro  uno  verde,  el  óxido  de  manganeso 
uno  violeta,  el  óxido  de  uranio  uno  amarillo,  etc.  Com- 
binaciones de  éstos  y otros  óxidos  se  utilizan  para 
producir  los  cristales  en  colores  de  marcas  reconocidas 
como  los  “Soft  Lite”,  “Smoke”  y “Crookes”.  Los  más 
útiles  son  los  que  contienen  óxido  de  hierro  como  el 
“Calobar”  de  la  American  Optical  y el  “Rayban”  de  la 
Bausch  & Lomb.  Los  lentes  con  tintes  que  contienen 
hierro  ferroso  tienen  la  propiedad  de  que  mayormente 
absorben  los  rayos  infrarojos  y ultravioletas,  y,  a la  vez, 
permiten  la  transmisión  de  los  rayos  del  espectro 
visible  en  el  punto  de  mayor  visibilidad  que  es  el  amarillo 
verde.  Esta  propiedad  filtrante  les  hace  ser  los  más 
prácticos  de  todos. 

Los  cristales  “Soft  Lite”  (1),  de  tono  rosado  carne, 


81 


BoL  Asoc.  Méd.  P.  Rico 
Abril  1975 


Lentes  Especiales 


82 


a pesar  de  que  absorben  la  gran  mayoría  de  los  rayos 
ultravioletas  e infrarojos,  permiten  la  transmisión  del 
espectro  visual  de  un  70  por  ciento  a un  90  por  ciento. 
Esto  permite  que  se  puedan  usar  en  interiores  para  pro- 
teger los  ojos  del  resplandor  de  algunas  luces  artificiales 
y de  las  reflexiones  internas  del  cristal. 

El  “Ray-Ban”  2 y 3 es  un  cristal  verde  para  uso  al 
aire  libre.  No  trasmite  luz  ultravioleta  y tiene  poca 
transmisión  en  la  parte  infraroja  del  espectro.  Permite 
el  paso  del  espectro  visible  de  un  30  por  ciento  a un 
57  por  ciento. 

El  Ray-Ban  G-15  es  un  cristal  gris  oscuro  neutro. 
Absorbe  los  rayos  ultravioletas  casi  totalmente  y tam- 
bién absorbe  gran  cantidad  de  los  infrarojos,  pero  sola- 
mente permite  el  paso  de  un  20  por  ciento  del  espectro 
visible. 

El  lente  Cruxite  (2)  absorbe  más  del  95  por  ciento 
de  los  rayos  ultravioletas.  El  A tiene  una  transmisión 
del  espectro  visible  de  80  por  ciento  y al  AX  de  83 
por  ciento. 

El  lente  Calobar  absorbe  tanto  los  rayos  ultravioletas 
como  los  infrarojos.  Su  transmisión  visual:  A,  86  por 
ciento;  B,  67  por  ciento;  C,  51  por  ciento,  D,  36  por 
ciento. 

Én  los  últimos  años  se  ha  puesto  de  moda  el  lente 
“Photogray”  (3),  cristal  fotocrómico  que  absorbe  la 
luz  ultravioleta.  Cuando  se  expone  a la  luz  solar 
obscurece  en  minutos  a un  tono  gris  neutral,  y aclara 
en  minutos  a un  tono  de  gris  bien  claro  cuando  se 
remueve  del  sol.  La  transmisión  del  espectro  visual 
varía  de  45  por  ciento  cuando  el  lente  se  obscurece 
a 85  por  ciento  cuando  el  lente  se  aclara.  Esta  pro- 
piedad variable  se  debe  a la  presencia  en  el  cristal 
de  un  sinnúmero  de  cristales  microscópicos  de  plata 
que  se  obscurecen  cuando  se  exponen  a la  luz  solar, 
pero  contrario  a las  películas  fotográficas  donde  este 
cambio  es  permanente,  en  el  cristal  el  cambio  es 
reversible.  En  la  actualidad  hay  en  el  mercado  otros 
lentes  parecidos  al  “Photogray”. 

Los  lentes  en  colores  en  vez  de  absorber  los  rayos 
de  luz  se  pueden  construir  de  manera  que  los  reflejen. 
Estos  se  fabrican  haciendo  una  de  las  superficies  como 
un  espejo.  Dichas  superficies  se  forman  agregando 
al  cristal  una  capa  fina  de  metal,  oro,  plata  o platino 
de  tal  manera  que  permanezca  transparente  a los  rayos 
luminosos. 


Lentes  de  Protección  Mecánica 

Tenemos  tres  clases  de  lentes  a prueba  de  roturas: 
los  endurecidos,  los  laminados  y los  plásticos.  De  éstos 
los  de  más  uso  en  la  actualidad  son  los  lentes  endureci- 
dos. Este  lente  se  construye  con  un  espesor  mínimo 
de  2.2  a 3 mm.  en  el  centro.  Se  endurece  pojiiéndolo 
en  el  horno  a una  temperatura  de  1,330°  Fahrenheit 
y luego  enfriándolo  rápidamente  con  una  corriente  de 
aire  frío  (Fig.  1)  o sumergiéndolo  en  aceite  frío.  Este 
procedimiento  hace  que  las  capas  externas  del  lente 
se  enfríen  y se  endurezcan  más  rápidamente  que  el 
centro,  creando,  por  lo  tanto,  alguna  compresión  dentro 


Fig.  1:  Endurecimiento  de  un  cristal  con  una  corriente 
de  aire  frío. 


Fig.  2:  Resistencia  de  un  lente  endurecido. 
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del  lente.  Cuando  un  objeto  choca  con  el  lente,  la  super- 
ficie opuesta  a la  del  sitio  del  impacto  se  comprime,  pero 
no  se  quiebra  (Fig.  2).  Una  vez  que  estos  lentes  se 
manufacturan  se  someten  a la  pmeba  de  la  bola  de 
acero  para  probar  su  eficiencia.  Se  deja  caer  sobre  el 
lente  una  bola  de  acero  de  5/8”  o 7/8”  de  diámetro 
desde  una  altura  de  un  metro. 

Por  medio  de  un  proceso  moderno  llamado  “Chem- 
tempering”  (4),  endurecimiento  químico,  se  puede 
conseguir  un  lente  mucho  más  resistente  al  impacto 
que  con  el  proceso  corriente  de  endurecimiento  termal. 
Por  medio  de  este  proceso,  los  lentes  después  que  se 
calientan,  se  sumergen  en  un  tamjue  que  contiene 
nitrato  de  potasio  derretido  o una  mixtura  de  nitrato 
de  potasio  y nitrato  de  sodio.  Esto,  hace  que  iones 
pequeños  reemplazen  iones  grandes  en  el  cristal  pro- 
duciendo, por  consiguiente,  un  cristal  más  duro. 

Los  lentes  laminados  que  también  se  conocen  con  el 
nombre  de  lentes  reforzados,  ñieron  muy  populares  hace 
varios  años.  Estos  se  usaban  especialmente  en  niños  y en 
personas  de  ocupaciones  accidentosas.  Se  fabrican 
colocando  una  lámina  de  acetato  de  celulosa  entre  medio 
de  dos  lentes  finos.  Los  lentes  laminados  duran  relativa- 
mente poco,  ya  que  la  celulosa  se  descolora  después  de 
estar  expuesta  a la  luz  del  día  por  algún  tiempo. 

Los  lentes  plásticos  van  aumentando  su  popularidad 
rápidamente.  Al  principio  se  fabricaban  con  plásticos 
blandos  y se  rayaban  frecuentemente,  pero  en  la  actuali- 
dad con  el  descubrimiento  de  compuestos  plásticos 
duros,  esta  desventaja  prácticamente  se  ha  vencido. 
Estos  lentes  son  irrompibles  y muy  livianos,  siendo, 
por  consiguiente,  muy  útiles  para  los  niños,  los  atletas 
y los  pacientes  con  correcciones  fuertes. 

Lentes  de  Ayuda  Visual 

En  algunos  pacientes,  la  visión  es  tan  pobre  aún  des- 
pués del  uso  de  los  mejores  lentes  correctivos,  que  tene- 
mos que  recurrir,  para  poder  mejorar  su  visión,  al  uso 
de  lentes  especiales  que  aumenten  el  tamaño  de  las 
imágenes  retinianas. 

Cada  día  aumenta  el  número  de  pacientes  parcial- 
mente videntes;  por  un  lado,  el  aumento  en  el  promedio 
de  vida  expone  un  número  mayor  de  personas  a las 
enfermedades  degenerativas  seniles,  y por  otro  lado, 
el  aumento  poblacional  ha  aumentado  indirectamente 
las  enfermedades  traumáticas  de  los  ojos. 


Son  muy  pocos  los  oftalmólogos  que  le  dan  trata- 
miento a estos  pacientes,  tal  vez  porque  consideran 
que  el  examen  de  estos  pacientes  es  muy  prolongado 
o porque  juzguen  el  tratamiento  como  una  pequeña 
subespecialización.  La  verdad  es  que  para  reexaminar 
y tratar  a estos  pacientes  se  requiere  más  tiempo  que 
para  examinar  y tratar  a un  paciente  regular,  pero  no 
muchísimo  más. 

Usualmente  se  clasifica  como  visión  subnormal  (5) 
aquella  entre  2/400  y 20/60. 

Todo  paciente  incapacitado  visualmente  es  elegible 
para  este  lente  especial  siempre  y cuando  tenga  visión 
que  se  pueda  medir.  Por  lo  general  el  paciente  cuya 
visión  sea  de  2/200  o peor  no  mejorará  con  aparatos 
de  ayuda  visual.  Aquel  que  pueda  ver  las  letras  de 
tamaño  20/20  de  la  cartilla  de  prueba  para  distancia, 
a cualquier  distancia  dentro  de  la  excursión  de  lectura, 
probablemente  podrá  mejorarse  con  lentes  que  aumen- 
ten el  tamaño  de  las  imágenes. 

Los  peores  resultados  se  han  obtenido  en  pacientes 
con  campos  visuales  reducidos,  como  en  atrofia  óptica, 
retinitis  pigmentosa  y glaucoma.  Si  el  campo  visual  del 
paciente  es  pequeño  se  le  hará  todavía  mucho  más 
pequeño  según  el  objeto  se  acerque  más  a los  ojos 
cuando  use  el  aparato  de  ayuda  visual. 

Para  facilitar  el  examen  se  pueden  usar  cartillas  de 
prueba  con  letras  más  grandes  como  de  20/800,  20/500, 
20/320,  20/260,  20/200,  y 20/100  o se  puede  reducir 
la  distancia  entre  el  paciente  y la  cartilla. 

Lentes  de  Ayuda  Visual  a Distancia 

Contamos  con  las  siguientes  ayudas  ópticas  para 
distancia  (6):  lentes  corrientes,  aparatos  telescópicos, 
lentes  de  contacto  y medios  de  magnificación  no 
ópticos. 

Pacientes  con  opacidades  de  la  córnea,  queratocono, 
miopía  alta  y afaquia  con  patología  macular,  pueden  ser 
candidatos  para  el  uso  de  lentes  de  contacto  corneales 
o esclerales. 

Muchos  pacientes  parcialmente  videntes  nunca  han 
sido  refraccionados  o han  tenido  una  refracción  inade- 
cuada. En  algunos,  los  lentes  corrientes  les  serán  de 
gran  ayuda. 

El  lente  telescópico  más  potente  que  se  encuentra 
en  el  mercado  no  magnifica  más  de  dos  veces  y medio. 
Con  él,  el  campo  visual  se  reduce  en  alrededor  de  doce 
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grados;  es  imposible  caminar  con  ellos  debido  a que  con 
ellos  no  se  puede  juzgar  bien  las  distancias,  son  aparato- 
sos y afgunos  caros. 

Un  lente  telescópico  de  mano  puede  ser  útil  en  si- 
tuaciones que  requieran  mejorar  la  visión  por  corto 
tiempo,  como  para  observar  el  nombre  de  una  calle,  el 
número  de  una  casa,  etc.  (Fig.  3).  Para  la  situación 
que  requiera,  por  ejemplo,  mirar  a la  pizarra  o al 
televisor,  el  lente  debe  de  estar  montado  al  espejuelo 
(Figs.  4 y 5).  Para  otras  situaciones  donde  se  requiera 
mejor  visión,  como  por  ejemplo,  al  observar  juegos  de 
pelota,  balompié,  etc.,  se  le  puede  recomendar  al  pa- 
ciente binoculares  o monoculares  pequeños  de  mano 
cuya  potencia  magnifica  hasta  doce  veces  o más. 

Se  puede  instniir  al  paciente  en  los  medios  de 
magnificación  no  óptica.  Una  reducción  de  la  distancia 
de  veinte  a diez  pies  duplica  el  tamaño  de  la  imagen 
retiniana.  El  retrato  en  la  pantalla  de  televisión  se 
duplica  si  el  paciente  se  mueve  de  veinte  a diez  pies  del 
televisor  y se  magnifica  veinte  veces  si  el  paciente 
se  mueve  a un  pie  de  la  pantalla.  Esta  magnificación 
provee  un  campo  visual  normal,  no  hay  paralaje,  y no 
se  necesitan  aparatos  especiales. 

Lentes  de  Ayuda  Visual  para  Cerca 

Una  vez  que  se  detennine  la  refracción  para  dis- 
tancia, se  procede  a hacer  la  prueba  para  la  lectura 
colocando  en  la  montura  de  prueba  la  mejor  corrección 


fig.  3:  Lente  telescópico  de  mano 


Fig.  5:  Lente  telescópico  binocular  en  montura  especial. 

para  la  distancia.  Es  para  la  vi.sión  cercana  donde 
el  uso  de  aparatos  para  ayuda  visual  es  más  eficaz. 

l>a  fracción  de  la  agudeza  visual  para  distancia  sirve 
de  guia  para  seleccionar  el  [»rimer  lente  que  se  le  pnieba 
al  paciente.  El  denominador  de  la  fracción  se  divide 
por  el  numerador.  El  resultado  de  esta  división  se 
conoce  con  el  nombre  de  recíproco  de  la  visión  (R.V.). 

Kestenbaum  fue  el  que  originó  esta  fórmula  que  de- 
termina el  número  de  dioptrías  positivas  necesarias 
para  leer  J 6.  Por  ejemplo  el  R.  V.  de  20/80  es  4; 
de  10/70  es  7. 

Para  poder  calcular  las  dioptrías  positivas  necesarias 
para  leer  J I se  duplica  el  R.  V.  Por  ejemplo;  si  la 
agudeza  visual  es  10/200  el  R.  V.  es  20;  +20  I)  serían 
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necesarias  para  que  el  paciente  con  una  visión  de  10/200 
pueda  leer  J 6.  Este  paciente  necesitará  +40  D para 
poder  leer  J 1. 

Este  lente  positivo  se  sobrepone  a la  corrección  de 
distancia  (se  omite  el  cilindro  si  no  mejora  subjetiva- 
mente) y se  le  indica  al  paciente  que  sostenga  la  cartilla 
de  prueba  a la  distancia  donde  él  pueda  ver  con  mayor 
claridad.  Esta  distancia  corresponderá  al  punto  focal 
de  la  combinación  de  lentes  sin  tomar  en  consideración 
la  acomodación.  El  examinador  debe  calcular  esta 
distancia  de  antemano  para  poder  ayudar  al  paciente 
a encontrarla.  La  cartilla  de  lectura  entonces  se  subs- 
tituye por  material  de  lectura  corriente,  como  por 
ejemplo,  una  página  de  la  guía  telefónica,  un  periódico, 
una  revista,  o un  libro  de  texto.  La  cantidad  de  adición 
puede  entonces  aumentarse  o reducirse  dependiendo 
de  la  necesidad  visual.  La  iluminación  debe  de  ser 
adecuada. 


Lentes  Especiales 


Para  detenninar  la  magnificación  necesaria  para  lec- 
tura se  pueden  utilizar  cartillas  especiales  como  la  de 
Keeler  o la  de  Louise  Sloan  (Fig.  6).  En  la  de  Sloan 
el  paciente  usa  la  corrección  de  distancia  con  una  esfera 
de  +2.50.  Lee  la  cartilla  a 16”  (40  cm.)  del  ojo.  Se 
notan  las  letras  más  pequeñas  que  pueda  leer  y de  ahí 
se  calcula  la  magnificación  necesaria.  Ejemplo:  Si  lee 
el  párrafo  3 M necesitará  12  dioptrías  adicionales 
(3  X 4). 

Las  siguientes  ayudas  visuales  se  pueden  usar  para 
lectura: 

1.  Lentes  positivos  potentes  sobrepuestos  a correc- 
ciones corrientes. 

2.  Lentes  positivos  potentes  para  uso  binocular  o 
monocular  en  monturas  corrientes. 

3.  Lentes  positivos  potentes  para  uso  binocular  o 
monocular  en  monturas  de  medio  ojo. 

4.  Bifocales  potentes  para  uso  binocular  o mono- 
cular. 

5.  Lentes  potentes  especiales  (A.O.,  Volk  Conoid) 

6.  Lentes  “Tipo  Fresnel”  adheridos  a los  cristales 
corrientes. 

7.  Lupas  de  mano 

8.  Proyectores  y televisores 

9.  Magnificación  no  óptica 


l’uJieron  ver  una  nube  de  humo  de  Ircinia 
mil  acres  en  el  otro  lado  del  río.  encima 
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escaparates  de  Jorba.  Ii»s  Almacenes  Fundados  hace  ahora 

Ai  2 S A ' C 

Jorba  b«  deJieado,  pwcN.  un  r^caparate  a cada  uno  de  loi»  nnativm  hafxeiofMae» 
Siguiendo  el  orden  Je  «ti  cok>cjt.'i(*n.  d pnmero  c«>rrcsp»RJe  a nuestra 
A.»  2A  - íc. 


Srniadov  *ni<nto4M>  de  ciemplatcv  dv  tiucU'»  proodivo.  mitiv««)uie' 

aparecen  fumo  a una  mcsj  expetanJo.  tal  «</  ü «kgadadcUam.ucT.'aoebade  ser«trle<> 


»tR‘OOiCC 


Fig.  6:  Cartilla  de  prueba  para  lectura  de  pacientes 

parcialmente  videntes. 


Fig.  7:  Lentes  potentes  positivos  sobrepuestos  a mon- 
turas corrientes. 


Lentes  Potentes  Positivos  Sobrepuestos 

Los  lentes  positivos  potentes  sobrepuestos  (7)  son 
los  parecidos  a las  lupas  que  usan  los  relojeros  o joyeros 
(Fig.  7).  Vienen  en  potencias  de  +8  a +34  dioptrías. 
Como  son  baratos  se  pueden  usar  como  una  ayuda  visual 
temporera  para  ver  si  el  paciente  se  adapta  a la  ayuda 
visual.  El  más  popular  es  la  lupa  de  Selsi.  La  lupa  de 
Ary  tiene  un  protector  lateral  opaco  y se  puede  levantar 
sin  que  sea  necesario  removerla  del  espejuelo  (Fig.  8). 
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Lentes  Potentes  Positivos  en  Monturas 
Corrientes 

Muchos  pacientes  toleran  bien  y mejoran  satisfac- 
toriamente al  uso  de  lentes  potentes  positivos  en 
monturas  corrientes  que  se  pueden  recetar  hasta  de 
+24D  (Fig.  9).  Estos  son  baratos  y se  deben  ordenar 
con  2/3  partes  de  la  potencia  en  la  superficie  anterior 
y 1/3  parte  en  la  superficie  posterior  (Convexo  doble). 
Pueden  ordenarse  también  lenticulares,  pero  éstos  son 
mucho  más  caros.  Como  regla  general  se  le  da  la  correc- 
ción monocular  al  mejor  ojo  del  paciente.  La  excepción 
es  el  paciente  que  presenta  visión  subnormal  igual  en 
ambos  ojos.  En  estos  casos,  si  la  prescripción  no  es 
mayor  de  +12D,  se  deben  incorporar  prismas  base 
adentro.  La  regia  de  Fonda  es  de  darles  ID  de  prisma 
base  adentro  por  cada  dioptría  de  adición  en  cada  ojo. 
En  lentes  más  potentes  de  +12D  no  es  posible  converger 
adecuadamente  aún  con  el  uso  de  prismas. 

Lentes  Potentes  Positivos  en  Monturas  de  Me- 
dio Ojo 

La  selección  más  práctica  para  el  paciente  que  tiene 
que  mirar  hacia  arriba  son  los  lentes  potentes  positivos 
en  monturas  de  medio  ojo  (Fig.  10).  Se  debe  ordenar 
el  lente  biconvexo  bien  sea  para  uso  monocular  o bino- 


Lentes  Especiales 


Fig.  10;  Lentes  potentes  positivos  en  montura»  de  medio  ojo 

cular  con  prismas  base  adentro.  Esta  es  la  montura 
ideal  para  prescripciones  con  prismas  porque  es  liviana 
y da  una  apariencia  normal. 

Bifocales  Potentes 

Los  bifocales  potentes  que  se  recomiendan  son  bifo- 
cales de  una  sola  pieza  (Tipo  Ultex)  y pueden  recetarse 
hasta  de  +20D.  Usualmente  se  recetan  para  un  solo  ojo, 
pero  es  posible  indicarlos  para  los  dos  ojos  siempre  y 

cuando  la  adición  no  sea  mayor  de  +10D  en  pacientes 
con  igual  visión  en  ambos  ojos.  Los  segmentos  deben 
descentrarse  1 rnm.  por  cada  dioptría  de  adición  en 
cada  ojo.  El  bifocal  binocular  no  es  tan  bien  tolerado 


Fig.  8:  Lupa  de  Ary  en  el  ojo  izquierdo. 


Fig.  9:  Lentes  potentes  positivos  en  monturas  corrientes. 
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por  el  paciente  eoino  el  prisma  binocular  de  medio  ojo. 

Lentes  Potentes  Especiales 

La  American  Optical  Company  y la  American  Bifocal 
Company  (^  olk  Conoid)  de  los  Estados  Unidos  de  Norte 
América  y la  Keeler  de  Inglaterra  manufacturan  lentes 
potentes  especiales  para  pacientes  de  visión  subnormal. 
La  American  Optical  Company  y la  Keeler  utilizan 
la  unidad  de  magnificación  para  marcar  sus  lentes 
(4D  es  igual  a una  magnificación).  Un  lente  de  6X  es 
igual  a uno  de  +24D  y uno  de  lOX  es  igual  a uno  de 
+40D.  Los  lentes  conoids  se  enumeran  en  dioptrías. 
Estos  lentes  especiales  se  usan  primordialmente  en 
pacientes  que  requieren  un  lente  mayor  de  +20D. 

Estas  compañías  fabrican  juegos  de  lentes  de  prueba. 
La  American  Optical  Company  tiene  un  juego  que  con- 
siste de  lentes  A.O.  microscópicos  en  potencias  de  2X, 
4X.  y 6X  en  cristal  de  peso  liviano  y .A.O.  Aolite  en  po- 
tencias de  8X.  lOX  y 12X  en  plástico  que  son  asféricos, 
livianos,  inconspicuos  y relativamente  baratos  (Eig.  11). 
Tanto  los  de  cristal  como  los  plásticos  se  pueden  poner 
en  monturas  corrientes. 

La  \ olk  Conoid  tiene  un  juego  de  lentes  de  cristal 
con  potencias  que  varían  entre  +15D  y + lOOD.  Estos  son 
asféricos  y no  tienen  distorsiones  pero  en  potencias  altas 
son  voluminosos  y pesados. 

Los  lentes  de  la  Keeler  son  plásticos  y se  montan 
en  portadores  especiales  en  monturas  especiales.  Tienen 
también  un  lente  telescópico  binocular  de  vidrio  para 
visión  cercana  con  un  foco  de  profundidad  mayor  que  el 
de  los  lentes  positivos  potentes,  pero  son  relativamente 
caros. 

Lentes  Tipo  “Fresnel” 

La  casa  Silor  Optical,  Inc.,  de  los  Estados  Unidos  de 
América  ha  puesto  en  el  mercado  bifocales  de  tope  recto 
(8),  siguiendo  el  principio  de  Fresnel,  los  cuales  se  ad- 
hieren a los  cristales  corrientes  y sirven  para  mejorar  la 
visión  cercana  de  aquellos  pacientes  cuya  visión  no  se 
puede  mejorar  de  20/40.  Para  poder  determinar  el 
bifocal  Fresnel  adecuado  para  el  paciente,  la  casa  Silor 
tiene  un  set  de  prueba  que  ya  tiene  incorporado  en  el 
bifocal  la  cantidad  de  prisma  base  adentro  adecuada 
para  proveer  la  buena  fusión.  El  juego  de  lentes  de 


prueba  contiene  las  siguientes  adiciones: 


Adición 

Total  Prisma 
Base  Adentro 

+ 3.00D 

2 

+ 3.50D 

3.5 

+ 4.00D 

5 

+ 5.00D 

8 

+ 6.00D 

11 

+ 7.00D 

14 

+ 8.00D 

17 

Tienen  adiciones  hasta  de  +20D. 


Fig.  11:  Juego  de  prueba  de  lentes  especiales  de  la  American 
Optical  Co. 


12.  Diferentes  clases  de  lupas  de  mano. 
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Lupas  de  Mano 

Las  lupas  de  mano  son  también  útiles  para  los  pacien- 
tes con  visión  subnormal  (Fig.  12).  Bausch  & Lomb 
tiene  una  serie  excelente  de  lupas  de  mano  y las  enume- 
ran usando  la  unidad  de  magnificación  hasta  20X.  Las 
lupas  son  muy  convenientes  para  pacientes  que  no 
pueden  usar  cristales.  Con  la  lupa  el  material  de  lectura 
no  tiene  que  sostenerse  tan  cerca  de  los  ojos  como  con 
otras  ayudas  visuales.  Si  el  paciente  tiene  temblores  de 
sus  extremidades  puede  usar  una  lupa  de  mano  con  un 
sostén  prefocado  que  descansa  directamente  en  la 
página.  La  selección  de  la  potencia  adecuada  se  con- 
sigue siguiendo  las  mismas  reglas  que  para  encontrar 
la  adición  de  lectura.  Si  el  paciente  lee,  por  ejemplo, 
J 1 con  un  lente  de  +20D  puede  entonces  usar  una 
lupa  de  5X  o de  6X. 


Fig.  13;  Lupa  de  mano  con  sostén  en  el  cuello. 


Fig.  14:  Lupas  con  sostén  pre focado. 


Fig.  15:  Lupas  de  alta  potencia  con  sostén  prefocado 


Hay  diferentes  clases  de  lupa  para  poder  seleccionar 
la  más  adecuada  para  la  necesidad  de  cada  paciente. 
Ejemplos: 

1.  Lupas  de  mano  - útiles  para  tareas  cortas  tales 
como  marcar  un  número  de  teléfono,  leer  un 
menú,  ver  los  precios  de  los  artículos,  etc. 

2.  Lupa  de  mano  con  sostén  en  el  cuello  (Fig.  13). 

3.  Lupas  con  sostén  prefocado  - útiles  para  perso- 
nas seniles  (Fig.  14). 

4.  Lupas  de  alta  potencia  con  sostén  prefocado, 
algunas  de  foco  ajustable,  con  iluminación  pro- 
pia. Utiles  para  personas  que  necesitan  una 
magnificación  alta  (Fig.  15). 
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Proyectores  y Televisores 

Los  proyectores  cuentan  con  una  serie  de  espejos 
(pie  liaeen  cpie  la  imagen  se  proyecte  detrás  de  la  pan- 
talla del  instrumento.  El  material  de  lectura  se  sos- 
tiene cara  aliajo  sobre  una  placa  de  plástico  transparente. 
Eos  teb'visores  utili/.an  cámaras  para  proyectar  el  ma- 
terial de  lectura.  Estos  medios  de  magniíicaciún  tienen 
poco  uso,  ya  ipic  son  aparatosos,  pesados  y relativa- 
mente caro.s. 

Magnificación  No  Optica 

El  principio  de  la  magnilicaciem  no  óptica  .se  basa 
en  el  aumento  de  la  imagen  rctiniana  al  reducir  la 
distancia  de  obs<’r\acion  sin  el  uso  de  ayuda  visual. 
Eos  Icnti's  d(‘  b'ctura  no  son  ni'cesarios  para  niños 
jovem's  con  la  acomodacicni  amplia  o para  pacientes 
miópicos  ipie  tienen  un  punto  cercano  .sin  corrección 
(le  distancia  (pie  b's  permite  ver  algunas  veces  tan 
cerca  como  basta  5 cm.  de  los  ojos.  Mientras  la  reserva 
de  acomo(laci('>n  sea  adecuada  los  niños  pueden  leer 
libros  de  t(“\to  corriente  sin  usar  cristales.  Libros  de 
ortotipos  grandes  se  usan  como  otro  medio  de  mag- 
nificación no  optica.  Estos  usualmente  s(‘  imprimen 
con  ortotipos  del  mismo  tamaño  (pie  el  Núm.  18. 
Eos  textos  corrientes  son  del  ortotipo  Núm.  12.  El 
ortotipo  Núm.  18  (‘s  1.7  veces  mayor  (pie  el  Núm.  12. 
Si  el  niño  puede  leer  el  ortotipo  grande  a 8 pulgadas 


Fig.  16:  Pluma  de  felpa  y cuaderno. 


tJHISIS  Dli  I'll 


Fig.  18;  Cartas  de  juego  con  números  grandes 


él  puede  conseguir  el  mismo  aumento  de  1.7  veces 
del  ortotipo  Núm.  12  moviéndolo  tres  pulgadas  más 
cerca  de  los  ojos. 

Otras  ayudas  no  ópticas  son  plumas  de  felpa  para 
conservar  en  cuadernos  los  números  del  teléfono  y 
las  direcciones  en  letras  grandes  y obscuras  (Fig.  16); 
guías  para  escribir  o leer  (Fig.  17);  una  cartulina 
del  mismo  tamaño  que  los  cheques  con  aperturas 
rectangulares  sobre  las  líneas  donde  se  pone  la  fecha, 
el  nombre  de  la  persona  a la  cual  se  gira  el  cheque 
y la  firma  del  girador;  ranura  para  lectura;  estante 
para  lectura  o música;  cartas  de  juegos  con  números 
grandes  (Fig.  18);  lámparas  pequeñas  con  iluminación 
alta  que  se  puedan  doblar  fácilmente  (Tensonlite, 
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Lightolier);  y la  dilatación  de  la  pupila  diariamente 
en  niños  y adultos  con  cataratas  nucleares  en  las  cuales 
esté  contraindicada  la  cirugía. 

Clasificación  de  Pacientes 

Los  pacientes  parcialmente  videntes  se  pueden 
clasificar  en  grupos  de  acuerdo  con  su  visión.  Esto 
facilita  calcular  la  ayuda  visual  que  necesitan. 

Grupo  I:  Visión  de  10/30  a 10/50.  Este  grupo 
necesita  un  lente  de  +6D  o de  +10D  de  acuerdo  con 
el  recíproco  de  la  visión.  Se  puede  corregir  con  (a) 
un  lente  sencillo  potente  positivo  o un  bifocal  para 
visión  monocular  (b)  un  lente  potente  positivo  con 
prismas  base  hacia  adentro  en  monturas  de  medio  ojo 
o bifocales  para  visión  binocular,  o (c)  lupas  de  mano 
de  +6D  a +11D. 

Grupo  II:  Visión  de  10/60  a 10/150.  Este  grupo 
necesita  de  +12D  a +32D.  Las  posibilidades  para  este 
grupo  son  (a)  corrección  monocular  solamente  con  un 
lente  sencillo  biconvexo  hasta  de  +24D;  un  bifocal 


(tipo  Ultex)  hasta  de  +20D;  A.O.  lentes  microscópicos 
de  6X  y 8X  o “Conoid”  de  +30D  para  correcciones  de 
+24D  o mayores,  y (b)  lupas  de  mano  de  4X,  6X  y 
8X. 

Grupo  III:  Visión  de  10/160  a 3/200.  Este  grupo 
necesita  de  +40D  a +100D.  Las  posibilidades  de  correc- 
ción son  lentes  especiales  monoculares  A.O.  lOX  o 12X, 
“Conoid”  de  +40D,  +50D,  +60D,  +80D  o de  +100D. 
El  más  fuerte  que  usualmente  se  receta  es  de  +50D.  Más 
potentes  que  éstos  no  se  recetan,  ya  que  el  campo  visual 
se  reduce  grandemente  y la  distancia  focal  queda  muy 
cerca  de  los  ojos. 

Resumen 

Se  presentan  en  detalle  las  propiedades  e indicaciones 
de  aquellos  lentes  especiales  que  se  usan  para  proteger 
los  ojos  contra  los  rayos  ultravioletas  e infrarojos 
y el  traumatismo,  y aquellos  que  se  utilizan  para  pacien- 
tes parcialmente  videntes. 


(References  will  be  submitted  upon  request  to  the  author) 


FUNCION  TIROIDEA  EN  LA  INFANCIA 


A.  Pérez  Comas,  MD 


Los  valores  normales  de  las  pruebas  funcionales 
tiroideas  en  los  recién  nacidos  e infantes  difieren 
de  los  aceptados  para  adultos  (1-10).  Los  niveles  nor- 
males de  captación  con  resina  de  T-3,  tetraiodotironi- 
na  total  (T-4)  e índice  de  tiroxina  libre  no  están  bien 
establecidos  en  la  infancia.  Motivados  por  estos  hechos 
estudiamos  una  muestra  patrón  desde  el  nacimiento 
hasta  los  4 meses  de  edad  para  así  establecer  lo  normal 
en  nuestros  infantes,  y a la  vez  establecer  los  valores 
normales  con  los  métodos  empleados. 

Sujetos  y Métodos 

Se  estudiaron  21  recién  nacidos  varones  y 12  hembras 
nacidos  a término  en  el  Hospital  Dr.  R.  E.  Betances  del  Cen- 
tro Médico  de  Mayagüez.  Se  obtuvieron  muestras,  con  el 
consentimiento  de  los  padres,  a las  edades  de  0-24  horas, 
48-72  hrs.,  1 semana,  1 mes,  2 meses,  3 meses  y 4 meses, 
realizando  determinaciones  de  captación  en  resina  de  T-3 
y tiroxina  total  (T-4)  por  radioensayo  e índice  de  tiroxina 
Ubre  (FTl). 

Se  excluyeron  del  estudio  los  prematuros,  niños  de  bajo 
peso  al  nacer,  recién  nacidos  con  complicaciones  perinatales, 
y los  hjjos  de  madres  con  síndrome  nefrótico,  endocrino- 
patía  o que  recibían  terapia  hormonal. 

Los  niveles  de  captación  en  resina  de  T-3  fueron  realizados 
mediante  los  reactivos  “Trilute”  y los  de  tiroxina  total  con 
reactivos  “Tetralute”,  empleando  métodos  de  radioensayo 


De  la  Sección  de  Endocrinología  Pediátrica  y Genética  Médi- 
ca, Hospital  Dr.  R.  E.  Betances,  Centro  Médico  de  Mayagüez, 
Mayagüez,  Puerto  Rico  00708. 

Presentado  en  parte  ante  la  reunión  Anual  del  Distrito 
Occidental-Asociación  Médica  de  Puerto  Rico,  Noviembre  1972, 
Mayagüez,  Puerto  Rico. 


y técnicas  de  ligamento  competitivo  de  proteínas  en  columnas 
de  Sephadex.  Ambas  técnicas  son  extremadamente  sencillas, 
eliminando  la  tediosidad  de  incubación-centrifugación  y eva- 
poración de  otros  métodos,  a la  vez  que  requieren  cantidades 
mínimas  de  suero^^SO  para  T-3  y 100  jU  para  T-4).  La  ra- 
dioactividad de  fue  determinada  por  un  contador  de 

radiaciones  gamma  “Thrymeter”*.  El  índice  de  tiroxina 
Ubre  (FTl)  fue  determinado  mediante  una  regla  de  cálculo 
de  la  Casa  Ames,  utilizando  los  resultados  de  T-4  y captación 
en  resina  de  T-3. 

Resultados 

Se  establecen  los  límites  normales  para  captación 
en  resina  de  T-3,  tiroxina  total  (T-4)  en  índice  de 
tiroxina  libre  para  una  población  de  recién  nacidos 
e infantes  puertorriqueños  hasta  los  4 meses  de  edad, 
como  se  observa  en  la  Tabla  I. 

Los  parámetros  estudiados  aumentan  entre  las  48-72 
horas,  comienzan  a disminuir  a los  2 meses  y alcanzan 
un  nivel  estable  a los  3-4  meses.  Los  niveles  de  captación 
en  resina  de  T-3,  T-4  e índice  de  tiroxina  libre,  durante 
la  primera  semana,  son  mayores  que  los  establecidos 
para  adultos  con  estos  métodos,  (14)  como  se  observa 
en  la  Tabla  11. 

Al  comparar  los  sexos  se  observa  diferencia  en  rela- 
ción a los  niveles  de  T-4  e índice  de  tiroxina  libre,  siendo 
estos  superiores  en  las  hembras  a todas  las  edades 
estudiadas,  mientras  que  la  captación  en  resina  de  T-3 
es  mayor  en  los  varones.  La  Tabla  III  muestra  que 
dichas  diferencias  son  estadísticamente  significativas 
en  algunos,  pero  no  todos,  de  los  períodos  estudiados. 


* - Ames  Company  - Division  of  Miles  Laboratories,  Inc., 
Elkhart,  Indiana. 
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TABLA  II:  NIVELES  NORMALES  ADULTO 


Prueba 


Varón 


Hembra 


Captación  en  Resina  de  T-3 

49-64  °/o 

41-60  % 

Tiroxina  Total  (T-4  I ug/100  mi) 

2.6-6.5 

2.6-6.5 

Indice  de  Tiroxina  Libre 

2.0-6.4 

1.6-6.0 

TABLA  III:  FUNCION  TIROIDEA  EN  INFANCIA 


Datos  estadísticos 

varones 

vs.  hembras 

T-4 

Captaeión  en  Resina  de  T-3 

Indice  Tiroxina  Libre 

EDAD 

t 

P 

t 

p 

t 

P 

0-24  hrs. 

1.559 

0.2-0. 1 

1.779 

0.1-0.05 

1.313 

0.2-0. 1 

48  - 72  hrs. 

3.398 

0.01-0.001  ** 

0.714 

0.5-0.4 

3.165 

0.01-0.001* 

1 semana 

2.161 

0.05-0.02  * 

2.843 

0.01-0.001**  0.966 

0.4-0.3 

1 mes 

2.072 

0.05-0.02  * 

1.480 

0.2-0. 1 

1.800 

0.1-0.05 

2 meses 

1.950 

0.1-0.05 

1.060 

0.3-0.2 

2.378 

0.05-0.02* 

3 meses 

0.955 

0. 4-0.3 

0.412 

0.7-0.6 

2.144 

0.05-0.02* 

4 meses 

1.929 

0.1-0.05 

0.752 

0.5-0.4 

2.792 

0.01-0.001** 

♦ 

Significativo  (0.05) 

** 

Altamente  significativo 

(0.0  ¡) 

Discusión 

La  función  tiroidea  en  niños  ha  sido  sujeto  en 
varios  estudios  (1-10).  Los  valores  de  PBI  (Iodo  ligado 
a Proteína)  y BEI  (Iodo  extraído  por  Butanol)  durante 
el  período  neonatal  difieren  de  los  niveles  encontrados 
en  adultos,  siendo  más  altos  durante  la  primera  semana 
de  vida  (1,  2,  4,  6).  Los  niveles  de  captación  de  T-3 
en  resina  han  sido  informados  como  normales  en  recién 
nacidos  y al  octavo  día  de  vida  (1).  Los  niveles  de  tiro- 
xina  total  en  cordón  y en  la  sangre  materna  fueron 


reportados  como  similares,  mientras  la  tiroxina  libre  y 
los  niveles  de  hormona  tireotropa  (TSH)  eran  mayores 
en  la  muestra  de  cordón  (2).  Niveles  elevados  de  TSH 
han  sido  encontrados  en  recién  nacidos  normales  durante 
el  primer  día  de  edad  (10). 

Un  estudio  reciente  (3),  informa  de  los  niveles  de 
captación  en  resina  de  T-3,  índice  de  tiroxina  libre  e ín- 
dice de  ligamiento  de  tiroxina  (TBGI)  desde  el  naci- 
miento hasta  los  3 años  de  edad,  en  sujetos  diferentes. 
Observan  que  todos  los  parámetros  aumentan  desde  el 
nacimiento  hasta  las  2 semanas;  disminuyen  hasta  es- 
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tabilizarse  a las  6-8  semanas  en  el  caso  de  la  captación 
en  resina  de  T-3  y a los  10-12  meses  para  el  T-4  e indice 
de  tiroxina  libre.  No  se  observa  diferencia  entre  sexos. 

Nuestro  estudio  establece  los  niveles  normales  de 
estas  hormonas  en  los  mismos  sujetos,  mostrando  de 
forma  loimitudinal  la  evolución  continua  de  la  función 

O 

tiroidea  desde  el  primer  dia  de  vida  hasta  los  cuatro 
meses.  Observamos,  además,  cpie  existe  dilerencia 
significativa  entre  ambos  sexos  y (pie  el  cambio  en  los 
niveles  de  las  hormonas  circulantes  ditiere  del  estudio 
previo.  Representa  el  primer  estudio  longitudinal  de 
función  tiroidea. 

Observamos  un  aumento  de  la  actividad  tiroidea 
durante  las  primeras  72  horas  de  vida,  mayormente 
entre  las  12  y 72  horas.  Ello  está  de  acuerdo  con  los 
datos  publicados  por  Danowski  y colaboradores  (4) 
y Durham  y colaboradores  (5),  para  FBI  y BEL 
Estos  valores  comienzan  a disminuir  después  del  tercer 
día  de  vida  hasta  los  dos  meses.  Niselándose  entre  h)S 
tres  y cuatro  meses  de  edad.  Eos  niveles  de  ca[)taeión 
en  resina  de  1-3,  tiroxina  total  t>  índice  de  tiroxina 
libre  son  mavores  (pie  los  aceptados  para  adultos. 

Todos  estos  datos  tienden  a demostrar  nn  “estado 
hipertiroideo”  lisiolíjgico.  durante  la  primera  semana 
de  vida.  Al  mes  de  edad,  auiupie  los  niveles  de  captaci()n 
en  resina  de  T-3  y de  T-4  varían,  los  niveles  del  índice 
de  tiroxina  libre  caen  dentro  de  los  límites  normales 
para  el  adidto.  Eos  límites  obsenados  por  la  captación 
de  T-3  en  resina,  son  más  amplios  (pie  en  los  ¡idultos, 
alcanzando  variaciones  (pie  van  desde  los  nivch's  de 
hipotiroideos  hasta  hipertiroideos  de  adultos.  De  aipií, 
la  importancia  de  determinar  los  tri's  parámetros  des- 
critos en  toda  evaluaciím  de  líincií)n  tiroidea  en  la 
infancia. 

Nuestro  estudio  parece  indicar,  aumpic  prcci.-'amos 
más  datos  para  los  Suhgrupos,  (pie  los  parámetros 
estudiados  son  inferiores  ant(‘s  de  las  12  horas  de  vida 
(jue  en  las  subsiguientes  12-24  horas.  Ello  puede  ser 
S(H  undario  a secreci(ni  de  TSll  y sohrcactiv  idad  de  la 
glándula  tiroidea  durante  este  período.  Eisher  \ Odcll 
(8),  han  d(‘mostra(lo  (pie  existe  una  marcada,  pero  tran- 
sitoria, secreciíjii  de  3S11  duranti'  los  primeros  .30  min. 
de  vida  y que  ésta  disminuye  hasta  los  niveles  de  cordon, 
después  de  2-3  días  de  vida. 

Si  asumimos  (pie  los  niveles  elevados  de  T- 1 son 
secundarios  al  incremento  d(;  la  giohulina  ligadura  de 
tiroxina  (TB(j),  por  el  ehícto  estrogénico  sobre  el 
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bebé  a partir  de  la  madre,  los  valores  de  captación  en 
resina  de  T-3  deberían  ser  menores  a los  observados 
en  nuestro  estudio.  Esto  puede  ser  un  factor  contribu- 
yente, p(‘ro  nuestros  resultados  tienden  a sugerir  que 
existe  una  sobreactividad  tiroidea  durante  los  primeros 
tres  días  de  vida.  Eos  estudios  de  Eisher  y Odell  (8) 
y los  de  ('zernichov  (10)  sugieren  (pie  este  es  el  meca- 
ni.smo  envuelto. 

Resumen 

Se  estudia  una  población  de  recién  nacidos  normales 
hasta  los  4 meses  de  edad  con  dt'terminaciones  de  cap- 
tación en  resina  de  1-3,  tiroxina  total  (1-1)  e índice 
de  tiroxina  libre,  estableciendo  los  niveles  normales, 
por  el  método  empleado,  a esta  edad. 

Nuestros  datos  demuestran  (pie  la  iuncion  tiroidea 
en  la  iiilaiicia  dilicrc  di'  la  observada  en  adultos,  a la 
vez  (pie  se  ob.scrva  dilerencia  cutre  los  sexos  a diversas 
edades.  Resulta  ex trcmadamcute  inqiortantc  establecer 
los  límiti's  normales  con  los  métodos  utilizados  para 
medir  la  luucion  tiroidea  cu  iiilantcs.  para  asi  (lodcr 
evitar  diagnósticos  inexactos  v terapia  iiiaihciiada. 


Summary 

T-3  rcsiii  uptake,  total  f- I free  thyoxiiic  index 
(ETI)  levels  were  studied  in  21  full  term  male  and 
12  lull  term  Iciiialc  normal  iiilaiits,  lidiii  birth  up  to 
4 iiioiiths  of  age  in  the  same  siihjccts.  using  radio- 
assav  column  methods.  Bv  these  methods,  a phvsio- 
logie  "hv  perthv  roid  state  v\  as  noted  in  the  lu  st 
week  of  life.  .'^cx  differeiiec  was  ohseixed,  with  I -I 

ami  E'l'l  highest  in  females  at  all  age  groups,  ami  1-3 

resin  uptake  highest  in  males.  I'he  normal  1-3  rcsiii 
uptake  range  is  broader  than  the  accepted  lor  adults, 
overlapping,  ill  most  age  groups,  the  adult  hvpo- 
thvroid  ami  hv  perthv  roid  range  values.  Iiiereased 
thyoxin  hiiidiiig  glohuliii,  as  well  as  thyoid  over- 
activity  ill  earlv  infaiiev,  iiiav  he  respoiisihle  lor  this 
variation  Iroiii  normal  adults.  It  is  extreiiielv  iiiipoi- 
taut  to  know  the  normal  values  at  this  age  group, 

ami  to  stiidv  the  above  iiieiitioiied  parameters,  to 

avoid  misdiagnosis  and  incorrect  treatment. 
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LUNG  SCAN  ALTERATIONS  IN 
CONGENITAL  HEART  DISEASE 


Kciir  Dirfrit'li.  Ml) 
Joijir  Smiclic/.  Ml ) 
Viili.slin  Muño/,.  Ml) 
'•'I"  <■:.  l.;in;iro.  M|) 
\ituili;i  Miii  li'iic/  l’icó.  Ml ) 


Since  its  inlrodm  lion  in  MX)!)  (I)  scanninfi ol  the 
Innfi  has  proved  lo  he  v<Ty  nserul  in  Ihe  slndy  ol 
alterations  of  [)uh))o¡)ary  Itlood  How  (2).  \ i;real  nnin- 

her  ol  confitMiilal  heart  diseases  alter  the  |inhnonary 
eireulalion  which  is  not  always  ap|)reeiali'd  in  a plain 
chest  X-ray  and  is  only  diajinosed  hy  invasive  diafi))oslie 
leehniipies. 

The  present  eoininunieation  ileserihes  the  dilli  rent 
patterns  caused  hy  alterations  ol  hlood  How  due  lo 
eonfioiilal  heart  diseases  ohlained  hy  a non-inv asive 
and  accurate  nielhod  such  as  sea)ininj;  ol  the  liiiii:. 


Material  and  Methods 

A total  of  .'54  lunfi  scans  were  pcrfoniK'd  in  K)  pali<'nls.  2'.i 
male  and  17  teníale,  with  ages  varying  frotn  I.')  days  lo  12 
years  with  a mean  afie  of  4 years.  Aceordinf;  lo  Ihe  diafiiiosi.s, 
which  was  proved  hy  cardiac  calheleri/al ion,  the  palicnis 
were  classified  in  Ihree  groups  ( I'ahle  I): 

1.  Patients  with  normal  pulmonary  flow,  usi'd  as  controls 
(:i  children). 

2.  Patients  with  Left  to  Kifiht  shunts()l  ca.ses). 

d.  Patients  with  Kifilil  to  Left  shunts (20  cases). 

Oroups  2 and  .1  contain  patients  who  had  several  types  of 
.surtiii-al  proce.dure.s,  most  of  them  palliative.  'I'h<'  luns  .scans 
were  done  at  the  \uclear  Medicine  Division  of  Ihe  Puerto 
Kico  \u<lear  Outer  in  patients  followed  hy  Ihe  Pediatric 
(^ardiolojiy  Section  of  the  University  Hospital.  The  procedure 
was  performed  after  adequate  .s<-dation  with  chloral  hydrate 
in  doses  of  .'ll)  mg  kt;,  t;iven  orally  half  an  hour  helorc  the 
.scanning;.  The  patient’s  thyroid  was  blocked  with  LuííoI  .solu- 
tion. 


I' rom  the  1‘uerto  Rico  Nuclcur  (.cnlcr  anil  the  Rcdialric 
(■ardiology  Section,  University  Hospital. 


With  the  patient  in  supine  position,  a pcri|ihcral  vein  was 
canuulalcd  and  two  types  of  radioactive  material  were  used: 

I laheled  human  serum  aihumiu  maeroaf'tiri  ^ali's  ( 4)  ( ^ '^  S 
MA\)  in  a dose  of  2iiLi/k';  if  under  .'i  years  old  and 
1..'”»  ^Li/k<i  it  over  •'»  years  old,  and  recently,  le  Iron 

Hydroxide  Mairoa^firefiales  ( 1,  .’'»)  were  niili/ed  in  do.ses  of 
lot)  )xt.\  per  kji.  Once  Ihe  radioactive  suhslanee  was  in  Ihe 
venous  .system  it  reached  Ihe  riehl  atrium.  Ihe  rii'hl  venlriele 
and  lhrou;'h  the  pulmonary  artery  i'mlxdi/es  pulmonary  capilla- 
ries <riy  ini' a lypii  al  imace. 

Ihe  studies  were  done  in  a rei  I iliiiear  .seamier  and  an  Aiiifcr 
(.amera,  which  is  allaehed  lo  a y ideo  lafie  recorder  system,  for 
liirlher  analysis  hy  a data  processor. 

Kcstill.s 

The  jiatteni  in  Iiiii;j:  si  ;iniiiiiirs.  Iroiii  [latieuts  yyitli 
iiorinal  |iiiliiii>Mary  liliioil  Iloyy  ((ir(>U|)  I).  is  eliaraeten- 

/.ed  hy  a (llstriliii lion  ol  railioai' li\  i ty  in  hotli  liiiin 
liehls,  (I'lfiiire  I)  yyith  slightly  inore  aetiyity  oyei'  the 
rinht  Inne,  anil  the  liases. 

The  imanes  ohlained  Ironi  (latienis  yvilh  inereased 
|inhnonar\  Iloyy  ((iroii|i  II)  yyere  nornial  il  there  yyas  no 
|)nlmonary  venous  hy  |ieiTen.sion.  In  lho.se  yyith  left 
side  heart  laiinre  and  |iuhnonary  venous  hy  |iertension 
the  a|ie\-hase  rela I loushiji  was  inyerled  with  inereased 
eoneentralion  in  the  a|iieal  areas.  \n  ini|)ortanl 
variant  in  this  <irou|>  yyere  several  [lalienls  with  seirinen- 
tal  diminnlion  ol  hlood  How  secondary  to  res|)iratory 
ohsirnetion  (f  inures  2,  a and  h). 

(irou|i  III,  hy  lar  the  most  im|iortant,  revealed 
.several  ly  |ies  ol  imanes  which  were  classified  as  follows; 

1.  .'^ymmelrieal  diminntion  ol  aelivily  (i‘'inure  .5), 

2.  Unilateral  diminution  (fiffure  f,  lelralony  with 
Hlaloek-Taussinn  |iroeedu  re). 

.Senmenlal  diminution  (L'intire  .1,  mild  tetralojry 
with  stenosis  ol  a hraneh  ol  the  rinlit  pulmonary 
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TABLE  I: 

PATIENTS  STUDIED 

Diagnosis 

Total  Patients 

Total  Tests 

GROUP  I 

Normal  Patients  as  Control 

3 

3 

GROUP  II 

Ventricular  Septal  Defect 

8 

12 

.Atrial  Septal  Defect 

3 

3 

Patient  Ductus  Arteriosus 

2 

2 

GROUP  III 

Tetralogy  of  Fallot 

19 

29 

Tricuspid  Atresia 

5 

5 

TOTAL 

40 

54 

Fig.  1:  Normal  lung  scanning  showing  more  activity  over 
the  right  lung  and  basal  areas  (Posterior  View). 

artery). 

Discussion 

The  only  way  to  .study  the  alterations  in  puhtionary 
eirculation  due  to  congenital  heart  diseases  until  1960 


was  a chest  X-Ray  and  pulmonary  angiography.  The 
introduction  of  lung  scanning  (1)  added  a new  accurate 
tool  to  appreciate  these  variations  without  using  invasive 
techniques.  The  normal  lung  scanning  (6-7)  is  character- 
ized by  distribution  of  radioactivity  in  both  lung  fields 
with  slight  increase  in  particles  over  the  right  side.  The 
presence  ol  the  heart  on  the  left  hemitorax  provides 
less  lung  tissue  to  trap  radioactive  particles.  There  is 
also  more  concentration  in  the  bases  of  the  lung; 
these  areas  receive  relatively  more  blood  flow  than  the 
apices,  giving  an  apex-l)ase  index  of  less  than  I (8,  9). 

In  images  obtained  with  left  to  right  shunts,  the 
scannings  are  normal  il  there  is  no  pulmonary  venous 
congestion,  (10,  11).  Since  the  number  of  particles 
that  emholize  the  lung  capillaries  are  the  same,  even 
th  cir  dilution  is  greater  due  to  the  shunting  from  the 
defect.  In  cases  with  left  to  right  shunts  and  pulmo- 
nary venous  hypertension  as  it  happens  in  pulmonary 
edema,  we  were  able  to  appreciate  as  it  was  pointed 
by  others,  (12,  13,  14,  15)  that  the  apex-base  relation 
was  inverted.  There  is  greater  concentration  in  the 
apical  areas  due  to  vasoconstriction  of  the  basal  ar- 
terioles. As  a variation,  in  this  group  we  found  patterns 
ol  pulmonary  venous  hypertension  combined  with 
segmental  diminution  secondary  to  atelectatic  changes 
in  those  areas. 
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Lung  Scan  in  Congenital  Heart  Disease 


Fig.  2:  a)  Preoperative  lung  scanning  of  a patient  tvith 
ventricular  septal  defect,  pulmonary  venous  hypertension  and 
atelectasis  of  the  left  lower  lobe,  and  b)  scanning  in  the  same 
patient  showing  normal  pattern  after  banding  of  the  pulmonary 
artery  (Anterior  View). 


Fig.  3:  Patient  with  Tetralogy  of  h'allot  revealing  symme- 
trical diminution  of  activity  and  visualization  of  the  kidneys 
(Posterior  kiew). 


The  scanning  ol  patients  with  decreased  pulmonary 
blood  flow  ((jroup  III)  presented  several  variations 
depending  on  the  nature  ol  the  delect,  its  severity, 
or  the  presence  ol  surgical  palliation.  In  patients 
with  Tetralogy  ol  I'allot  or  I ricuspid  Atresia  the 
scanning  reveals  an  uniform  decrease  ol  activity  in 
both  lungs  plus  the  presence  of  radioa(  tive  material 
in  the  abdomen. 

The  diminution  of  particles  in  this  group  is  explained 
by  two  factors  1)  obstniction  to  pulmonary  How  and, 
2)  diversion  and  dilution  of  the,  injected  material  in  the 
systemic  circulation,  which  characterizes  the  right  to 


left  shunts.  If  in  these  patients  dimiuuliou  of  ai  tivitv 
is  uu)re  marked  iii  one  lung  we  can  assume  that  tliey 
are  superim[)osed  laetors  acting  to  modily  the  usual 
patterns  such  as: 

1.  assoi’iated  sleiu>sis  ol  one  ol  the  hraiu  hes  ol  the 
pulmonary  artery,  in  whieh  ease  the  How  on  the 
side  of  the  stenosis  will  be  less  than  in  the  opposite 
side, 

2.  tlu'  presence  ol  palliative’  .surgery  like  a lllaloek- 
Taii.ssiiig  operation  whieh  will  opaeily  more  the 
opposite  side  of  the  anastomosis  due  to  the  in- 
creased flow  through  the  anastoniotie  artery  and 
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more  diluted  particles  carried  by  the  surgical 
shunt, 

3.  when  the  shunt  is  associated  with  severe  pulmona- 
ry stenosis  or  atresia,  the  flow  to  the  side  of  the 
anastomosis  will  be  greater  than  in  the  opposite 
side:  because  of  the  enormous  right  to  left  shunt, 
in  this  case,  the  totality  of  the  particles  will  appear 
in  the  systemic  circulation  and  pass  through 
the  shunt  to  the  corresponding  lung.  We  must 
mention  that  besides  these  factors,  segmental 
changes  in  the  pulmonary  tree  such  as  throm- 
botic lesions  (16)  may  further  alter  tlie  pat- 
terns described  above. 

Our  experience  with  this  material  has  provided 
us  with  a sensitive  and  a traumatic  mean  of  evaluating 
the  pulmonary  circulation  in  these  patients.  It  was 
particularly  useful  during  the  postoperative  period, 
when  we  were  able  to  evaluate  changes  induced  by 
the  operation  and  judge  its  adequacy.  This  correlated 
very  well  with  the  clinical  condition  and  angiocardio- 
graphy in  cases  who  had  this  procedure.  It  is  very 
important  to  have  a preoperative  scanning  in  order  to 
compare  the  hemodynamic  alteration  that  have  occurred 
after  surgery.  Besides  accuracy  and  simplicity  of  lung 
scanning  we  must  mention  other  advantages  such  as: 
low  radiation  exposure,  it  can  be  performed  without 
hospitalizing  the  patient  and  can  be  repeated  as  often 
as  needed.  In  view  of  these  advantages  we  have  included 
lung  scanning  in  the  diagnostic  armamentation  of 
our  cardiac  patients. 

Summary 

This  report  analyzes  the  patterns  in  54  lung  scannings 
of  34  patients  with  altered  pulmonary  blood  flow  due  to 
congenital  heart  disease.  The  technique  and  the  results 
are  presented.  According  to  the  images  obtained,  the 
patients  are  classified  in  tliree  groups:  Group  I - 
normal  distribution  with  more  concentration  of  particles 
over  the  right  lung  and  the  bases.  Group  II  - normal 
scannings  found  in  left  to  right  shunts  unless  there  is 
pulmonary  venous  hypertension  in  which  case  the  apex- 
base  relationship  was  inverted.  Group  HI  - patients 
with  right  to  left  shunts  of  different  types  presenting 
various  patterns  according  to  severity,  associated  ano- 
malies and  palliative  surgery.  The  hemodynamics 


Fig.  4;  Lung  scanning  of  a patient  with  1 etralogy  of  Fallot 
and  left  Blalock  Taussig  anastomosis  showing  decreased  activity 
over  the  side  of  the  shunt  (Posterior  View). 


Fig.  5:  Tetralogy  of  Fallot  with  right  pulmonary  artery 
branch  stenosis  causing  segmental  diminution  of  activity  over 
the  right  lung  (Posterior  View). 
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created  by  cardiac  defects  and  surgical  procedures 
explain  these  alterations.  This  method  is  recoinineude«l 
in  view  of  its  advantages  and  accurate  results. 

Resumen 

Este  informe  analiza  54  centellogramas  pulmonares 
en  34  pacientes  con  flujo  pulmonar  alterado  por  cardio- 
patias  congénitas.  Se  presenta  la  técnica  y los  resulta- 
dos. De  acuerdo  a las  imágenes  obtenidas  se  clasifican 
los  pacientes  en  3 grupos:  Grupo  I - nonnal,  con  tnayor 


Lun^  Sean  in  (ionficiiiUil  Heart  Disease 

concenlración  d<‘  parliculas  en  pulmón  dereclio  y a 
l)ases.  Grupo  II  - corlocirciiilos  de  i/apiierda  a de 
con  palroiH'S  normales  siempre  (pie  no  exisla  liipi 
sión  venosa  en  enyo  caso  liay  mayor  eoneenlr 
en  ápiet'S.  (íru|>o  III  - eorloeirenilos  de  derecha 
quierda  ipie  presenlan  variaciones  de  acuerdo 
severidad,  anomalías  asociadas  o eirngía  paliativa. 
all<“raeiones  hemodinámieas  creadas  por  los  del 
cardíacos  y los  proeedimienlos  (piirurgieos  son  re 
sables  de  estas  alteraciones.  Se  recomienda  este  im 
por  sus  ventajas  y exactitud. 
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CARTA  AL  EDITOR 


EL  DRAMA  DE  DOÑA  OPULENTA 


En  el  consultorio  de  un  médico  de  gran  prestigio. 

El  médico  conversa  con  su  paciente,  la  señora  Opu- 
lenta. 

Médico  — Señora,  le  he  hecho  toda  clase  de  exámenes 
y no  le  encuentro  nada.  Parece  que  está  usted 
en  muy  buena  salud.  ♦ 

Doña  Opulenta  — No  puede  ser,  doctor.  Si  fuera 
así,  ¿qué  haría  yo  con  mi  vida?  Desde  hace 
veinte  años  he  estado  comentando  mi  caso  en 
todas  las  tertulias.  No  he  hablado  de  otra  cosa. 
¿Con  qué  cara  me  voy  a presentar  por  las  tardes 
en  el  juego  de  bridge,  cuando  mis  amigas  se  enteren 
de  que  ya  no  soy  un  caso  interesante?  Además, 
¿cómo  es  posible  que  yo  no  tenga  el  hígado  echado 
a perder,  como  me  han  dicho  tantas  veces  en  los 
balnearios  de  Francia?  Y,  ¿cómo  puede  ser  que 
no  sigan  saliéndome  los  tumores  que  me  saca  todos 


los  años  el  médico  filipino  que  opera  sin  operar? 
¿Qué  me  dice  usted  de  mi  vesícula  biliar,  tan 
interesante  con  su  fonna  de  aguacate  maduro? 
¿Y  de  mis  glándulas  de  secreción  interna,  que  unas 
veces  segregan  de  más  y otras  de  menos?  ¿Y  de 
mis  nervios  pinchados,  que  tanto  preocupan  al 
quiropráctico,  porque  se  pinchan  y despinchan  tres 
veces  ai  día?  Doctor,  tiene  que  haber  un  error 
en  algún  sitio.  Yo  no  puedo  dejar  de  ser  un  caso 
interesante  de  la  noche  a la  mañana.  Doctor,  con- 
suéleme, por  favor. 

Médico  — El  mejor  consuelo  que  puedo  darle  es  ase- 
gurarle que  está  bien  de  salud. 

Doña  Opulenta  — Pero  es  que  no  puedo  estar  bien, 
doctor,  porque  usted  me  ha  dejado  sin  tema  para 
hablar.  (Solloza). 

TELON 

José  Rodríguez  Pastor,  M.  D. 
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NOTICIAS 


HEW  NEWS  - U.  S.  Department  of  Health,  Education,  and 
Welfare 

HEW  Secretary  Caspar  W.  Weinberger  announced  that  the 
effective  date  for  implementation  of  the  utilization  review 
regulations  in  hospitals  and  other  health  care  facilities  par- 
ticipating in  the  Medicare  and  Medicaid  programs  has  been 
changed  from  February  1,  1975  to  July  1,  1975.  The  De- 
partment issued  the  regulations  last  INovember. 

“A  number  of  questions  about  requirements  and  inter- 
pretation of  the  utilization  review  regulations  have  been 
raised  since  their  publication,  and  .some  small  rural  hospitals 
have  expressed  concern  about  their  ability  to  conform  to  these 
regulations,”  the  Secretary  said.  “We  have  decided  to  move 
the  effective  date  of  the  regulations  so  as  to  allow  all  providers 
to  come  into  full  compliance  and  to  avoid  the  loss  of 
eligibility  to  participate  in  the  Medicare  and  Medicaid  programs 
before  July  I,”  he  added.  Secretary  Weinberger  said  the  De- 
partment would  also  use  the  time  to  work  out  special  problems 
that  may  be  faced  in  small  rural  hospitals. 

Facilities  now  have  until  July  1,  1975,  to  continue  to  revise 
their  existing  utilization  review  plans  and  establish  an  operatio- 
nal system  of  nwiew  that  conforms  to  the  utilization  review 
regulation.s. 

“With  this  added  lime,”  Secretary  Weinberger  .said,  “there 
is  no  vuhd  n^ason  why  we  cannot  achi<;ve  full  confonnity. 

“All  ho.spilals  and  other  facilities  .should,  of  course,  priiss 
forward  vigorously  with  their  efforts  to  develop  crit<;ria  and 
programs  to  <'omply  with  the.se  regulation.s,”  .said  th(' Secretary. 
“This  will  be  the  otdy  postponement  of  thi-  eflective  date,” 

Fa<'  ilit  ies  with  ^4nall  medical  staffs,  especially  tho.se  in  rural 
areas,  may  havi-  difficulty  organizing  the  in-hou.s<i  review  com- 
mittees to  operat<-  tin-  review  .system  re()uired  by  the  regulations. 
For  the.se  faciliti<*s,  .several  alternative  means  of  complying  with 
the  law  are  provided  in  the  regulations.  .Slate  .survey  agencies 
and  Departmental  per.sonm’l  will  be  available  to  work  with  the 
.small  facilities  on  lhl•.s<•  alli'rnalives  so  that  they  can  d<-velop 
review  systems  that  comply  with  the  regulation.s. 

The  notice  of  ehang<-  of  the  effe<  live  dale  of  lh<‘  utilization 
review  regulations  is  .scheduled  to  appear  in  the  Erderul 
liepisti-r. 


HEW  NEWS 

HEW  .Secretary  Caspar  W.  Weinberger  proposed  regulations 
under  which  HEW  would  no  longer  recognize  a special  cost 
differential  for  nurses’  salaries  in  its  Medicare  payments  to 
hospitals  and  skilled  nursing  facilities. 

Elimination  of  the  payments  would  save  an  estimated 
.1121)  million  a year,  the  Secretary  said. 

The  cost  differentiah  was  established  in  1969  to  recognize 
the  above  average  costs  of  furnishing  inpatient  routine  nursing 
care  to  the  aged.  Studies  showed  that  elderly  patients  received 
a greater  degree  of  nursing  care  than  did  younger  ones.  The 
differential  was  set  at  a rate  of  8 1/2  percent  over  that  for 
the  general  hospital  population. 

The  Secretary  said  today  the  differential  could  no  longer 
be  justified.  “Changes  in  the  Medicare  law,  in  the  way  services 

are  furnished  and  in  Medicare’s  method  of  reimbursing  for 
routine  services  have  negated  the  need  for  such  a differential,” 
he  said. 

He  indicated  that  the  changes  include: 

— Expansion  of  the  scope  of  Medicare  coverage  to  include 
a significant  number  of  persons  under  age  65—  disabled  persons 
and  those  with  chronic  kidney  disease. 

— A marked  increase  in  the  number  of  special  care  units 
in  operation  and  a substantial  shift  of  the  intensely  ill  Medicare 
patient  from  general  routine  care  to  these  special  units. 

— Changes  in  Medicare  cost  apportionment  requirements, 
effective  January  1,  1972,  permitting  a separate  cost  finding 
for  special  care  units  for  which  the  8 1/2  percent  nursing  cost 
differential  was  not  applicable. 


HEW  NEWS 

HEW  .Secretary  (Caspar  W.  Weinberger  proposed  regulations 
lying  reimbursement  of  physicians  fees  under  Medicare  to 
economic  indices  so  that  Medicare  costs  will  follow  rather 
than  lead  inflationary  trends. 

The  new  regulations  would  limit  any  increase  in  the  amount 
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rerognized  as  the  prevailing  charge  for  a service  in  a locality 
to  an  amount  justified  by  the  economic  index  data.  They 
implement  provisions  of  the  Social  Security  .\mendments  of 
1972,  P.  L.  92-603. 

The  “prevailing  charge”  is  significant  because  it  sets  the 
upper  limit  for  the  “rea.sonable  charge”  for  the  service  in  a 
locality.  Medicare  pays  80  percent  of  the  “reasonable  charge” 
for  covered  medical  services  after  an  initial  deductible  of 
$60  in  a year. 

The  proposed  regulations  would  develop  economic  index 
data  which  reflect  changes  in  operating  expenses  of  physicians 
in  private  practice  and  changes  in  the  level  of  earnings  by 
workers  generally.  These  components  would  be  given  the  same 
relative  weights  in  the  index  as  the  average  weights  shown  in 
data  on  self-employed  physicians’  gross  incomes. 


HEW  NEWS 

A revised  schedule  of  limits  on  coverage  of  hospital  costs 
under  Medicare  was  proposed  by  HEW  Secretary  Caspar  W. 
Weinberger. 

The  new  schedule,  published  in  Federal  Register,  would 
apply  to  ho.spital  cost  report  periods  beginning  on  or  after 
July  1,  1975.  An  interim  schedule  of  limits  on  hospital 
inpatient  general  routine  service  costs  which  has  been  in 
effect  since  July  1,  1974,  would  continue  to  apply  to  cost 
reporting  periods  beginning  before  July  1,  1975. 

The  limitations  are  authorized  by  section  223  of  the  1972 
amendments  and  establish  ceilings  beyond  which  costs  are 
deemed  to  be  in  excess  of  those  necessary  to  provide  ef- 
ficiently delivered  health  services.  An  estimated  savings  of 
$60  million  for  fiscal  year  1976  is  anticipated  in  reduced 
reimbursement  to  hospitals. 

The  schedule  of  limitations  takes  into  account  differences 
in  hospital  size  and  geographical  location  in  arriving  at  a 
ceiling  that  can  be  applied  to  individual  hospitals.  The  Seere- 
tary  noted  that  the  new  schedule  is  based  on  a review  of  the 
experience  under  the  interim  sehedule  and  represents  a refine- 
ment of  the  system. 

The  new  system  would  reduce  the  percentile  above  which 


hospital  costs  are  not  coiisidered  reasonable  from  tlie  90th 
percentile  to  the  80th  percentile.  This  means  that  no  routine 
costs  above  what  80  peiceni  of  comparable  hospitals  incurred 
will  be  automatically  recognized  as  reasonable.  Secretary  Wein- 
berger said. 

“The  new  limits  should  enable  us  more  effectively  to  iden- 
tify hospitals  whose  costs  are  .substantially  higher  than  tho.se 
nece.ssary  for  efficient  delivery  of  hospital  inpatient  .services.” 
he  said. 

The  schedule  groups  hospitals  based  on  tlic  per  capita 
income  of  the  geographical  area  in  which  they  are  located, 
and  lists  them  according  to  whether  they  are  located  in  a 
Standard  Metropolitan  Statistical  Area  (SMSA)  or  a non- 
SMSA.  Five  groups  are  establi.shed  for  SMSA  hospitals  and 
five  for  non-SMSA  iio.spitals,  ba.sed  on  per  capita  income. 

The  ho.spitals  are  furtlier  classified  according  to  bed  size, 
with  17  such  classifications  for  SM.SA  hospitals  and  15  for 
non-SMS.A’s. 

Exceptions  to  the  limitations  can  be  made  where  a provider 
can  demonstrate  that  its  costs  exceed  tlie  appbcable  limit  by 
reason  of  education  activities  or  by  the  special  needs  of  the 
patients  treated. 

Data  on  which  the  revised  schedule  of  limitations  is  based 
was  secured  from  fiscal  intennediaries  for  each  hospital  par- 
ticipating in  the  Medicare  program. 

Comments  may  be  sent  and  copies  of  the  li.st  of  classifica- 
tions may  be  obtained  by  request  from  the  Commissioner  of 
Social  Security,  P.  O.  Box  1585,  Baltimore,  Maryland  21203. 


ANUNCIO 


SE  RENTA  LOCAL  PROPIO  PARA  CONSULTORIO  MEDICO 

1000  pies  cuadrados  dividido  en  tres  oficinas  decoradas  con 
aires  acondicionados  en  cada  oficina  frente  Condominios  “Quin- 
tana”, “Jardines  de  Francia”  y “Jardines  de  Quintana”  en  calle 
Guayama  Núm.  211  (Altos),  Hato  Rey,  P.  R.  Tels:  766-0007 
o 765-0731. 


PAIN  REUEF 
FOR  THE  MAK>RITY 


N0.4‘~for  pain  intensity  below  the  need  ior  injectables 

As  a rCile,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  antitussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  isa  bonus,  for  all  patients  who 
require  potent  analgesia.  ^ 

N0.3~ior  almost  all  other  kinds  of  lesser  pain  ^ 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Comppund 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose” 
analgesic - not  too  little,  not  ^ /Burroughs  Wellcome  Co. 

too  much.  Just  right  for  your  ® / Research  Tnangle  Park 

out-patients  in  these  categories.  WkNcoaw  / North  Carolina  27709 


P Wherever  it  hurts 

PIRIKCOMPOUND  c CODEI 


No.3,  codeine  phosphate*(32.4  mg)  gry2  • No.4,  codei  ne  phosphate*(64.8  mg)  gr  1 

'Warning— may  be  habit-forming.  Each  tablet  also  contains  aspirin  gr  31/2,  phenacetin  gr  2V2,  caffeine  gr  1/2- 


LISTA  DE  ANUNCIANTES 


1.  BURROUGHS  WELLCONE  EMPIRIN  COMP.  W/CODEINE,  SEPTRA 


2.  CIBA  PHAR. 

VIOFORM 

3 . EATON  LAB . 

CHLORASEPTIC 

4o  ROCHE  LABo 

BACTRIM,  VALIUM 

5.  W.  H.  RORER 

RO  RASUL 

6,  SMITH,  KLINE  FRENCH  DYAZIDE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
; syndrome;  steroid-induced  and  idiopathic 
j edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia . 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  Tbis  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness., 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEPTHE  HYPERTEKSIVE 
RATIEMTONTHERAPy 
KEEPTHERAPy  SIMPLE  WITH 


DM^DE 


Each  capsule  contains  50  mg.  of  Dyrenium’'  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Trademark 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide’  once  or  twice  daily  for  maintenance. 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK6F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of 
SmithKline  Corporation 


TO  KEEP  BLOOD  PRESSURE  DONt^H 
AHD  KEEP  P01ÁSSIUM  LEVELS  UP 


Important  clinical  update  on  SEPTRA— See  previous  pages. 


SEPTRJTVS  AMnCILLIN 


Each  tablet  contains; 

80  mg  trimethoprim  and 
400  mg  sulfamethoxazole 


A reassuring  similarity  in  incidence  of  side  effects 


As  a yardstick  of  the  relative  safety  of  a new  anti- 
bacterial, it  is  useful  to  compare  it  to  one  with 
which  clinicians  are  quite  familiar.  Here’s  how 


TMP/SMX  compared  to  ampicillin  in  this  study.  ^ 
See  prescribing  information  under  chart  for  all 
possible  adverse  reactions. 


All  patients  who  entered  the  study  were  evaluated  for  side  effects. 


TMP/SMX  ampicillin 

Clinical  signs  or  symptoms  (117  patients)  (120  patients] 

TMP/SMX  ampicillin 

Laboratory  abnormalities  (117  patients)  (120  patients) 
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thrombocytopenia 
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rash  with  pruritus 
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nausea 
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anemia 
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nausea  and  vomiting 
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SCOT 
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diarrhea 
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constipation 
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alkaline  phosphatase 
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— 

facial  swelling 

1 
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— 

alkaline  phosphatase, 

SGOT,  SGPT 
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— 

bilirubin,  alkaline 

phosphatase,  SGOT 

1 

— 

creatinine 

1 

4 

INDICATIONS;  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible  organ- 
isms (usually  £schench/a  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis  and.  less  frequently,  indole  positive  Proteus  species). 


IMPORTANT  NOTE.  Currently,  the  increasing  frequency  of 
resistant  organisms  is  a limitation  of  the  usefulness  of  all  anti- 
bacterial agents,  especially  in  the  treatment  of  chronic  and  re- 
current urinary  tract  infections. 


CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or 
sulfonamides.  Pregnancyandduringthenursing  period.  (Before 
prescribing,  please  consult  package  insert.) 

WARNINGS:  Deaths  associated  with  the  administration  of  sul- 
fonamides have  been  reported  from  hypersensitivity  reactions, 
agranulocytosis, aplasticanemiaandotherblood dyscrasias  Ex- 
perience with  trimethoprim  alone  is  much  more  limited,  but  it 
has  been  reported  to  interfere  with  hematopoiesis  in  occasional 
patients.  In  elderly  patients  concurrently  receiving  certain 
diuretics,  primarily  thiazides,  an  increased  incidence  of  throm- 
bopenia  with  purpura  has  been  reported 

The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood 
disorders.  Complete  blood  counts  should  be  done  frequently  in 
patients  receiving  Septra  If  a significant  reduction  in  the  count 
of  anyformed  blood  element  is  noted.  Septra  should  be  discon- 
tinued. 

At  the  present  time  there  is  insufficient  clinical  information  on 
the  use  of  Septra  in  infants  and  children  under  1 2 years  of  age  to 
recommend  its  use. 


urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
phylactoid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis 

Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 
C.N.S.  Reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  Reactions:  Drug  fever,  chills,  and  toxic  nephrosis 
with  oliguria  and  anuria.  Periarteritis  nodosa  and  L E phenom- 
enon have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral 
hypoglycemic  agents.  Goiter  production,  diuresis  and  hypo- 
glycemia have  occurred  rarely  in  patients  receiving  sulfonam- 
ides. Cross-sensitivity  may  exist  with  these  agents.  Rats  appear 
to  be  especially  susceptible  to  the  goitrogenic  effects  of  sulfon- 
amides, and  long-term  administration  has  produced  thyroid 
malignancies  in  the  species. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use 
in  children  under  12  years  of  age. 

The  usual  adult  dosage  is  2 tablets  every  12  hours  for  10  to 
14  days 

For  patients  with  renal  impairment' 


PRECAUTIONS:  Septra  should  be  given  with  caution  to  patients 
with  impaired  renal  or  hepatic  function,  to  those  with  possible 
folate  deficiency  and  to  those  with  severe  allergy  or  bronchial 
asthma.  In  glucose-6-phosphate  dehydrogenase-deficient 
individuals,  hemolysis  may  occur.  This  reaction  is  frequently 
dose-related.  Adequate  fluid  intake  must  be  maintained  in  order 
to  prevent  crystalluria  and  stone  formation.  Urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  should 
be  performed  during  therapy,  particularly  for  those  patients 
with  impaired  renal  function. 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  Standard  Regimen 

15-30 

2 Tablets  Every  24  Hours 

Below  15 

Use  Not  Recommended 

ADVERSE  REACTIONS;  For  completeness,  all  major  reactions 
to  sulfonamides  and  to  trimethoprim  are  included  below  even 
though  they  may  not  have  been  reported  with  Septra. 

Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia,  megalo- 
blastic anemia.  thrombopenia,  leukopenia,  hemolytic  anemia, 
purpura,  hypoprothrombinemia  and  methemoglobinemia. 

Allergic  Reactions:  Erythema  multiforme,  Stevens-Johnson 
syndrome,  generalized  skin  eruDtioas_enidemiaL^igcmh.sia- 


HOW  SUPPLIED:  Tablets,  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole— bottles  of  40.  100  and  500  tablets 
and  strip  packages  of  100  tablets,  each  tablet  individually 
packed 

REFERENCE:  1.  From  a multiclinic  study  based  on  a single 
protocol  Data  on  file  in  the  Medical  Department.  Burroughs 
Wellcome  Co. 


'Burroughs  Wellcome  Co. 

Research  Triangle  Park 


When  a patient  comes  to  you  with  a 
sore  throat,  you  often  prescribe  antibiotics 
But  why  not  give  him  something  for  the  pain 
as  well— Chloraseptic. 

As  you  know,  sore  throat  pain  can 
be  annoying  because  of  the  many  nerve 
endings  in  the  throat,  And  Chloraseptic 
provides  efficient  topical  anesthetic/ 
analgesic  action  which  numbs  nerve  end 
ingsatthe  site  of  the  pain— to  relieve  pain 
almost  immediately. 


With  his  pain  alleviated,  the  patient  can  rest  * 
more  comfortably  and  wait  for  the  antibiotic's 
long-term  benefits  to  take  effect. 

Available  as  Liquid,  Aerosol  Spray  or  Lozenges 


ssthetic 

¡septic 


CHIDRASEPTIC 

DOES. 


EATON  LABORATORIES/ Norwich  International 
41 0 Park  Avenue,  New  York,  N.Y.  U.S.A. 


helps  relieve  the  torment  of 
ulcerative  colitis 

RORASUL 

(salicylazosulfapyridine) 

Brief  summary  of  prescribing  information. 

Indications;  Rorasul™  is  Indicated  as  adjunctive  therapy  in 
the  treatment  of  ulcerative  colitis. 

Contraindications:  Hypersensitivity  to  sulfonamides  or 
salicylates  In  infants  under  2 years  In  intestinal  and  urinary 
obstructions  In  nursing  mothers  In  the  newborn  sul- 
fonamides may  cause  kern  icterus.  In  patients  with  porphyria 
Warnings:  Use  in  Pregnancy:  Safe  use  of  sulfonamides  in 
pregnancy  has  not  been  established.  Benefit-to-risk  ratio 
must  be  carefully  evaluated  when  drug  given  during 
pregnancy,  especially  at  term  Teratogenic  potential  of 
most  sulfonamides  has  not  been  thoroughly  investigated 
Bony  abnormalities  have  been  observed  in  rat  offspring 
after  high  oral  doses  of  certain  sulfonamides  were  given 
to  pregnant  rats. 

Other  Warnings:  Critical  appraisal  should  precede  use  of 
the  drug  in  patients  with  hepatic  or  renal  damage  or  blood 
dyscrasias 

Death  associated  with  the  administration  of  sulfonamides 
has  been  reported  from  hypersensitivity  reactions,  agranu- 
locytosis, aplastic  anemia,  and  other  blood  dyscrasias 
The  presence  of  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders 

Complete  blood  counts  and  urinalysis  should  be  done 
frequently 

Precautions:  Give  with  caution  to  patients  with  severe 
allergy  or  bronchial  asthma 

Maintain  adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Absorption  of  drug  increases  where  colon  ulcerations  are 
extensive 

Patients  with  glucose-6-phosphate  dehydrogenase 
deficiency  should  be  observed  closely  for  signs  of  hemolytic 
anemia 

If  toxic  or  hypersensitivity  reactions  occur,  the  drug 
should  be  discontinued  immediately 
Adverse  Reactions:  The  most  common  adverse  reactions 
associated  with  Rorasul'"  therapy  are  anorexia,  nausea, 
vomiting,  and  gastric  distress.  The  following  adverse  re- 
actions have  been  reported  to  occur  during  therapy  with 
Rorasul"'  or  other  sulfonamides: 

A helpful  aid  from  Rorer— 

“The  Ulcerative  Colitis  Patient  Handbook” 

To  facilitate  patient  management,  Rorer  has  prepared  a comprehensive  handbook.  This 
easy-to-understand  publication  will  explain  to  your  patients  what  ulcerative  colitis  is,  how 
you  are  going  to  help  them,  and  what  they  must  do  to  help  themselves— including  discus- 
sions concerning  diet,  medication,  and  management  of  emotional  problems.  To  receive 
this  helpful  aid  and/or  professional  samples  of  Rorasul™  (salicylazosulfapyridine),  simply 
fill  out  and  return  the  coupon  below. 

I 

I WILLIAM  H.  RORER,  INC. 

I 500  Virginia  Drive,  Fort  Washington,  Pa.  19034 

I □ professional  samples  of  Rorasul  ™ (salicylazosulfapyridine) 

I □ five  copies  of  □ ten  copies  of 
I "The  Ulcerative  Colitis  Patient  Handbook " 

I 
I 

I M.D. 


Address. 


City State Zip 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 


Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia, 
thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia,  and  methemoglobinemia 

Hypersensitivity  Reactions:  Generalized  skin  eruptions, 
erythema  multiforme  (Stevens-Johnson  syndrome), 
exfoliative  dermatitis,  epidermal  necrolysis,  pruritus, 
urticaria,  photosensitization;  anaphylaxis,  serum  sickness 
syndrome,  chills,  drug  fever,  periorbital  edema,  conjunctival 
and  scleral  injection,  arthralgia;  allergic  myocarditis;  poly- 
arteritis nodosa,  and  L E phenomenon 

Gastrointestinal  Reactions:  Anorexia,  nausea,  emesis, 
abdominal  pains,  diarrhea,  stomatitis,  pancreatitis,  and 
hepatitis.  CNS  Reactions:  Headache,  vertigo,  tinnitus, 
peripheral  neuropathy,  ataxia,  convulsions,  insomnia, 
mental  depression,  hallucinations  and  drowsiness. 

Renal  Reactions:  Crystalluria,  hematuria,  and  proteinuria. 
Toxic  nephrosis  with  oliguria  and  anuria 

The  sulfonamides  bear  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide  and  the  thia- 
zides), and  oral  hypoglycemic  agents.  Goiter  production, 
diuresis,  and  hypoglycemia  have  occurred  rarely  in  patients 
receiving  sulfonamides.  Cross-sensitivity  may  exist  with 
these  agents 

Rorasul™  (salicylazosulfapyridine)  produces  an  orange- 
yellow  color  when  the  urine  is  alkaline.  Similar  discolora- 
tion of  the  skin  has  also  been  reported 
Treatment  of  Overdosage  and  Sensitivity  Reactions:  See 
complete  product  information 
How  Supplied:  Tablets,  500  mg  . 1 r O s. 

Important:  Consult  complete  proa':ct  information  before 
prescribing 

References;  1 . Bargen,  J A : Chronic  Ulcerative  Colitis:  A 
Lifelong  Study,  Springfield,  III  , Charles  C Thomas.  1 969. 
p 45  2.  Misiewicz,  J J , et  at. : Lancet  7:1 85  (Jan.  23)  1 965. 

3.  Lennard-Jones  J E , et  at.:  Lancet  7 :1 88  (Jan  23)  1965 

4.  Goodman.  L.  S , and  Gilman,  A.  (eds  ):  in  The  Pharma- 
cological Basis  of  Therapeutics,  ed  4.  New  York,  The 
Macmillan  Company,  1970,  p 1 193  5.  Cretzmeyer,  C.  H.: 
Med.  Sci.  7 6:80  (Oct)  1 965  6.  Modell,  W.  (ed  ):  in  Drugs  of 
Choice  1972-1973,  St.  Louis,  The  C V Mosby  Company. 
1972,  p.  314 


Each  tablet  contains  8(3  mg  trimethoprim 
and  40Ü  mg  sulfamethoxazole. 

A high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter,  Proteus  mi  rabil  is,  and, 
less  frequently,  indole-positive  proteus  species. 


fefore  prescribing,  please  consult  complete  product 
nformation,  a summary  of  which  follows: 

I ndications:  Chronic  urinary  tract  infections  (primarily 
)yelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coH,  Klebsiella-Enterobacter, 
^roteus  mirabais,  and,  less  frequently,  indole-positive 
)roteus  species). 

'Jote:  The  increasing  frequency  of  resistant  organisms 
imits  the  usefulness  of  antibacterials,  especially  in 
rhronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
Drsulfonamides;  pregnancy;  nursing  mothers. 
kVarnings:  Deaths  from  hypersensitivity  reactions, 
igranulocytosis,  aplastic  anemia  and  other  blood  dys- 
:rasias  have  been  associated  with  sulfonamides.  Expe- 
'ience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
eported  as  well  as  an  increased  incidence  of  throm- 
oopenia  in  elderly  patients  on  diuretics,  primarily 
ihiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
f a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
, careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
'function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
¡mides  and  trimethoprim  are  included,  even  if  not 
• reported  with  Bactrim.  6/ooddyscras/as;  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
jbopenia,  leukopenia,  hemolytic  anemia,  purpura, 
|hypoprothrombinemia  and  methemoglobinemia. 

' Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus. 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
Eor  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  New  Jersey  07110 


Bactrirrt 

Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 


FRANCIS  A.  COUWTWAY 
library  of  MEDlCtflE 
BOSTON 
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THE  FPAMOIS  A.  CO’’NTWAT 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
' States  manifested  by  tension,  anxiety,  ap- 
pflh^^ion,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctiveiy  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctiveiy  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


i 


I 


f 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


I 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


anti-inflammatory 
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antibacterial 


antipruritic 


antifungal 


It’s  plain  to  see  that  you  need  more  than 
an  ordinary  topical  steroid  to  clear  a 
dermatitis  infected  with  fungi  or  bacteria. 

Vioform- Hydrocortisone,  with  its  four- 
way action,  provides  the  kind  of  comprehen- 
sive therapy  many  common  dermatoses* 
require. 


’This  drug  has  been  evaluated  as  possibly  effective  for  these  indi- 
cations. See  brief  prescribing  information. 


Vioform-Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows; 

"Possibly”  effective:  Contact  or  atopic  dermatitis;  impetigi- 
nized  eczema;  nummular,  eczema;  infantile  eczema;  endoge- 
nous chronic  infectious  dermatitis;  stasis  dermatitis;  pyoderma; 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani); 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


CONTRAINDICATIONS 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 
positive result  if  Vioform  is  present  in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for  long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
and  1%  hydrocortisone  in  a petrolatum  base;  tubes  of  5 and  20  Gm. 
Lotion,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic  acid,  cetyl  alcohol,  lanolin, 
propyleneglycol,  sorbitan  trioleate,  polysorbateOO,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
squeeze  bottles  of  15  ml.  Mild  Cream,  3%  iodochlorhydroxyquin 
and  0.5%  hydrocortisone  in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petrolatum,  sodium 
lauryl  sulfate,  and  glycerin  in  water;  tubes  of  V2  and  1 ounce. 

Mild  Ointment,  3%  iodochlorhydroxyquin  and  0.5%  hydrocortisone 
in  a petrolatum  base;  tubes  of  1/2  and  1 ounce. 

Consult  complete  product  literature  before  prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  2/5007  17 


Hypersensitivity  to  Vioform-Hydrocortisone,  or  any  of  its  ingredi- 
ents or  related  compounds;  lesions  of  the  eye;  tuberculosis  of  the 
skin;  most  viral  skin  lesions  (including  herpes  simplex,  vaccinia, 
and  varicella). 

WARNINGS 

This  product,  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate  systemic  anti- 
biotics should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  fe- 
males has  not  been  established.  Therefore, 
they  should  not  be  used  extensively  on  preg- 
nant patients  in  large  amounts  or  for  pro- 
longed periods  of  time. 


Viaform- 


I^drocorusone 

(iodochlorhydroxyquin 
and  hydrocortisone)  ^ 


Another  fact... 
the  most  widely 
prescribed  form... 
20  Gm  cream 
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lALFORMACIONES  CARDIACAS  Y EXTRACARDIACAS 
.SOCIADAS  A ANOMALIAS  ESPLENICAS  CONGENITAS 


Rafael  V illavicencio,  M.  D. 
Jorge  Sánchez,  M.  D. 
Amalia  Martínez  Picó,  M.  D. 


Las  anomalías  congénilas  del  bazo  son  variables, 
desde  bazos  múltiples  basta  la  ausencia  total  de 
tejido  esplénico.  Su  asociación  con  malformaciones 
en  otros  sistemas,  principalmente  el  cardiovascular 
se  conoce  desde  hace  más  de  un  siglo  (1).  Sin  embargo, 
las  implicaciones  que  esta  asociación  puede  tener  vinie- 
ron a considerarse  por  primera  vez  hace  aproximadamen- 
te 20  años,  en  el  estudio  hecho  por  Ivemark,  donde  se 
sugiere  que  otras  malformaciones  congénitas  del  bazo 
pueden  ocurrir  en  asociación  con  cardiopatías  congénitas 
severas.  Ivemark  describe  en  detalle  esta  asociación,  pero 
también  hace  mención  a la  poliesplenia  y a los  bazos 
supernumerarios  (2).  Solo  en  la  última  década  han  sido 
incluidos  los  bazos  hipoplásticos  y los  multilobulados 
como  anomalías  esplénicas  que  también  pueden  estar 
asociadas  a cardiopatías  congénitas  severas  (3,  4,  5). 

El  propósito  principal  de  este  trabajo  es  señalar  las 
anomalías  cardíacas  y extracardíacas  asociadas  a defec- 
tos esplénicos  congénitos  en  9 casos  recopilados  en  el 
Departamento  de  Pediatría  del  Hospital  Universitario 
durante  un  período  de  tres  años. 

También  queremos  sugerir  una  forma  más  sistemática 
para  agrupar  este  complejo  de  malformaciones  cardio- 
esplénicas  que  anteriormente,  y por  la  similaridad  de  sus 
anomalías  cardiovasculares  congénitas  eran  incluidas 
dentro  del  “Síndrome  de  A.splenia”.  Esto  se  hacía 
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a pesar  de  que  se  pudiese  demostrar  más  tarde  la  presen- 
cia del  tejido  esplénico;  y según  nuestro  concepto  del 
síndrome  esto  resulta  contradictorio  e incorrecto. 

Estamos  conscientes  que  las  variantes  del  síndrome 
son  muchas,  que  este  es  muy  amplio,  y que  una  agru- 
pación más  definida,  como  la  que  sugerimos,  contribui- 
rán a comprender  mejor  este  síndrome  cardio-esplénico. 

Material  y Resultados 

Este  estudio  comprende  9 pacientes  con  anomalías  congé- 
nitas del  bazo,  donde  todos  demostraron  cardiopatías  congénitas 
asociadas,  así  como  malformaciones  de  otros  sistemas  en  un 
elevado  por  ciento  de  ellos. 

De  estos  nueve  pacientes  5 eran  hembras  y 4 varones,  cuyas 
edades  fluctuaron  desde  3 días  hasta  los  2 1/2  años.  Este 
material  representa  aproximadamente  un  1 por  ciento  del  total 
de  pacientes  con  cardiopatías  ho.spitalizados  en  nuestro  Depar- 
tamento durante  ese  período  de  tres  años. 

En  todos  los  casos  se  hizo  angiocardiografía  con  fines 
diagnósticos.  En  4 casos  se  efectuó  cirugía  paliativa,  en  un  caso 
se  implantó  un  marcapasos,  y en  otro  caso  se  intentó  cirugía 
paliativa  sin  que  fuese  técnicamente  posible  realizarla.  En  los 
restantes  casos  no  se  realizó  ningún  acto  quirúrgico,  ya  bien 
porque  la  gravedad  del  cuadro  cb'nico  contraindicaba  cualquier 
procedimiento  en  esos  momentos,  o porque  su  cardiopalía 
fuese  considerada  inoperable.  En  todos  los  casos  se  logró  hacer 
el  estudio  post-mortem. 

Utilizando  una  base  anatómica  para  analizar  y agmpar  el 
material  clínico,  este  se  dividió  en  5 grandes  grupos,  donde  se 
describen  nuestros  hallazgos.  Esta  clasificación  es  la  que  reco- 
mendamos para  agmpar  todas  las  entidades  del  síndrome 
cardioesplénico: 

1.  Anesplenia  — o ausencia  congénita  del  bazo.  Con  esta 
condición  tuvimos  3 pacientes,  de  los  cuales  dos  eran 

hembras  y uno  varón.  Sus  edades  fluctuaron  desde  las 
72  horas  hasta  los  dos  meses  de  edad.  Las  anomalías 
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presentes  en  ellos  eran  multisistémicas  y fueron  confir- 
madas por  necropsia.  Las  anomalías  halladas  fueron  las 
siguientes: 

a)  Sbtema  gastrointestinal  — hubo  malrotación  en 
dos  casos,  uno  de  los  cuales  también  reveló  betero- 
taxia  abdominal.  El  otro  paciente  tenia  un  sistema 
gastrointestinal  completamente  normal. 

b)  Hígado  — hubo  evidencia  de  isomerismo  hepático 
en  todos  los  casos  (Fig.  1).  La  vesícula  biliar  siem- 
pre estuvo  localizada  en  el  lado  derecho,  y no  hubo 
duplicación  de  vesícula  en  ningún  caso. 

c)  Pulmones  — eran  bilateralmente  trilobulados  en 
todos  los  casos(Fig.  2).  En  el  único  caso  en  que  se 
examinó  el  árbol  traqueobronquial  se  demostró 
también  isomerismo,  con  bronquios  cpiarteriales 
bilaterales. 

d)  Sistema  Cardiovascular  — presentó  anomalías  gra- 
ves y complejas  como  se  resume  en  la  figura  3. 
Como  podemos  ver,  en  todos  los  casos  hubo  atrio 
y ventrículo  común  (cor  biloculare),  siguiéndole 
la  atresia  pulmonar  en  orden  de  frecuencia,  y un 
caso  con  drenaje  venoso  anómalo  total  al  atrio 
derecho.  En  los  pacientes  con  asplenia  congénita  la 
vena  cava  inferior  y la  aorta  abdominal  están 
yuxtapuestas  en  el  miaño  lado  de  la  columna  ver- 
tebral, ya  bien  sea  a la  derecha  o a la  izquierda 
de  ésta.  En  nuestros  tres  casos  este  hallazgo  pudo 
confirmarse  al  igual  que  en  los  de  Elliott  (6) 
quien  lo  describió  en  la  totalidad  de  sus  pacientes 
con  asplenia  y al  que  le  dió  gran  importancia  diag- 
nóstica. 

2.  Poliesplenia  - múltiples  bazos  cuyo  peso  combinado  se 
aproxima  al  de  un  bazo  nomial.  Con  esta  condición  tuvi- 
mos tres  casos,  de  los  cuales  dos  eran  varones  y una  hem- 
bra. Sus  edades  fluctuaron  entre  los  dos  días  y dos  años 
y medio,  siendo  este  último  paciente  el  de  mayor  sobre- 
vivencia en  nuestra  serie.  Todos  Iso  casos  demostraron 
cardiopatías  severas  que  detallaremos  más  adelante.  Las 
alteraciones  de  otros  sistemas  en  presencia  de  poliesplenia 
también  se  observaron  en  nuestros  pacientes,  aunque 
con  una  incidencia  menor  que  en  la  asplenia.  Las  ano- 
malías halladas  fueron  las  siguientes: 

a)  Sistema  gastrointestinal  — hubo  malrotación  visce- 
ral con  heterotaxia  abdominal  en  dos  casos.  El 
otro  paciente  tenía  un  sistema  gastrointestinal 
nonnal,  pero  desarrolló  pneumatosis  intestinalis 
que  le  produjo  la  muerte. 

b)  Hígado  — se  observó  isomeriano  hepático  en  un 
solo  caso.  La  vesícula  biliar  siempre  estuvo  presen- 
te y normalmente  localizada. 

c)  Pulmones  — estaban  bilobulados  en  un  caso,  los 
restantes  dos  presentaron  lobulación  y árbol  tra- 
queobronquial nonnal. 


Figura  2:  Corazón  y pulmones  de  un  paciente  con  asplenia. 
Nótese  que  ambos  pulmones  son  trilobulados. 


Figura  1:  Radiografía  de  tórax  de  un  paciente  con  asplenia. 
Puede  apreciarse  el  "hígado  simétrico”  característico  en  esta 
condición. 
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Figura  3:  Tabla  esquemática  de  las  cardiopatías  presentes 
en  nuestros  casos  de  asplenia. 


d)  Sistema  cardiovascular  — demostró  graves  mal- 
formaciones congénitas  en  todos  los  casos  (Fig.  4). 
Hubo  atrio  y válvula  atrio-venüicular  común  en  los 
tres  casos.  Dos  de  ellos  revelaron  ausencia  de  la 
porción  hepática  de  la  vena  cava  inferior;  defectos 
severos  de  la  conducción  cardíaca,  y ventrículo 
único.  Otros  defectos,  todos  ellos  poco  frecuentes 
en  la  poliesplenia,  como  la  atresia  pulmonar  y 
comunicaciones  interventriculares  e interatriales, 
se  vieron  en  un  caso.  No  hubo  yuxtaposición  de 
la  vena  cava  inferior  y aorta  abdominal  en  ningún 
caso. 

3.  Disesplenia  q Hipoplasia  Esplénica  — Con  esta  condición 
tuvimos  dos  pacientes,  uno  de  cada  sexo,  y en  ambos 
casos  el  bazo  rudimentario  (F'ig.  5a)  ocupaba  su  posición 
uaial  en  la  cavidad  abdominal.  Asimismo  atnbos  bazos 
demostraron  una  histología  normal  (Fig.  5b). 

El  bazo  del  caso  número  1 pesaba  5.8  gm.,  siendo  lo 
normal  para  ai  edad  6.2  gm.  En  el  segundo  caso  el  peso 
del  bazo  era  de  15  gm.  cuando  debía  ser  de  25  gm.  para 
poderse  considerar  dentro  de  los  b'mites  normales  estable- 
cidos en  nuestro  laboratorio  de  anatomía  patológica. 

Ambos  casos  de  disesplenia  demostraron  complejas  y 
severas  cardiopatías  congénitas  que  resumimos  en  la  figura 


6.  Como  podemos  ver,  también  este  defecto  anatómico 
del  bazo  va  asociado  con  cardiopatías  que  clínicamente 
son  similares  a las  de.scritas  por  Ivemark  (2)  en  los  casos 
de  asplenia. 

Además  de  las  cardiovasculares,  también  hubo  mal- 
formaciones en  otros  sistemas  similares  a las  encontradas 
en  las  anomab'as  esplénicas  ya  descritas.  En  un  caso  hu- 
bo pulmones  trilobulados  y heterotaxia  abdominal  con 
malrotación  intestinal;  el  otro  presentó  pulmones  y vis- 
ceras normales,  y en  ambos  hubo  hígado  simétrico.  Am- 
bos pacientes  demostraron  extendidos  de  sangre  periférica 
positivos  para  corpúsculos  de  Howell-JoUy. 

4.  Bazos  Accesorios  o Supernumerarios  — con  esta  anomalía 
esplénica  tuvimos  un  solo  caso.  F’ue  un  infante  de  5 días 
de  nacido  que  demostró  desaturación  arterial  y fallo 
cardíaco  refractorio  al  tratamiento  médico.  La  angio- 
cardiografía  demostró  un  tronco  arterioso  tipo  11  (según 
la  clasificación  de  Edwards),  hipoplasia  de  atrio  y ven- 
trículo izquierdos,  así  como  una  vena  cava  superior  iz- 
quierda persistente.  Se  recomendó  una  constricción 
quirúrgica  de  las  arterias  pulmonares  como  último  recurso 
para  mejorar  su  condición  crítica,  pero  durante  el  proce- 
dimiento desarrolló  fibrilación  ventricular  irreversible.  La 
autopsia  confirmó  los  hallazgos  angiocardiográficos  y ade- 
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Atrio  Común 

Válvula 

A-V  Común 

Ausencia  He  Porción  Hepática 
He  Vena  Cava  Inferior 

Bloqueo 

A-V  Congénito 

^888888888888888888^ 

Ventrículo  Unico 

Tronco  Arterioso 
Persistente 

Defecto  tipo  " Ostium 
Primum  " 

CIV 


Atresia  Pulmonar 


Persistencia  He  Vena 
Cava  Superior  Izq. 


Figura  4;  Tabla  esquemática  de  las  cardiopatías  presentes 
en  nuestros  casos  de  poliesplenia. 


Figura  5a:  Nodulo  esplénico  rudimentario  en  el  caso  número 
I.  Localizado  en  el  cuadrante  superior  izquierdo  de  la  cavidad 
abdominal 


Figura  5b:  Corte  del  bazo  rudimentario  (caso  número  l) 
demostrando  tejido  esplénico  normal 
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CASO  1* 

CASO  2* 

COR  BILOCULARE 

ATRESIA  PULMONAR 

RETORNO  VENOSO  ANOMALO  TOTAL 

DEFECTO  TIPO  "OSTIUM  SECUNDUM" 

VALVULA  A-V  COMUN 

INVERSION  ATRIAL  y VENTRICULAR 

PERSISTENCIA  DE  VENA  CAVA 

SUPERIOR  IZQUIERDA 

PERSISTENCIA  DE  VENA  CAVA 
SUPERIOR  IZQUIERDA 

DUCTO  ARTERIOSO  PATENTE 

* CORPUSCULOS  DE  HOWELL-  JOLLY 


Figura  6:  Tabla  esquemática  de  las  malformaciones  cardiovas- 
culares presentes  en  nuestros  casos  con  disesplenia  o hipo- 
plasia  esplénica. 


Figura  7:  Bazo  multilobulado. 


más  reveló  la  presencia  de  un  bazo  nonnal  con  cinco 
bazos  accesorios  cerca  de  éste.  No  se  observaron  ano- 
mab'as  en  ningún  otro  sistema. 

5.  Bazo  Multilobulado  — en  ellos  la  masa  esplénica  está 
compuesta  por  varios  lóbulos  unidos  entre  sí  por  tejido 
conjuntivo  (Fig.  7).  Con  esta  condición  no  tuvimos 
ningún  caso  en  nuestra  pequeña  serie. 

Discusión 

La  asplenia  o anesplenia  es  un  defecto  poco  común, 
y los  casos  reportados  en  la  literatura  médica  ligeramen- 
te sobrepasan  de  200.  Los  primeros  dos  casos,  descritos 
en  1740,  fueron  observados  independientemente  por 
Pohiius  y por  Jauch  (1)  y ninguno  de  ellos  estaba  acom- 
pañado por  malformaciones  en  otros  sistemas.  En  1826 
Martín  es  el  primero  en  reportar  un  caso  de  ausencia 
congenita  de  bazo  asociado  con  defectos  del  corazón 
y de  los  grandes  vasos,  (7)  y en  1952  Polhemus  y Scha- 
fer por  primera  vez  sugieren  el  carácter  sindrómico 
de  esta  asociación  (8).  Dos  años  más  tarde,  Gasser  y 
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Willi  informan  en  la  literatura  médica  los  primeros 
dos  casos  de  agenesia  congenita  del  bazo  en  ser  diag- 
nosticados clínicamente.  Luego  en  1955  Ivemark  pu- 
blica su  monumental  obra  en  la  que  recopila  todos  los 
casos  disponibles  en  la  literatura,  le  añade  otros  de  su 
propia  experiencia,  y con  este  material  hace  un  minu- 
cioso estudio  sobre  las  anomalías  cardíacas  y extra- 
cardíacas asociadas  a la  asplenia  congenita.  También 
en  su  obra  discute  acerca  de  la  embriología  y patogé- 
nesis de  este  síndrome,  admite  que  es  muy  complejo, 
y que  carece  de  data  suficiente  para  discutir  sobre  la 
etiología  del  mismo. 

En  los  pacientes  con  asplenia  se  puede  observar  una 
marcada  tendencia  al  desarrollo  simétrico  de  órganos 
normalmente  asimétricos.  Es  sabido  que  en  este  sín- 
drome el  pulmón  izquierdo  y el  lóbulo  izquierdo  del 
hígado  se  asemejan  anatómicamente  a sus  contrapartes 
derechos;  por  lo  que  se  dice  que  en  el  síndrome  de 
asplenia  hay  “duplicación”  de  las  estructuras  derechas. 
También  se  ha  demostrado  que  es  frecuente  en  estos  ca- 
sos el  isomerismo  atrial,  donde  ambos  atrios  son  de 
estructura  anatómica  derecha,  poseen  nódulos  sinoatria- 
les  bilaterales,  y el  seno  coronario  está  casi  invariable- 
mente ausente  (9).  Esto  último  se  debe  a que  la  estruc- 
tura de  la  cual  se  deriva  el  seno  coronario  es  de  origen 
embriológico  izquierdo.  Se  dice  que  como  el  bazo 
es  el  único  órgano  mesenquimatoso  unilateral  y siendo 
éste  una  estructura  de  localización  izquierda,  su  ausencia 
de  por  sí  sería  parte  de  la  “bilateralidad  de  estructuras 
derechas”  tan  característica  de  este  síndrome  (10). 

Las  cardiopatías  asociadas  a la  ausencia  congénita 
del  bazo  son  muy  variadas,  sin  embargo  en  su  mayoría 
son  complejas,  múltiples,  y embriológicamente  de  natu- 
raleza primitiva.  Gran  parte  de  estas  lesiones  traducen 
anomalías  de  la  región  atrio-ven tricular  (cor-biloculare), 
y la  atresia  pulmonar,  el  drenaje  venoso  anómalo,  la 
transposición  de  los  grandes  vasos  y las  venas  cavas 
superiores  bilaterales  le  siguen  en  frecuencia,  completan- 
do el  grupo  de  las  cardiopatías  más  frecuentemente  aso- 
ciadas con  asplenia  (1,  2,  7,  8,  9,  11).  Como  pudimos 
apreciar  en  la  figura  3 las  malformaciones  cardiovascu- 
lares halladas  en  nuestros  pacientes  con  ausencia  de 
bazo  son  consientes  con  las  reportadas  en  la  literatura 
revisada.  A la  presencia  de  estas  cardiopatías  comple- 
jas, en  ocasiones  incompatibles  con  la  vida,  junto  con 
las  manifestaciones  de  “duplicación”  de  las  estructuras 
derechas,  y la  ausencia  congénita  del  bazo  es  lo  que 


llamamos  el  síndrome  de  asplenia  o anesplenia. 

La  asociación  de  malformaciones  en  este  síndrome 
se  explica  embriológicamente  por  el  hecho  de  que 
primordio  esplénico  (un  área  engrosada  en  el  meso- 
gastrio  dorsal)  se  ve  por  primera  vez  en  el  momento 
en  que  la  fusión  de  los  cojinetes  endocárdicos,  la 
separación  parcial  del  corazón  en  dos  cámaras;  y la 
lobulación  pulmonar  definitiva  se  está  llevando  a cabo. 
También  para  esa  época  (31-36  días  de  vida  embriona- 
ria) el  intestino  comienza  su  rotación  y fijación  defini- 
tiva, y el  bazo  hace  su  aparición  en  el  lado  izquierdo 
del  mesogastrio  dorsal.  Se  ha  postulado  que  el  mismo 
factor  que  evita  la  formación  adecuada  del  bazo  tam- 
bién interfiere  con  los  procesos  formativos  de  los  otros 
órganos  que  se  están  llevando  a cabo  en  esos  momentos 
(12). 

Como  vemos,  el  síndrome  de  asplenia  implica  una 
variedad  amplia  de  anormalidades  multisistémicas,  siendo 
las  cardiovasculares  las  más  serias  y complejas.  Es  una 
condición  que  ofrece  un  pronóstico  sumamente  pobre, 
pues  conlleva  una  mortalidad  mayor  del  95  por  ciento 
durante  el  primer  año  de  vida  (13).  Sin  embargo  es 
oportuno  señalar  que  algunos  pacientes  con  asplenia 
congénita  han  presentado  cardiopatías  congénitas  seve- 
ras que  han  podido  ser  reparadas  quirúrgicamente  con 
éxito,  obteniéndose  una  cura  total  del  paciente  (14). 
Otros,  como  en  nuestra  propia  experiencia,  han  podido 
beneficiarse  de  cirugía  paliativa,  y algunos  no  han  pre- 
sentado cardiopatías  congénitas  asociadas  (15).  Nos 
consta  que  estos  casos  constituyen  más  bien  la  excep- 
ción, pero  queremos  señalarlos  como  evidencia  de  que 
no  siempre  el  diagnóstico  de  asplenia  va  asociado  con 
cardiopatías  congénitas  inoperables. 

Por  consiguiente  no  se  puede  excluir  categóricamente 
toda  alternativa  quirúrgica  y probabilidad  de  sobreviven- 
cia en  pacientes  sin  bazo  y con  cardiopatías  asociadas, 
aunque  éstas  sean  severas,  como  han  sugerido  algunos 
autores  (11,  16,  17).  En  un  momento  en  donde  la  ci- 
rugía cardiovascular  ha  progresado  tanto  como  para 
poder  realizar  con  éxito  la  reparación  total  de  cardio- 
patías complejas  (transposición  de  los  grandes  vasos, 
retomo  venoso  anómalo  y la  tetralogía  de  Fallot)  du- 
rante los  primeros  meses  de  vida,  tal  actitud  hacia 
aquellas  asociadas  con  la  ausencia  congénita  del  bazo 
pertenecen  afortunadamente  a tiempos  pasados. 

La  poliesplenia  la  definimos  como  aquella  condición 
donde  la  totalidad  del  tejido  esplénico  se  halla  dividido 
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en  dos  o más  masas  de  tamaño  similar.  La  localización 
de  estos  esplenículos  es  casi  siempre  a lo  largo  de  la  cur- 
vadura  mayor  del  estómago,  y su  número  es  usualmente 
de  3 a 10. 

Anteriormente  los  casos  de  poliesplenia  eran  incluidos 
dentro  del  “síndrome  de  asplenia”  probablemente  por  la 
semejanza  de  sus  cardiopatías  asociadas.  Más  tarde  la 
poliesplenia  se  fue  separando  en  una  entidad  diferente, 
supuestamente  más  benigna  que  la  asplenia,  y sin  atresia 
pulmonar  asociada. 

En  la  poliesplenia,  y contrario  a lo  que  sucede  en  la 
asplenia,  hay  una  tendencia  hacia  la  duplicación  de  las 
estructuras  izquierdas,  con  ausencia  de  las  estructuras 
normalmente  derechas.  La  evidencia  para  apoyar  esta 
creencia  lo  es  en  primer  lugar  la  presencia  de  poliesplenia 
de  por  sí,  le  sigue  la  presencia  de  pulmones  bilobulados 
con  estructura  de  pulmón  izquierdo,  como  en  uno  de 
nuestros  casos.  La  ausencia  de  la  porción  infrahepática 
de  la  vena  cava  inferior  es  un  hallazgo  frecuente  y es 
otro  factor  que  apoya  la  teoría  de  duplicación  de  es- 
tructuras izquierdas,  ya  que  esta  porción  de  la  vena 
cava  inferior  normalmente  se  desarrolla  de  una  estruc- 
tura venosa  de  localización  derecha  (10).  Otra  prueba 
de  esta  duplicación  izquierda  lo  es  la  ausencia  de  la  vesí- 
cula biliar  en  algunos  casos  con  poliesplenia  reportados 
en  la  literatura  (10,  18).  Debido  a estas  características 
es  que  lógicamente  se  le  conoce  a la  poliesplenia  como 
el  “síndrome  de  bilateralidad  del  lado  izquierdo”  o 
“levo-isomerismo”. 

En  general  las  cardiopatías  asociadas  a la  poliesplenia 
más  frecuentemente  descritas  en  la  literatura  son  del 
tipo  de  retomo  venoso  anómalo,  interrupción  de  la  cava 
inferior,  venas  cavas  superior  bilaterales,  defectos  del 
cojinete  endocárdico  y transposición  de  los  grandes 
vasos,  siendo  esta  última  cardiopatía  algo  menos  fre- 
cuente que  las  demás.  La  yuxtaposición  de  la  vena 
cava  inferior  y la  aorta  abdominal  tan  señalada  por 
Elliott  (6)  en  los  casos  de  asplenia  puede  verse  en  al- 
gunos casos  de  poliesplenia,  aunque  no  tan  consecuen- 
temente. 

En  este  complejo  de  malformaciones  asociadas  a la 
poliesplenia  el  defecto  que  causó  la  alteración  en  la 
morfogénesis  probablemente  tuvo  lugar  más  tarde  en  el 
desarrollo  embrionario  que  en  los  casos  de  asplenia.  Los 
diferentes  tipos  de  cardiopatías  halladas  por  nosotros  y 
descritas  en  la  literatura  en  ambos  síndromes  habla  en 
favor  de  esa  hipótesis  (8,  9,  10,  11,  12,  13).  Estas  car- 


diopatías a pesar  de  ser  diferentes,  tienen  en  común  el 
que  ambas  son  severas,  cianosantes,  de  manifestación 
temprana,  y muy  difíciles  de  distinguir  clínicamente. 

El  síndrome  de  poliesplenia  conlleva  mejor  pronós- 
tico si  lo  comparamos  con  el  de  la  asplenia  congenita, 
aunque  es  también  pobre,  pues  la  mortalidad  reportada 
en  el  primer  año  en  aquellos  casos  con  cardiopatías 
asociadas  es  de  un  60  por  ciento  (13). 

Sin  embargo,  ai  igual  que  en  el  síndrome  de  asplenia 
creemos  oportuno  señalar  que  algunos  pacientes  con 
poliesplenia  han  demostrado  cardiopatías  congénitas 
que  han  podido  ser  reparadas  quirúrgicamente,  sobre- 
viviendo hasta  la  segunda  década  en  algunos  casos;  (19) 
y otros  han  presentado  cardiopatías  congénitas  leves 
que  le  han  permitido  llegar  a la  vejez,  como  es  el  caso 
reportado  en  el  Japón  donde  la  paciente  vivió  hasta 
los  75  años  (20).  También  debemos  recordar  que 
puede  coexistir  la  poliesplenia  con  un  sistema  cardio- 
vascular normal  (2).  Por  las  tres  razones  anteriormente 
expuestas  tampoco  es  posible  asociar  invariablemente 
a este  síndrome  con  cardiopatías  congénitas  inoperables. 

Por  disesplenia  o hipoplasia  esplénica  entendemos  una 
condición  en  la  cual  hay  un  bazo  morfológicamente  ru- 
dimentario, que  puede  tener  una  función  esplénica  nor- 
mal o defectuosa,  pero  que  histológicamente  es  normal. 
La  asociación  de  anomalías  cardíacas  y extracardíacas 
con  esta  malfonnación  esplénica  no  constituye  ninguna 
novedad,  pues  ya  en  1955  Ivemark  mencionaba  la  co- 
existencia de  cardiopatías  congénitas  con  anomalías 
esplénicas  que  no  necesariamente  tenían  que  ser  la 
asplenia  o la  poliesplenia,  sin  embargo  hizo  énfasis  en 
que  estas  otras  anomalías  esplénicas  debían  ser  exclui- 
das del  síndrome  de  asplenia  (2). 

Más  tarde  Van  Praagh  y colaboradores  observaron 
casos  de  anomalías  cardíacas  con  bazos  rudimentarios 
y sugirieron  que  esta  asociación  podría  considerarse 
como  una  “fonna  frustre”  de  agenesia  congénita  del 
bazo  (2).  Luego  Layman  describe  otra  variante  de  este 
síndrome  al  reportar  un  caso  de  anomalías  cardíacas  y 
extracardíacas  típicas  de  la  anesplenia,  pero  con  un  bazo 
rudimentario  (3),  y más  recientemente  Sánchez  y cola- 
boradores han  informado  un  caso  similar,  pero  con  un 
bazo  completamente  normal  (22).  Todos  estos  ejemplos 
reafinnan  nuestro  concepto  de  la  amplia  gama  de  posi- 
bilidades que  puede  presentar  el  síndrome  cardio-espléni- 
co,  y la  necesidad  de  una  mejor  diferenciación  entre  sus 
variantes. 
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Creemos  importante  señalar  la  presencia  de  corpus- 1 
culos  de  Howell-Jolly  en  los  extendidos  de  sangre  de 
estos  pacientes  con  disesplenia,  ya  que  estaban  presentes 
en  todos  los  casos  de  la  literatura  revisada  (21,  22,  23)  ^ 
al  igual  que  en  nuestros  dos  pacientes.  Su  presencia  > 
es  de  gran  ayuda  en  el  diagnóstico  clínico,  sin  embargo 
opinamos  que  este  hallazgo  debe  más  bien  Interpretarse 
como  un  estado  de  hipoesplenia  funcional  y no  ana- 
tómica según  han  expresado  algunos  autores  reciente- 
mente (23).  Creemos  que  la  presencia  de  ellos  en  los 
pacientes  con  disesplenia  lo  que  indica  es  un  bloqueo 
o hipofunción  de  las  células  reticuloendoteliales  espié- 
nicas  y que  por  consiguiente  no  pueden  remover  de  la 
circulación  estos  hematíes  con  fragmentos  nucleares, 
sin  que  esto  necesariamente  implique  una  ausencia 
anatómica  de  tejido  esplénico.  Otra  evidencia  clínica 
de  la  ausencia  de  función  esplénica  es  la  susceptibilidad 
marcada  a infecciones  bacterianas  recurrentes  en  estos 
pacientes,  siendo  en  nuestros  casos  un  factor  importante 
en  su  desenlace  fatal,  tanto  en  los  casos  de  disesplenia 
como  en  los  de  asplenia  y poliesplenia.  Estos  pacientes 
con  disesplenia  no  solamente  carecen  de  la  función 
fagocítica  que  desempeñan  las  células  reticuloendote- 
liales esplénicas  sino  que  su  capacidad  inmunológica 
está  alterada  también. 

Por  estas  razones  recomendamos  que  una  vez  se 
identifiquen  estos  corpúsculos  se  efectúen  pruebas  diag- 
nósticas adicionales,  como  estudios  con  radioisótopos, 
con  el  fin  de  determinar  si  esta  hipoesplenia  es  fun- 
cional o anatómica.  Si  además  hay  sintomatológía 
cardíaca,  esto  debe  ir  seguido  por  estudios  angiocar- 
diográficos  con  el  fin  de  identificar  la  cardiopatía 
que  probablemente  esté  asociada  y poder  ofrecerle 
al  paciente  el  beneficio  de  cirugía  paliativa  de  ser  esta 
última  factible. 

Los  bazos  accesorios  o supernumerarios  consisten 
de  varios  esplenículos  además  del  bazo  normal  y cuyo 
número  y localización  puede  ser  variable,  siendo  la  más 
frecuente  cerca  del  bazo  normal. 

La  presencia  de  bazos  accesorios  como  indicio  de 
una  probable  cardiopatía  se  demostró  por  primera  vez 
recientemente  (24).  También  coexistiendo  con  los 
bazos  accesorios  se  describen  algunas  anormalidades 
en  otros  sistemas,  pero  el  que  se  afecta  con  más  fre- 
cuencia es  el  cardiovascular.  En  la  serie  de  Cahalane, 
y en  la  mayor  parte  de  las  series  necrópsicas  grandes  la 
incidencia  de  bazos  accesorios  es  de  un  10  por  ciento 


(25,  26),  y de  ese  por  ciento  aproximadamente  una 
quinta  parte  demostraron  malformaciones  del  sistema 
cardiovascular,  la  mayoría  de  ellas  severas. 

Hay  varias  teorías  tratando  de  explicar  la  em brío- 
génesis  de  los  bazos  supernumerarios,  unas  basándose 
en  una  producción  excesiva  de  tejido  esplénico,  otras 
dicen  que  es  consecuencia  de  un  desarrollo  simultáneo 
de  varios  anlajes,  y más  recientemente  se  ha  mencionado 
que  en  algunos  casos  esto  puede  deberse  a alteraciones 
cromosómicas.  Como  ejemplo  de  esto  último  lo  es  la 
presencia  de  bazos  accesorios  en  algunos  pacientes 
con  el  síndrome  de  trisomía  D (27),  los  cuales  sabemos 
tienen  una  alta  incidencia  de  cardiopatías  congénitas, 
sobre  todo  defectos  del  cojinete  endocárdico.  Sin  em- 
bargo, ninguna  de  estas  teorías  por  sí  sola  podría  expli- 
car la  asociación  de  estas  anomalías,  por  consiguiente 
se  favorece  el  concepto  de  etiologías  múltiples  por  com- 
binaciones de  cualquiera  de  estos 'mecanismos  para  ex- 
plicar la  presencia  de  las  malformaciones  descritas  en 
los  pacientes  con  bazos  accesorios. 

Con  relación  a los  bazos  multilo bulados  es  convenien- 
te señalar  que  si  bien  es  rara  la  asplenia  congénita,  la  aso- 
ciación de  bazos  multilobulados  y defectos  congénitos 
cardíacos  es  más  rara  aún.  Hasta  el  1960  solo  habían  17 
casos  informados  en  la  literatura,  y al  igual  que  los  otros 
componentes  del  síndrome  cardio-esplénico  las  cardio- 
patías halladas  fueron  complejas  y de  carácter  grave 
(4,  5).  La  mayoría  de  éstas  eran  del  tipo  de  defectos 
interatriales  grandes,  valvas  atrio-ventrículares  anómalas, 
comunicaciones  interventrículares  grandes,  y algunos 
con  transposición  de  los  grandes  vasos. 

Tampoco  existe  una  teoría  embriogenética  adecuada 
para  explicar  esta  asociación  de  malformaciones.  Se  ha 
postulado  que  el  mismo  factor  que  afecta  la  formación 
del  bazo  durante  la  quinta  semana  embrionaria  también 
interfiere  con  el  desarrollo  del  sistema  cardiovascular, 
sobre  todo  eon  la  fusión  de  los  cojinetes  endocárdicos, 
la  cual  se  lleva  a cabo  en  ese  período. 

Conclusiones 

En  cuanto  a los  resultados  en  general  de  nuestro 
estudio  queremos  señalar  que  aunque  reconocemos 
que  el  número  es  reducido,  hemos  podido  corroborar 
el  estrecho  vínculo  existente  entre  las  anomalías  con- 
génitas del  bazo  y anomalías  cardiovasculares  complejas. 
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llegando  a las  siguientes  conclusiones: 

1.  Que  estas  cardiopatías  congénitas  no  son  “exclu- 
sivas” de  aquellos  pacientes  con  ausencia  con- 
genita del  bazo,  sino  que  pueden  verse  asociadas 
a otras  malformaciones  más  simples  del  órgano, 
e incluso  en  pacientes  con  bazo  normal,  y que 
clínicamente  son  muy  difíciles  de  distinguir  de 
aquellas  asociadas  al  síndrome  de  asplenia. 

2.  Que  el  amplio  espectro  de  anomalías  esplénicas  y 

cardíacas  asociadas  nos  lleva  a pensar  en  una 
influencia  nociva  sobre  la  organogénesis  en  el 
momento  del  desarrollo  cardiovascular  y esplénico 
al  igual  que  sobre  otros  sistemas.  Cualquiera  que 
sea  esta  influencia  sobre  la  morfogénesis  ocasiona- 
rá una  gran  variedad  de  anormalidades  del  bazo  y 
del  sistema  cardiovascular. 

3.  Que  el  hecbo  de  demostrar  la  presencia  de  muchos 
bazos,  o bazos  poco  desarrollados,  o ningián  bazo 
no  indica  que  este  hallazgo  invariablemente  vaya 
asociado  a cardiopatías  inoperables.  Hemos  pro- 
bado que  no  es  cierto. 

4.  Que  debemos  de  abandonar  la  tendencia  de  incluir 
todas  estas  variantes  de  malformaciones  congénitas 
similares  dentro  del  “síndrome  de  asplenia”.  Cree- 
mos que  este  síndrome  es  tan  amplio  que  debe 
hacerse  una  separación  en  grupos  más  definida, 
y a este  conjunto  podemos  llamarlo:  Síndrome  de 
Ivemark,  o Anisoesplenia;  o Síndrome  Cardioesplé- 
nico,  como  preferimos  llamarlo  nosotros. 

Resumen 

Se  revisan  los  9 casos  con  anomalías  congénitas  del 
bazo  encontrados  en  el  Departamento  de  Pediatría  del 
Hospital  Universitario  durante  un  período  de  3 años. 
Los  casos  descritos  incluyen:  ausencia  de  bazo  (3); 
poliesplenia  (3);  hipoplasia  esplénica  (2);  y bazos  ac- 
cesorios (1). 


Se  describen  las  malformaciones  cardiovasculares 
asociadas  a estas  esplenopatías  y se  mencionan  los  de- 
fectos hallados  en  otros  órganos  como  pulmones;  y vis- 
ceras abdominales. 

Los  hallazgos  del  estudio  confinnan  la  elevada  inci- 
dencia de  cardiopatías  severas  y complejas  que  frecuen- 
temente se  asocian  a malformaciones  del  bazo,  incluyen- 
do en  estas  últimas  los  bazos  multilobulados.  Estas  car- 
diopatías son  casi  siempre  graves,  cianosantes,  y clínica- 
mente muy  difíciles  de  distinguir  entre  sí.  La  comple- 
jidad de  ellas  así  como  las  de  otros  sistemas  influyen 
directamente  en  el  pronóstico  del  paciente. 

Se  sugiere  que  se  abandone  el  término  de  “síndrome 
de  asplenia”  para  agrupar  estas  entidades  y se  recomien- 
da una  clasificación  anatómica  para  ello. 

Summary 

All  9 cases  of  congenital  anomalies  of  the  spleen 
found  at  the  Department  of  Pediatrics,  University 
Hospital  during  a 3 year  period  are  reviewed.  These 
include:  congenital  absence  of  the  spleen  (.3),  polysple- 
nia (.3),  splenic  hypoplasia  (2)  and  accessory  spleens  (1). 

Associated  cardiovascular  malformations  arc  descri- 
bed and  those  found  in  other  organ  systems  such  as  the 
lungs;  liver  and  abdominal  viscerae  are  mentioned. 

The  findings  support  the  high  incidence  of  complex 
cardiopathies  frequently  associated  with  splenic  mal- 
formations as  described  in  the  literature;  multilobulated 
spleens  are  also  included  in  such  malfonnations.  It  is 
agreed  that  these  cardiovascular  malformations  are  most 
of  the  time  severe,  of  the  cyanotic  type,  and  require 
angiocardiographic  studies  for  a precise  diagnosis.  Most 
of  them  have  a very  poor  prognosis. 

The  prevailing  tendency  to  classify  all  such  cardiosple- 
nic  malformations  under  the  “asplenia  syndrome”  is  dis- 
couraged. An  anatomical  classification  for  that  purpose 
is  in  turn  proposed. 


(References  will  be  submitted  upon  request  to  the  author) 
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rolapse  of  the  posterior  leaflet  of  the  mitral  valve 
has  been  the  subject  of  a number  of  recent  re- 
ports (1-3).  The  spectrum  of  clinical  findings  has  varied 
from  the  presence  of  a non-ejection  click  with  or  with- 
out a late  systolic  murmur  and  no  mitral  insufficiency 
to  severe  mitral  incompetence  with  a holosystolic 
murmur  and  no  click  (4-6).  Recently  it  has  been 
possible  to  bring  together  a description  of  this  syn- 
drome which  includes  clinical,  radiologic,  auscultatory, 
phonocardiographic,  electrocardiographic,  anatomic,  he- 
modynamic, angiographic,  familial  and  genetic  aspects. 
The  purpose  of  this  report  is  to  present  two  cases  which 
illustrate  some  of  the  features  of  this  syndrome  and 
to  review  some  of  the  recent  concepts  and  observations 
which  have  been  made  on  this  subject. 

Case  Presentations 

Case  No.  I 
Problem:  Chest  pain 

Subjective;  42-year  old  white  male  whose  history  dates  back 
to  1965  when  he  developed  an  episode  of  severe  cmshing 
substernal  chest  pain  accompanied  by  diaphoresis  and  short- 
ness of  breath.  He  was  hospitalized  for  two  weeks  after 
which  he  was  told  he  had  had  a “heart  attack”.  After  dis- 
charge from  the  hospital  he  remained  asymptomatic  except 
for  epigastric  discomfort  relieved  by  antacids.  He  did  relati- 
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vely  well  until  8 months  prior  to  admission  when  he  noted 
precordial  discomfort  not  related  to  effort  but  made  worse 
by  exertion  and  relieved  at  times  by  nitroglycerin.  He  was  not 
limited  in  his  physical  activities  by  the  pain  until  4 months 
prior  to  admission  when  the  frequency  and  intensity  of  the 
pain  increased.  He  denied  palpitations,  orthopnea,  dyspnea, 
paroxysmal  nocturnal  dyspnea  or  fatigue.  There  was  no 
history  of  hypercholesterolemia,  hypertension  or  family  history 
of  heart  disease. 

Objective:  BP-110/80,  P-84/min.  Pertinent  clinical  findings 

were  limited  to  the  heart.  The  point  of  maximum  impulse 
was  localized  within  the  midclavicular  line.  There  were  no 
thrills  or  heaves.  and  S2  were  normal.  A loud  was 
present  as  well  as  a Grade  11/6  midsystolic  murmur  in  the 
apex  which  did  not  transmit  to  the  axilla. 

X-rays  of  the  chest,  cervical  spine  as  well  as  esophagogram, 
gall  bladder  and  UGI  series  were  normal.  The  electrocardio- 
gram revealed  a vertical  axis  in  the  frontal  plane,  PR  interval 
of  .11  seconds,  a delta  wave  in  the  inferior  and  precordial 
leads,  consistent  with  type  A WPW  (figure  1).  A 24-hour 
Holter  monitoring  study  revealed  normal  sinus  rhythm,  no 
evidence  of  supraventricular  or  ventricular  irritability  was 
detected.  Treadmill  exercise  test  was  negative. 

Assesment  and  Plans 

It  was  felt  that  the  pain  was  atypical  for  ischemic 
coronary  artery  disease,  however,  considering  its  in- 
creasing frequency,  its  effects  on  the  patient’s  daily 
activities  and  the  absence  of  an  etiological  diagnosis, 
cardiac  catheterization,  coronary  angiography  and  His 
bundle  recordings  were  perfonned.  Considering  the 
midsystolic  murmur,  mitral  valve  prolapse  syndrome 
was  entertained. 

Results  and  Follow-Up 

Cardiac  catheterization  results: 

Pressures;  RA  mean  = 5,  RV  = 24/9,  P.A  = 24/11, 
mean  = 14, 
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PA  wedge:  A = 12,  V = 13,  mean  — 9,  LVEDP  - 19' 

The  cardiac  index  was  2.9  L/min/M"^,  tlie  ejection 
fraction  was  70  ^/o. 

Left  ventriculogram  in  the  RAO  projection  (figure  2) 
revealed  a normal  sized  left  ventricular  cavity  with 
increased  trabeculation.  Altliough  the  anterior  wall 
appeared  to  be  hypokinetic,  the  overall  left  ventricular 
contractility  was  not  impaired.  There  was  significant 
prolapse  of  the  posteromedial  and  anterolateral  scallop 
of  the  posterior  leaflet  of  the  mitral  valve.  There  was 
no  mitral  insufficiency.  The  coronary  arteries  were  nor- 
mal (figure  3). 

After  the  workup  was  completed  and  the  findings 
discussed  thoroughly  with  the  patient,  he  was  discharged 
on  propranolol  10  mg  qid.  A few  weeks  later  during  a 
follow-up  visit,  the  dose  of  propranolol  was  increased 
to  20  mgs  qid  because  of  recurrent  substemal  oppres- 
sion. Although  he  has  continued  to  complain  of 
occasional  episodes  of  chest  discomfort,  he  has  been 
able  to  return  to  work. 

Comment 

This  42-year  old  male  presented  with  clinical,  auscul- 


V4  V5  Ve 

Figure  1;  Case  J.  Electrocardiographic  tracing  showing  a 
PR  interval  of  .11  seconds  and  a positive  delta  wave  in  the 
inferior  and  right  precordial  leads  consistent  with  Type  A 

fPPfy. 


Figure  2:  Case  I.  Left  ventriculogram  showing  a normal 
size  left  ventricular  cavity  with  increased  trabeculations  and 
significant  prolapse  of  the  posteromedial  and  anterolateral 
(black  arrows)  scallops  of  the  posterior  mitral  leaflet. 


Figure  3:  Case  1.  Selective  coronary  arteriography  in  a 
patient  with  prolapse  mitral  valve  syndrome.  The  right 
(A,  B)  and  left  coronary  arteries  (C,  D)  are  free  of  obstructive 
lesions. 

tatory  and  angiographic  findings  of  mitral  valve  prolapse 
syndrome.  The  absence  of  mitral  insufficiency  is  re- 
markable and  has  been  previou.sly  reported  (7).  Ihe 
association  of  WPW  with  prolapse  ol  the  posterior 
leaflet  of  the  mitral  valve,  to  our  knowledge  has  not 
been  reported.  He  has  noted  a significant  improvement 
after  treatment  with  propranolol  was  started. 
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Case  No.  2 
Problem:  Chest  Pain 

Subjective:  44-year  old  white  male  whose  history  dates 

back  to  one  year  prior  to  admission  when  he  began  to  notice 
substernal  squeezing  pain  on  exertion  which  was  relieved 
by  sublingual  nitroglycerin.  Two  months  after  the  onset  of 
the  above  symptoms  he  developed  several  episodes  of  subs- 
temal  discomfort  at  rest.  He  was  referred  to  another  insti- 
tution for  further  evaluation.  After  serial  enzymes  and 
electrocardiographic  tracings  were  taken,  a diagnostic  cardiac 
catheterization  was  performed.  The  results  revealed  hypo- 
kinesis  of  the  antero-apical  segment  of  the  left  ventricle  and 
extensive  three  vessel  disease.  An  operation  was  recommended 
but  it  was  refused.  He  was  subsequently  started  on  propra- 
nolol, isosorbide  dinitrate  and  nitroglycerin  with  improvement 
in  his  physical  condition.  He  did  relatively  well  except  for  one  or 
two  episodes  of  stable  angina  pectoria  per  week  until  one  month 
prior  to  admission  when  he  began  to  experience  increased  severi- 
ty and  frequency  of  chest  pain.  Over  the  previous  4 weeks 
before  admission  he  took  about  25-30  nitroglycerin  tablets 
per  week. 

Objective:  BP  140/90,  P = 90/minute 

He  appeared  to  be  a well  developed,  well  nourished  male, 
complaining  of  precordial  discomfort.  Prominent  ear  creases 
were  present.  Pertinent  clinical  findings  were  limited  to  the 
heart.  A prominent  as  well  as  an  intermittent  grade  11/6 
systolic  murmur  were  present  in  the  apex.  No  clicks  were 
audible.  Chest  x-ray  was  normal  and  the  electrocardiogram 
allowed  non-specific  ST-T  wave  abnormalities  in  the  left 
precordial  leads. 

Assessment  and  Plans 

Immediately  after  admission  serial  enzymes  and 
electrocardiographic  tracings  were  done  in  order  to 
rule  out  an  acute  myocardial  infarction.  Considering 
the  increasing  episodes  of  chest  pain  over  the  past 
few  weeks  before  admission  unresponsive  to  medical 
therapy,  coronary  arteriography  was  perfonned  after 
propranolol  was  tapered  down  and  discontinued.  The 
results  revealed  95  °/o  occlusion  of  the  right  coronary 
artery,  100  °/o  obstruction  of  the  left  anterior  des- 
cending and  a significant  (80  ®/o)  lesion  in  the  cir- 
cumflex with  adequate  distal  run-off  (figure  4).  The 
left  ventriculogram  in  the  RAO  projection  revealed 
moderate  hypokinesis  of  the  anterior  and  inferior  wall. 
Significant  prolapse  of  the  posteromedial  commissural 
scallop  was  observed  (figure  5).  Intracardiac  pressures. 


Figure  4;  Case  2.  Selective  coronary  arteriography  in  a 
patient  with  prolapsed  mitral  valve  and  advanced  coronary 
artery  disease.  The  right  coronary  artery  (A)  shows  subtotal 
obstructive  lesions  (black  arrows)  in  the  distal  segment,  proxi- 
mal to  the  crux  of  the  heart.  The  left  coronary  artery  (B) 
shows  total  occlusion  of  the  left  anterior  descending  (black 
arrow)  and  an  80  °/o  lesion  in  the  circumflex  artery  (white 
arrow). 


Figure  5:  Case  2.  Left  ventriculogram  of  a patient  with 
advanced  coronary  artery  disease  and  angina  pectoris  unres- 
ponsive to  medical  therapy.  Note  the  significant  prolapse 
of  the  posteromedial  scallop  of  the  posterior  mitral  leaflet 
(black  arrow). 


cardiac  index  and  ejection  fraction  were  normal. 

A few  days  later,  the  patient  had  a triple  aorto- 
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coronary  bypass  with  saphenous  graft  to  llie  left 
anterior  descending,  obtuse  marginal  and  posterior 
descending  arteries.  The  postoperative  course  was 
uncomplicated  except  for  electrocardiographic  evidence 
of  inferior  myocardial  ischemia.  No  evidence  of  myo- 
cardial infarction  was  detected.  He  was  subsequently 
discharged  and  has  been  asymptomatic  six  months 
after  the  surgical  procedure. 

Comment 

This  44-year  old  male  presented  with  typical  clinical, 
electrocardiographic  and  angiographic  features  of  ar- 
teriosclerotic heart  disease  (ASHD).  We  were  impressed 
with  the  significant  degree  of  prolapse  of  the  posterior 
leaflet  of  the  mitral  valve  (posteromedial  commissural 
scallop  of  the  posterior  leaflet  of  the  mitral  valve). 
Both  patients  were  advised  to  have  antibiotic  prophy- 
laxis at  the  time  of  dental,  surgical  or  urological  pro- 
cedures. A relatively  high  frequency  of  prolapsed 
posterior  leaflet  in  patients  with  advanced  obstmclive 
coronary  artery  disease  has  been  recently  reported  (8). 

Discussion 

Historical  Data 

Since  the  original  report  by  Cuffer  and  Barbillon  (9), 
multiple  conditions  have  been  associated  with  prolapse 
of  the  mitral  valve  leaflets.  These  authors  were  probably 
the  first  to  describe  mid-systolic  sounds  in  1B87. 
In  1913  Gallavardin  (10)  described  pleuropericardial 
adhesions  in  four  autopsied  cases  in  whom  systolic 
clicks  had  been  heard.  Based  on  his  observations 
and  following  the  report  by  Johnson  (11)  who  found 
that  mid-systolic  clicks  and  murmurs  changed  markedly 
with  changes  in  position  and  respiration,  the  theory 
of  an  extracardiac  origin  for  systolic  clicks  and  late 
systolic  murmurs  became  firmly  established.  An 
exception  to  the  general  trend  of  opinion  was  Paul 
D.  White  (12)  who  suggested  in  1931  that  mid- 
systolic  sounds  sometimes  arose  from  abnormal  chordae 
tendinae.  However,  Thompson  and  Levine  (13),  Johns- 
ton (11)  and  Luisada  (14),  some  of  the  leading  cardio- 
logists of  the  time,  reported  and  reemphasized  that  mid- 
systolic  clicks  and  murmurs  were  benign,  were  not  as- 
sociated with  rheumatic  heart  disease  and  that  their 


main  importance  was  that  they  could  be  mistaken 
for  diastolic  gallop  sounds.  Of  historical  interest, 
although  not  fully  appreciated  at  that  time,  was  that 
a significant  number  of  patients  reported  by  these 
authors  had  abnonnal  electrocardiograms  and  com- 
plained of  anterior  chest  pain  and  palpitations.  This 
view  gained  wide  acceptance  until  1961  when  Reid 
(15)  revised  the  postulate  that  mid  to  late  systolic 
clicks  and  late  systolic  murmurs  were  of  mitral  valve 
origin.  In  1963  Barlow  and  co-workers  (16)  clearly 
demonstrated  that  patients  with  mid  to  late  systolic 
clicks  and  late  systolic  murmurs  had  mild  mitral 
incompetence  and  that  regurgitation  occurred  during 
the  latter  part  of  systole.  In  subsequent  reports  (5,  17) 
they  proposed  that  the  click  was  secondary  either 
to  an  abnormally  long,  thickened,  fibrosed  or  ruptured 
chordae.  During  systole  as  intraventricular  pressure 
increases  and  tension  develops,  the  chordae  tightens 
and  snaps  producing  high  frccpiency  vibrations  and  the 
midsystolic  click.  In  1966  Ronan  ct  al  (18),  and  Leon 
et  al  (19),  reported  that  the  late  systolic  tmtrmur  arose 
from  the  mitral  valve  complex  and  transmitted  into  the 
left  atrium.  LIsing  Iransseplal  intracardiac  phonocardio- 
graphy tliey  clearly  demonstrated  tliat  the  mitral  valve 
or  its  supporting  stnic tures  were  the  .source  ot  the 
midsystolie  clicks.  Immediately  lollowing  these  obser- 
vations, Criley  et  al  (4)  reported  s<’veral  cases  with 
midsystolic  clicks,  late  systolic  murmurs,  moderate  to 
severe  mitral  insufficiency  and  left  ventricular  hyper- 
trophy. These  authors  were  among  the  first  to  call 
attention  to  the  fact  that  these  patients  had  an  unusual 
anatomic  deformity  of  the  mitral  valve  which  was  cha- 
racterized by  billowing  or  prolapsing  ol  the  posterior 
mitral  leaflet  into  the  left  atrium.  Timing  sUidies 
revealed  a close  correlation  of  the  systolic  click  and  the 
time  of  maximal  prolapse  of  the  valve  leaflet  into  the 
atrium.  Mitral  insufficiency  began  shortly  before  the 
completion  of  valve  prolapse  and  continued  throughout 
the  remainder  of  systole.  In  1972  Gooch  et  al  (20)  de- 
monstrated systolic  prolapse  of  the  tricuspid  leaflet  in 
patients  with  proved  prolapsed  mitral  leaflets.  They 
proposed  that  whether  due  to  a primary  derangement 
of  valve  anatomy  or  to  vigorous  or  asynergistic  ventri- 
cular contraction,  the  syndrome  of  prolapsed  leaflets 
can  involve  both  atrioventricular  valves. 

Mechanism  of  Mitral  Valve  Prolapse 

For  a clear  understanding  of  the  multiple  factors 
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TABLE  1 

CONDITIONS  ASSOCIATED  WITH  MURAL  VALVE  PROLAPSE 

1.  - MARFAN'  S SYNDROME 

2. -  MYXOMATOUS  DEGENERATION  OF  THE  CARDIAC  VALVES 

( FLOPPY  VALVE  SYNDROME  ) 

3.  - TRAUMA 

4. -  RHEUMATIC  VALVULITIS 

5. -  CONGENITAL  HEART  DISEASE  (ASD) 

6.  - I H S S 

7. -  CONGESTIVE  CARDIOMYOPATHY 

8. -  PERIARTERITIS  NODOSA 

9.  - BARLOW  S SYNDROME 


associated  with  mitral  valve  prolapse  with  or  witliout 
mitral  insufficiency,  a brief  summary  of  the  normal 
function  of  the  mitral  valve  apparatus  is  appropriate. 

With  the  onset  of  ventricular  systole  the  papillary 
muscle  must  immediately  contract  to  provide  anchor 
for  the  chordae  tendineae  which  approximate  the 
mitral  leaflets.  As  intraventricular  pressure  develops  the 
leaflets  bulge  toward  the  left  atrium.  At  tlie  same  time 
the  apex  of  the  left  ventricle  and  the  atrioventricular 
orifice  approach  each  other.  At  this  time  the  papillary 
muscle  must  synergistically  sustain  contraction  in  order 
to  pull  the  chordae  and  prevent  eversion  of  the  leaflets. 
Therefore  any  deficit  or  abnormality  in  the  mechanics 

of  the  mitral  apparatus  involving  either  the  valve  leaflets 
(myxomatous  changes),  valve  ring  (dilatation),  chordae 
tendineae  (elongated,  redundant  thickened  chordae), 
papillary  muscle  (fibrosis,  impaired  contractility)  may 
interfere  with  adequate  valve  closure  and  may  contribute 
to  prolapse  of  the  valve  leaflets  with  or  without  mitral 
insufficiency. 

Although  prolapse  of  the  anterior  and  posterior 
leaflets  of  the  mitral  valve  has  been  reported,  available 


evidence  suggests  that  it  is  the  posterior  leaflet  which 
is  chiefly  involved  (17).  Unlike  the  anterior  leaflet, 
the  posterior  leaflet  has  chordae  of  the  third  order  which 
insert  into  the  central  portion  of  the  ventricular  surface. 
Such  central  insertion  is  presumably  required  for  sup- 
port of  the  posterior  leaflet  and  elongation  or  rupture 
of  these  chordae  could  allow  the  central  portion  of  the 
leaflet  to  prolapse.  It  has  been  demonstrated  experi- 
mentally that  billowing  of  the  posterior  leaflet  is 
produced  when  these  chordae  are  cut  (21).  Once  the 
prolapse  has  started  the  process  should  be  progressive 
and  the  leaflet  would  stretch  and  become  more  volu- 
minous. Furthermore,  it  is  reasonable  to  presume  that 
greater  strain  would  then  be  thrown  into  chordae  of  the 
first  and  i second  order  (these  insert  between  and  in  the 
leaflet  edges).  When  these  chordae  are  stretched,  mitral 
insufficiency  ensues. 

The  conditions  producing  the  mitral  valve  deformity 
are  multiple  and  cannot  be  classified  in  a single  homo- 
geneous group  (Table  I).  It  immediately  becomes  ap- 
parent that  after  these  conditions  are  ruled  out,  there  is 
a significant  number  of  patients  with  prolapsed  mitral 
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valve  syndrome  in  whom  no  specific  etiology  can  be 
found.  This  was  clearly  reported  by  Barlow  (17)  when 
he  described  53  patients  with  this  syndrome.  In  17 
patients  no  etiological  factors  were  identified.  The 
following  comments  refer  to  this  group  of  patients  with 
prolapse  mitral  valve  syndrome  of  unknown  etiology. 

Recent  Concepts  and  Observations 

The  Click-Murmur  Prolapse  Mitral  Valve  Syn- 
drome — A Cardiomyopathy 

Asymetric  disordered  patterns  of  ventricular  contrac- 
tion have  been  observed  by  several  investigators  in  the 
systolic  click  prolapsed  mitral  valve  leaflet  syndrome 
(21-24).  Ehlers  (23)  was  the  first  to  recognize  an  unusual 
left  ventricular  contour  in  six  young  females  with  this 
syndrome.  They  noted  a marked  postero-inferior 
bulging  which  encroached  on  the  left  ventricular  cavity 
during  systole.  Later  Liedtke  et  al  (22)  analyzed 
segmental  contraction  of  the  left  ventricle  in  patients 
with  the  syndrome  and  found  that  there  was  a signifi- 
cant reduction  in  the  extent  and  velocity  of  shortening 
in  the  region  of  the  mitral  valve  ring  and  the  inflow 
tract  area  of  the  left  ventricle.  In  addition,  they  found 
that  the  posteromedial  papillary  muscle  appears  to  be 
displaced  from  its  normal  midventricular  location  dur- 
ing systole  and  moves  toward  the  mitral  valve  ring 
suggesting  failure  of  contraction  of  the  papillary  muscle 
in  these  patients.  Finally  Gulotta  (24)  reported  26 
patients  with  clicks,  murmurs  and  prolapsed  mitral 
valve  leaflets.  Contractility,  determined  angiographically 
in  a quantitative  fashion,  was  markedly  impaired  in  13 
patients  with  marked  hypokinesis  of  the  antero-lateral 
wall  of  the  left  ventricle. 

Although  resting  left  ventricular  functions  (LVEDP, 
Cl,  EE,  dp/dt)  have  been  found  to  be  nonnal  in  many 
cases,  recent  reports  have  emphasized  abnonnal  perfor- 
mance of  the  left  ventricle  during  isometric  exercise 
(23,  24).  Nonetheless  abnonnal  resting  hemodynamic 
measurements  can  be  found  as  illustrated  in  case  1.  Al- 
though the  resting  Cl  and  EE  were  nonnal,  there  was  a 
significant  elevation  of  the  right  and  left  ventricular 
end  diastolic  pressure. 

Considering  the  above  observations  and  that  the 
majority  of  patients  with  this  syndrome  have  ST  depres- 
sion, T wave  abnormalities  and  arrhythmias  at  some 
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point  in  their  clinical  course,  it  has  been  generally 
accepted  that  the  syndrome  of  prolapsed  mitral  leaflet 
has  a significant  component  of  left  ventricular  disease 
possibly  related  to  a primary  myocardial  disorder. 
Although  the  etiology  of  the  myocardial  disorder  is  not 
known,  it  is  difficult  to  believe  that  tlie  mitral  valve 
prolapse  is  responsible  for  the  impaired  ventricular 
contractility.  On  the  other  hand,  it  is  likely  that  the 
left  ventricular  dysfunction  is  responsible  in  some  cases 
for  both  the  mitral  valve  prolapse  and  the  midsystolic 
timing  of  the  mitral  regurgitation. 

Pathogenesis  of  Pain  in  the  Click-Murmur  Syn- 
drome 

The  pain  in  this  syndrome  has  been  ascribed  to  va- 
rious cases  including  compression  of  the  left  circumflex 
coronary  artery  in  the  atrioventricular  groove  by  the 
prolapsed  leaflet  (17),  interference  with  the  papillary 
muscle  blood  supply  (^3),  arteriosclerotic  coronary 
artery  disease  (26)  and  psychological  factors  (27).  Al- 
though different  mechanisms  have  been  proposed,  in- 
sufficient evidence  exists  to  support  the  ones  listed 
above. 

A very  interesting  paper  was  recently  published  by 
LeWinters  et  al  (28).  They  postulated  that  the  chest 
pain  in  tlie  prolapsed  mitral  valve  syndrome  might  be 
related  to  a discrepancy  between  myocardial  oxygen 
demand  and  supply  within  the  mitral  valve  apparatus. 
To  test  this  hypothesis,  they  selectively  increased  the 
afterload  on  tlie  myocardium  by  means  of  an  infusion 
of  phenylephrine  in  patients  with  the  click-munnur 
syndrome  with  and  without  a history  of  antecedent 
chest  pain.  Of  nine  patients  with  the  elick-munmir 
syndrome  and  a history  of  antecedent  chest  pain, 
eight  had  precordial  pain  during  the  infusion  of  phe- 
nylephrine. Of  12  patients  with  the  click-murmur 
syndrome  who  had  not  previous  history  of  precordial 
pain  only  one  had  pain  witli  phenylephrine.  They 
were  able  to  document  that  the  appearance  of  pain 
during  infusion  and  disappearance  of  pain  after  dis- 
continuation of  the  infusion  occurred  at  similar  levels 
of  systolic  arterial  pressure.  In  individual  patients, 
the  pain  began  to  diminish  at  almost  precisely  the  point 
at  which  it  had  appeared  and  was  completely  gone 
with  a further  decline  of  several  mm  of  mercury' 
of  systolic  arterial  pressure.  In  view  of  their  findings. 
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they  proposed  the  following  postulates  to  explain  the 
pathogenesis  of  precordial  pain  in  this  syndrome: 

1.  It  has  been  shown  that  areas  at  the  base  of  the 
papillary  muscle  are  subject  to  the  greatest  amount 
of  tension  during  systole  in  comparison  with  other 
areas  of  the  left  ventricle  (29). 

2.  As  the  mitral  valve  leaflets  prolapse  into  the  left 
atrium  during  systole,  it  is  likely  that  myocardial 
wall  tension  in  the  area  of  the  papillary  muscle 
increases. 

3.  As  a result  of  this  regional  alteration  in  wall  ten- 
sion, a localized  discrepancy  between  oxygen 
supply  and  demand  occurs  within  the  mitral  valve 
apparatus. 

4.  Therefore  an  agent  that  selectively  increases  myo- 
cardial wall  tension  by  increasing  afterload  would 
accentuate  this  discrepancy  and  thereby  induce 
transient  chest  pain.  This  effect  would  be  ex- 
pected to  be  particularly  pronounced  in  patients 
with  a clinical  history  of  atypical  chest  pain  if  such 
discomfort  is  indeed  the  result  of  an  imbalance 
between  myocardial  oxygen  supply  and  demand. 
It  remains  to  be  determined  if  spontaneous  varia- 
tions in  systemic  arterial  pressure  are  associated 
with  the  precordial  pain  in  ambulatory  patients 
with  this  syndrome. 

Pathogenesis  of  Arrhythmias  in  the  Click-Mur- 
mur Syndrome 

The  exact  mechanism  of  the  arrhythmias  in  the  click- 
murmur  syndrome  is  not  known,  but  it  is  reasonable  to 
assume  that  it  may  be  related  either  to  the  mitral  valve 
abnormality  or  to  the  primary  myocardial  disorder. 
There  have  been  two  reports  that  directly  or  indirectly 
tried  to  elucidate  this  problem.  Wit  et  al  (30)  performed 
elegant  microelectrode  studies  in  isolated  canine  antero- 
medial left  atrial  wall  preparations  with  the  anterior 
mitral  valve  leaflet  attached.  Muscle  fibers  in  the  mitral 
valve  leaflet  were  capable  of  developing  spontaneous 
diastolic  depolarization  which  resulted  in  automatic 
impulse  initiation  when  they  were  exposed  to  epine- 
phrine or  when  they  were  stretched.  Spontaneous 
diastolic  depolarization  and  automaticity  also  occurred 
without  pharmacologic  or  other  experimental  interven- 
tions. Spontaneous  activity  originating  in  the  mitral 


valve  leaflet  could  propagate  into  and  activate  the 
atrial  wall.  Their  results  suggested  that  the  mitral 
valve  could  act  as  a site  of  ectopic  impulse  initiation 
in  the  left  atrium.  Following  this  report,  Zeilenga 
and  Criley  (31)  published  an  abstract  in  which  they 
explored  two  mechanisms  by  which  mitral  valvular 
dysfunction  and  ectopic  beat  formation  might  be  rela- 
ted: a)  mechanical  stimulus  of  the  left  ventricle  or  left 
atrium  by  excessive  movement  of  the  distended  blood- 
laden valve  leaflet;  b)  ectopic  impulse  fonnation  from 
stretching  of  the  valve  leaflet  myocardium.  From 
their  observations  they  concouded  that  there  are  func- 
tional anatomical  bases  for  the  arrhythmias  frequently 
encountered  in  this  syndrome.  At  the  present  time  we 
are  in  the  process  of  perfonning  electrophysiologic 
studies  in  patients  with  this  syndrome  with  particular 
emphasis  on  the  effect  of  the  pacing  site  and  ectopic 
impulse  formation. 

Complications 

Patients  with  auscultatory  findings  of  prolapsed 
mitral  valve  leaflets  without  other  complicating  heart 
disease  have  been  thought  to  have  a relatively  good 
prognosis.  However,  Hancock  and  Cohn  (27)  described 
40  patients  with  the  syndrome,  some  of  whom  com- 
plained of  palpitations,  mild  dyspnea  and  atypical 
chest  pain.  These  authors  documented  atrial  and 
ventricular  arrhythmias  in  several  patients  and  R on 
T phenomenon  in  one  patient  who  died  suddenly. 
They  concluded  that  tlie  prognosis  is  favorable  except 
in  patients  with  arrhythmias.  Pocock  and  Barlow  (25) 
commented  on  the  emergence  of  serious  arrhythmias 
after  exercise  testing  in  patients  with  this  syndrome  and 
considered  suppression  of  the  arrhythmias  important 
enough  to  warrant  use  of  prophylactic  antiarrhytlimic 
agents. 

Althou^  there  appears  to  be  a consensus  regarding 
anti-arrhythmic  therapy  in  patients  with  this  syndrome 
and  documented  ventricular  and  supraventricular  arr- 
hythmias, the  role  of  prophylactic  anti-arrhythmic 
agents  remains  to  be  determined. 

Streptococcus  viridans  endocarditis  has  been  re- 
ported in  patients  with  the  click-murmur  syndrome 
and  in  a patient  with  only  a click  who  had  a tran- 
sient systolic  murmur  during  the  acute  phase  of  the 
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infection  (3,  27,  32).  It  has  also  been  reported  in  a 
patient  who  developed  mitral  insufficiency  secondary 
to  papillary  muscle  dysfunction  after  an  acute  myo- 
cardial infarction  (33).  As  noted  in  the  two  cases 
reported,  it  is  our  practice  to  recommend  antibiotic 
prophylaxis  not  only  to  patients  with  the  click-systolic 
murmur  syndrome  but  also  to  those  patients  with 
arteriosclerotic  heart  disease  in  whom  significant  pro- 
lapse of  the  posterior  mitral  valve  has  been  angiogra- 
phically  documented  (8). 

Goodman  et  al  (34)  recently  reported  a patient 
with  a documented  non-ejection  systolic  click  and  a 
late  systolic  murmur  who  developed  severe  acute 
mitral  insufficiency  as  a result  of  spontaneous  nipture 
of  a mitral  chordae  tendineae.  There  was  no  evidence 
of  bacterial  endocarditis,  rheumatic  fever  or  congenital 
heart  disease.  Sloman  et  al  (35)  followed  50  patients 
with  this  syndrome  and  found  two  who  had  progressive 
mitral  regurgitation  requiring  mitral  valve  replacement. 
Both  patients  had  “flail”  posterior  mitral  valve  leaflets 
and  ruptured  chordae.  They  postulated  that  the  primary 
leaflet  abnormality  with  secondary  excessive  chordae 
tension  miglit  be  the  predisposing  cause  of  rupture. 

Treatment 

After  analyzing  tlie  findings  and  data  reported  by 
LeWinter  ei  al  (28)  and  considering  their  theory  to 
explain  the  pathogenesis  of  chest  pain  in  patients  with 
the  syndrome,  it  appears  that  Inderal  is  the  drug  of 
choice  for  the  symptomatic  treatment  of  these  patients. 
It  has  been  shown  to  decrease  myocardial  oxygen  de- 
mand (36)  and  myocardial  wall  tension  (36)  thus 
decreasing  or  abolishing  the  discrepancy  between  myo- 
cardial oxygen  demand  and  supply  within  the  mitral 
apparatus  (particularly  the  papillary  muscles)  reported 
by  LeWinters  (28).  It  is  interesting  to  propose  that  it 
decreases  the  degree  of  prolapse  and  stretching  of  the 
posterior  leaflet  of  the  mitral  valve  thus  decreasing  ec- 
topic impulse  formation  and  spontaneous  phase  4 de- 
polarization árising  from  the  mitral  valvular  fibers. 
Although  some  indirect  evidence  exists  (31),  no  data 
are  presently  available  to  support  this  statement. 

Sloman  et  al  (35)  reported  eight  patients  who  had 
troublesome  chest  pain,  who  were  treated  with  propra- 


nolol, 40  mg  TID.  On  this  regime,  pain  was  controlled 
in  three  patients;  there  was  some  improvement  in  two, 
while  in  three  other  patients  there  was  no  improvement 
at  all.  They  also  observed  that  seven  of  the  patients 
reported  also  complained  of  palpitations  and  six  of 
the  seven  had  complete  relief  of  the  palpitations. 
Zeilenga  and  Criley  (31)  recently  reported  ten  patients 
with  typical  click  and  late  systolic  murmur  of  the 
prolapsed  posterior  leaflet  syndrome  who  had  con- 
tinous  electrocardiographic  monitoring  for  periods  up 
to  one  week.  At  rest  there  were  frequent  premature 
ventricular  contractions  in  eigiit  and  premature  atrial 
contractions  in  4.  With  exercise  premature  ventricular 
contractions  increased  and  were  often  multifonn  or 
paired.  Propranolol  significantly  reduced  post-exercise 
PVC’s  and  to  a lesser  extent  the  resting  arrhythmias. 
The  auscultatory  findings  of  prolapsed  posterior  leaflet 
were  also  modified;  the  click  and  murmur  were  abolished 
or  markedly  diminished.  Whether  propranolol  should  be 
used  prophylactically  in  patients  with  this  syndrome 
retnains  to  be  determined. 

Mitral  valve  replacement  in  patients  with  prolapsed 
mitral  leaflets  is  seldom  indicated  unless  the  patient 
develops  progressive  regurgitation  with  hemodynamic 
deterioration  (35). 

The  Coronary  Arterial  Circulation  in  the  Pro- 
lapse Mitral  Valve  Syndrome 

Multiple  reports  have  emphasized  the  presence  of 
normal  coronary  arteries  in  patients  with  documented 
midsystolic  click  and  late  systoUc  murmurs  (1,  2,  4, 
7,  22,  24,  27).  Table  II  summarizes  some  of  the  findings 
reported  in  the  literature.  A total  of  155  patients 
were  reported  in  five  series  tliat  were  thoroughly  revie- 
wed. Eighty-one  patients  in  these  series  had  coronary 
arteriography.  The  coronary  arteries  were  normal  in 
80  of  the  patients  studied.  The  only  patient  with 
significant  coronary  artery  disease  was  reported  by 
Scampardonis  (37).  He  performed  coronary  arterio- 
graphy in  38  of  the  87  patients  studied.  Only  three 
showed  obstructive  lesions.  One  case  had  diffuse 
beading  of  the  coronary  arteries  with  neither  signi- 
ficant ohstruction  nor  ventricular  asynergy.  Another 
patient  exhibited  headings  of  both  the  left  anterior 
descending  and  right  coronary  arteries,  but  no  sig- 
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TABLE  2 

CORONARY  ARTERIES  IN  THE  PROLAPSE  MITRAL  VALVE  SYNDROME 


AUTHORS 

YEAR 

PATIENTS 

ANGIOGRAMS 

RESULTS 

Stannard 

1967 

13 

2 

Normal 

Jeresaty 

1971 

24 

10 

Normal 

Lobstein 

1973 

5 

5 

Normal 

Scampardonis 

1973 

87 

38 

Normal  (37) 

Gulotta 

1974 

26 

26 

Normal 

TOTAL 

155 

81 

80 

nilicant  lesions.  The  third  patient  (the  only  one  with 
significant  obstruction:  50%)  had  a 75  % occlu- 
sion ol  the  right  coronary  artery  with  posterior  systolic 
akinesis. 

In  conclusion,  it  has  been  well  documented  that  the 
coronary  arterial  circulation  is  normal  in  patients  with 
this  syndrome  and  that  the  primary  myocardial  disorder 
is  completely  unrelated  to  coronary  arterial  lesions. 

Mitral  Valve  Prolapse  and  Coronary  Artery 
Disease 

Since  the  original  description  by  Burch  (58),  papi- 
llary muscle  dysfunction  has  been  a subject  of  increasing 
clinical  interest.  Me  described  two  patients  who  develop- 
ed sudden  loud,  harsh  apical  systolic  murmurs  after  an 
acute  myocardial  infarction.  Neither  of  them  had  rup- 
tured papillary  muscle  or  chordae  tendineae  and  the 
mitral  valves  were  normal,  however,  the  anterolateral 
papillary  muscle  was  involved  by  the  myocardial  infarc- 
tion. He  proposed  that  failure  of  the  infarcted  papillary 
muscle  to  contract  during  systolic  results  iu  mitral  regur- 
gitation and  an  associated  apical  systolic  murmur  which 


begins  after  the  isometric  contraction  phase  of  ventricu- 
lar systole.  This  concept  prevailed  and  was  extended 
to  include  instances  in  which  the  nonnal  spatial  re- 
lationship between  a papillary  muscle  and  the  mitral 
cusps  is  altered  by  an  aneurysm  of  the  left  ventricle  or 
fibrosis  and  contraction  of  a papillary  muscle.  It  was 
accepted  that  papillary  muscle  dysfunction  was  common 
in  patients  with  coronary  artery  disease  and  was 
msually  manifested  by  a systolic  munnur  of  mild  mitral 
regurgitation  but  was  not  accompanied  by  a mid-systolic 
click.  In  1971  Steelman  and  his  group  (26)  repoeted  15 
patients  witli  well  documented  ASHD  and  midsystolic 
or  nonejection  clicks.  A late  systolic  munnur  was 
present  in  four  of  the  patients  reported.  The  mitral 
origin  of  the  systolic  clicks  and  murmurs  was  esta- 
blished by  observing  tlieir  change  in  timing  and  in- 
tensity following  administration  of  vasoactive  drugs. 
After  inhalation  of  amyl  nitrite,  (within  30  sec)  stand- 
ing or  Valsalva  maneuver,  the  click  either  migrated 
toward  the  first  heart  sound  or  abruptly  diminished 
in  intensity.  A unifonn  decrease  in  intensity  of 
associated  systolic  mumuirs  after  amyl  nitrate  was 
considered  to  be  characteristic  of  mitral  murmurs. 
After  administration  of  phenylephrine  the  clicks  tended 
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to  remain  unchanged  or  to  become  louder  and  move 
later  in  systole,  whereas  murmurs  tended  to  remain 
unchanged  or  to  become  louder  and  move  earlier 
in  systole.  They  suggested  that  coronary  artery  di- 
sease should  be  included  in  the  differential  diagnosis 
of  patients  with  systolic  clicks  and  late  systolic  mur- 
murs. 

Later  Cheng  (39)  described  80  patients  with  papi- 
llary muscle  dysfunction  and  obstructive  coronary 
artery  disease.  Left  ventriculography  was  performed 
in  21  patients.  Mitral  regurgitation  was  demonstrated 
in  every  patient  who  had  a systolic  murmur  at  the  time 
of  ventriculography.  However,  prolapse  of  the  posterior 
leaflet  of  the  mitral  valve  was  not  described  in  any  of 
tlie  patients.  In  a second  communication  by  the  same 
authors  (40),  24  patients  with  late  systolic  munnurs 
were  studied  by  coronary  arteriography  and/or  necropsy 
examination.  Severe  occlusive  disease  was  present  in  all 
patients  studied.  In  those  who  died,  autopsy  revealed 
ischemic  and  fibrotic  changes  in  one  or  both  papillary 
muscles.  Prolapse  or  billowing  of  the  posterior  mitral 
leaflet  was  not  described. 

Although  the  auscultatory  ) findings  of  mitral  valve 
prolapse  syndrome  have  been  well  documented  in  pa- 
tients with  ASHD,  there  are  no  reports  in  the  literature 
on  clinical-angiographic  correlations  of  prolapsed  pos- 
terior mitral  valve  leaflet  in  patients  with  advanced 
obstructive  coronary  artery  disease.  Furtliermore,  al- 
though some  reports  have  documented  the  presence 
of  prolapsed  mitral  valve  and  coronary  artery  disease 
(37),  the  frequency  of  this  mitral  valve  defonnity 
in  patients  with  obstructive  coronary  artery  disease, 
until  the  present  time,  has  not  been  systematically 
studied.  We  recently  reported  our  observations  in 
95  patients  with  severe  angina  pectoris  and  angio- 
graphically  documented  coronary  artery  disease  (8, 
41,  42).  Left  ventriculogram  revealed  prolapse  of  the 
posterior  mitral  valve  scallops  in  30  patients.  Left  ven- 
tricular dysfunction  was  documented  in  28  patients 
by  either  elevated  LVEDP,  low  Cl  or  decreased  EF. 
Contractility  determined  in  a quantitative  fashion  by 
segmental  motion  analysis  was  markedly  impaired  in 
29  of  the  30  cases  reported.  Systolic  clicks  were  not 
heard  in  any  of  the  patients,  however  five  had  early  or 
midsystolic  apical  murmurs.  None  of  the  patients 
reported  had  angiographic  evidence  of  mitral  insuffi- 
ciency. Selective  coronary  angiograms  in  multiple 


projections  demonstrated  in  every  patient  significant 
obstruction  in  one  or  more  major  vessels.  Twenty-six 
of  the  patients  underwent  aorto-coronary  bypass  and/or 
ventricular  aneurismectomy.  To  date  nine  of  the  26 
patients  have  been  restudied  witli  left  ventriculography, 
selective  coronary  arteriography  and  direct  visualization 
of  the  grafts.  One  of  the  patients  with  prolapsed 
posteromedial,  anterolateral  and  middle  scallops  of 
the  posterior  leaflet  of  the  mitral  valve  underwent 
ventricular  aneurismectomy.  He  sustained  an  inferior 
myocardial  infarction  during  the  surgical  procedure. 
The  postoperative  ventriculogram  revealed  marked  asy- 
nergy of  the  inferior  wall,  mitral  insufficiency  and 
prolapsed  ALCS.  No  evidence  of  prolapsed  postero- 
medial or  middle  scallop  was  detected. 

In  view  of  our  findings,  it  appears  that  prolapse 
of  the  posterior  leaflet  scallops  in  patients  with  ASHD 
represents  an  intermediate  stage  before  clinically  appa- 
rent mitral  insufficiency  occurs.  Papillary  muscle  dys- 
function in  patients  with  ASHD  appears  to  represent 
a wider  clinical  spectrum  than  previously  described. 
At  one  end  of  the  spectrum  are  those  patients  with 
prolapsed  mitral  valve  leaflet  scallops  and  no  mitral 
insufficiency.  In  the  middle  of  the  spectrum  are  pa- 
tients with  systolic  munnurs  with  or  without  systolic 
clicks  and  compensated  congestive  heart  failure.  At 
tlie  other  end  of  the  spectrum  are  those  patients  with 
progressive  cardiac  decompensation  and  severe  mitral 
insufficiency. 
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Summary 

The  conditions  associated  with  prolapse  of  the 
posterior  leaflet  of  the  mitral  valve  are  multiple. 
Two  cases  are  presented  which  illustrate  some  of  the 
features  associated  with  this  syndrome.  The  mechanism 
of  mitral  valve  prolapse  as  well  as  the  pathogenesis  of 
pain  and  ectopic  impulse  formation  are  briefly  discussed. 
Propranolol  appears  to  be  the  drug  of  choice  for  the 
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syinplüinatic  treatment  of  patients  with  this  syndrome 
since  it  decreases  myocardial  oxygen  demand  and  wall 
tension  thus  reducing  or  abolishing  the  discrepancy 
between  myocardial  oxygen  demand  and  supply  within 
the  mitral  apparatus.  It  has  also  been  reported  to 
modify  tlie  auscultatory  findings  associated  with  this 
condition. 


The  frequency  of  this  mitral  valve  deformity  in 
patients  with  obstructive  coronary  artery  disease  is 
reviewed.  In  view  of  our  findings,  it  appears  that 
prolapse  of  the  posterior  leaflet  scallops  in  ’patients 
with  significant  obstructive  coronary  artery  disease 
represents  an  intermediate  stage  before  mitral  insuf- 
ficiency occurs. 


(References  will  be  submitted  upon  request  to  the  author) 
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Solid  teratomas  of  the  ovary  must  be  differentia- 
ted on  the  one  side  from  the  rare,  nonterato- 
matous  mixed  tumors  (carcinosarcomas,  Mullerian  duct 
tumors,  or  mixed  mesodermal  sarcomas)  of  the  ovary, 
and  on  the  other  from  the  more  frequent  dermoids. 
Mixed  tumors,  though  structurally  complex,  have  a 
limited  histogenetic  potential  in  that  they  are  capable 
of  producing  only  tissues  of  mesenchymal  derivation, 
while  teratomas  have  no  such  limitation. 

At  first  sight,  distinguishing  between  solid  teratoma 
and  dermoid  cyst  would  seem  to  be  a simple  matter,  and 
in  typical  cases  it  is;  however,  intermediate  forms,  partly 
cystic,  partly  solid  tumors  do  occur.  In  these  cases  the 
gross  morphologic  distinction  becomes  hazy,  and  other 
criteria  must  be  used.  The  two-versus-three  germ  cell 
layer  criterium  used  in  the  past  (5)  to  distinguish  der- 
moids from  teratomas  has  been  uniformly  abandoned., 
and  differentiation  between  the  two  lesions  is  now 
based  on  the  following  points: 

Age  incidence.  While  dermoids  straddle  the  repro- 
ductive age  span,  reaching  a peak  during  this  period, 
solid  teratomas  of  the  ovary  occur  mostly  during 
the  first  two  decades  of  life  (3). 

Gross  findings.  Though  both  lesions  are  usually 
encapsulated,  the  dermoid  is  characterized  by  a dis- 
tinct, tough,  fibrous  capsule  which  hardly  ever  breaks, 
while  that  of  solid  teratomas  may  have  defective  areas 
which  allow  unrestrained  growth  into  adjacent  organs. 
Another  gross  feature  differentiating  the  two  lesions 
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is  the  tendency  of  dennoids  to  be  unilocular,  while  the 
microcysts  of  solid  teratomas  are  quite  numerous. 
Similarly,  while  dermoids  tend  to  be  smoothly  rounded 
or  oval  in  shape,  soUd  teratomas  generally  have  a lo- 
bulated,  irregular  shape.  Also,  though  hair  and  sebum 
may  be  found  in  both,  these  contents  are  far  more  fre- 
quent and  occur  in  greater  quantities  in  dermoids  than 
in  teratomas. 

Microscopic  findings.  The  cells  of  dermoid  tissues 
are  invariably  well  differentiated  and  resemble  nonnal 
tissue  cells,  while  those  of  teratomas  tend  to  be  more 
anaplastic  (14).  The  full  spectrum  of  differentiation, 
however,  may  be  found  in  solid  teratomas,  from  the 
most  embryonic  to  the  most  mature  cells. 

Tissue  organization  is  also  a differential  feature 
distinguishing  these  two  lesions.  Dermoids  have  a rather 
standard  organizational  pattern;  the  cyst  cavity  is  always 
lined  (at  least  partially),  by  skin,  and  this  lining  may  in- 
clude hair,  sudoriferous  and  sebaceous  glands,  while 
other  mesodermal  and  endodennal  elements  are  peri- 
pherally situated  (9).  The  solid  teratoma,  on  the  other 
hand,  compensating  in  variety  for  what  it  lacks  in  or- 
ganization, presents  such  a variegated  microscopic  struc- 
ture that  it  deserves  to  be  characterized  as  a histological 
potpourri  (20). 

Clinical  course.  Dermoids  are  benign  (occasional 
malignant  degeneration  notwithstanding),  while  solid 
teratomas  are  generally  considered  clinically  malignant. 
The  well  differentiated  solid  ovarian  teratoma,  however, 
is  usually  benign,  as  emphasized  by  Peterson  (18)  in 
1956. 

The  two  lesions  differ  sharply  with  respect  to  their 
incidence.  While  dermoids  have  been  found  to  be 
the  most  frequent  ovarian  tumors  by  some  authors 
(12),  solid  ovarian  teratomas  are  rare. 
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Incidence 

l'he  rarity  of  solid  ovarian  teratomas  is  reflected, 
perhaps  overemphasized,  by  the  number  of  cases  re- 
ported by  the  most  discriminating  authors.  A review 
of  the  world  literature  on  malignant  ovarian  teratoma 
in  1961  yielded  only  53  cases  (13).  By  1967  this 
number  had  increased  to  78  cases  (7). 

On  the  other  hand,  authors  who  fail  to  distinguish 
malignant  degeneration  of  ovarian  dermoids  from  the 
true  solid  malignant  lesion  report  a higher  incidence 
of  so-called  malignant  teratoma.  A recently  published 
series  of  305  ovarian  teratoid  lesions  included  2.95  ®/o 
“malignant  teratomas”  (4).  The  quoted  series  also 
showed  that  the  average  age  of  patients  with  this 
malignancy  was  60.8  years. 

Those  who  distinguish  between  dermoids  with  malig- 
nant degeneration  and  malignant  teratoma,  however, 
find  that  the  two  entities  occur  at  different  ages  (3). 
That  is,  malignant  teratomas  generally  occur  during 
the  reproductive  years,  if  not  before,  while  malignant 
degeneration  of  dermoids  is  a postmenopausal  event. 

The  segregation  of  solid  teratomas  in  two  groups 
based  on  the  degree  of  differentiation  generally  cor- 
relates well  with  prognosis,  as  shown  by  the  follow- 
ing case  reports. 

Report  of  Cases 

Case  1 

Right  salpingo-oophrectomy  (RSO)  for  undifferentiated 
right  ovarian  teratoma,  recurrence  one  year  later,  abdominal 
hysterectomy  (AH)  and  LSO  followed  by  radiation,  free  of 
tumor  2 ¡¡2  yrs.  later:  This  34-year  old  woman,  gravida  1, 
para  1,  had  a 12cm  undifferentiated  teratoma  removed  by 
RSO  on  September  24,  1970  at  another  hospital  In  October 
1971  she  came  to  the  Puerto  Rico  Medical  Center  with  a hard, 
nontender,  low  abdominal  mass  the  size  of  a 16  week  gestation. 
On  exploratory  laparotomy  October  12,  1971,  the  mass  was 
found  to  arise  from  the  region  of  the  right  ovary  and  to  be 
adherent  to  the  rectum,  sigmoid  and  to  the  left  ovary  and 
tube.  The  recurrent  mass  was  removed  by  AH  and  LSO. 
The  gross  specimen  measured  6 by  10  by  15cm  (Fig.  1). 
On  histologic  examination  it  proved  to  be  an  undifferentiated 
teratoma.  Postoperatively  she  was  given  a course  of  cobalt 
teletherapy  to  the  pelvis  for  a dose  of  3,000  rada  When  last 
seen  in  April  1974  she  was  asymptomatic  and  clinicaUy  free 
of  tumor. 


Fig.  1,  Case  1:  Typical  gross  appearance  of  solid  ovarian 
teratoma. 


Fig.  2,  Case  2:  Well  differentiated  neurons  in  an  undifferen- 
tiated teratoma. 


Case  2 

RSO  for  ovarian  mass  believed  to  be  a dermoid,  histology 
revealed  an  undifferentiated  teratoma,  AH  & LSO  12  days 
later  showed  no  tumor.  Postoperative  radiation  to  the  whole 
abdomen,  distant  metastases  3 months  later,  died  one  year 
after  surgery:  This  20-year  old  virgin  presented  with  menstrual 
irregularities  for  several  months  and  with  a pelvic  mass  accom- 
panied by  pyelographic  evidence  of  right  ureteral  obstruction. 
At  laparotomy  on  9.11.70,  what  was  thought  to  be  a dermoid 
was  removed  by  RSO  at  a hospital  in  the  U.  S.  mainland. 
It  turned  out  to  be  an  undifferentiated  teratoma,  20cm  in 
diameter,  l,225gm  in  weight  AH  & LSO  12  days  later 
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Fig,  3,  Case  2:  Undifferentiated  cells  lining  irregular  empty 
spaces. 


showed  no  tumor.  From  10-7-70  to  11-24-70  the  whole 
abdomen  was  irradiated  witli  a 6 MV  linear  accelerator  using 
the  strip  technique  and  a dose  of  2,800rad&  The  patient 
returned  to  her  home  in  Puerto  Rico  and  in  January  1971 
she  came  to  our  Hospital  with  a 4cm  node  in  the  left  supra- 
clavicular region.  A biopsy  of  tlie  node  revealed  a lesion 
similar  to  the  ovarian  tumor  histologically,  and  a chest  x-ray 
showed  evidence  of  lung  metastases.  Actinomycin  therapy 
was  started  on  9-16-71,  but  the  patient  deteriorated  rapidly 
and  died  on  November  20,  1971.  A post-mortem  examination 
revealed  metastases  to  lymph  nodes  (cervical,  hilar,  paraaortic, 
periportal  and  gastric),  to  the  right  parietal  lobe  of  the  brain, 
lungs,  and  pleural  surface  of  the  diaphragm.  The  pelvis  was 
free  of  tumor. 

Case  3 

Undifferentiated  ovarian  teratoma  producing  liver  metastases 
and  intractable  ascitis,  bilateral  salpingo- oophorectomy  (BSO) 
and  Thiotepa  to  no  avail:  This  6-year  old  woman,  gravida  1, 
para  1,  was  admitted  on  January  9,  1970  with  abdominal  disten- 
sion of  four  months  duration.  On  January  12  a paracentesis 
yielded  2,000cc  of  dark  bloody  fluid.  After  the  procedure 
a left  lower  quadrant  mass  became  palpable.  At  exploratory 
laparotomy  on  1-22-70  this  mass  was  found  to  be  an  undifferen- 
tiated ovarian  teratoma  measuring  7 by  11  by  13cm  and  pro- 
ducing peritoneal  and  liver  metastases  BSO  was  performed 
and  she  was  treated  with  Thiotepa,  which  caused  a paneytopenia 
requiring  blood  transfusions.  The  ascitis,  however,  kept  recur- 
ring even  after  intraperitoneal  instillation  of  Thiotepa.  She 
deteriorated  rapidly  and  died  September  30,  1970. 


O'.  V > ^ 


Fig,  4,  Case  3:  Intravascular  growth  of  tumor  cells. 


Case  4 

Undifferentiated  teratoma  removed  by  LSO,  AH  & RSO 
3 weeks  later  showed  no  residual  tumor,  irradiated  post- 
operatively  and  is  free  of  tumor  over  6 years  later:  This 
29-year  old  woman,  gravida  7,  para  7,  presented  with  an 
abdominal  mass  reaching  the  umbilicus.  Intravenous  pyelo- 
gram  and  barium  enema  x-ray  studies  revealed  only  the  pres- 
sure effects  of  the  mass.  At  operation  on  7-26-67  a 17cm 
mass  was  found  in  the  left  ovary  and  removed  by  LSO. 
Pathologic  findings:  The  tumor  was  solid,  but  riddled  with 
tiny  cystic  cavities;  it  measured  11  by  11  by  17cm.  The 
cystic  cavities  contained  fatty  material;  the  solid  tissue  con- 
sisted microscopically  of  embryonal  elements  with  a glandular 
pattern.  Pathologic  diagnosis:  Undifferentiated  teratoma. 
On  8-14-67  an  AH  & RSO  was  performed;  there  was  no  resi- 
dual tumor  in  the  specimen.  From  9-11-67  to  10-25-67  she 
received  5,000rads  of  cobalt  therapy  to  the  pelvis.  She  has 
remained  free  of  tumor  and  was  last  seen  on  10-26-73,  more 
than  6 years  after  the  first  operation. 
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Case  5 

Undifferentiated  teratoma  with  abundant  encephaloid  tissue 
removed  by  LSO,  subsequent  AH  & RSO  showed  no  tumor, 
cobalt  teletherapy  to  the  pelvis,  pulmonary  metastases  5 months 
after  surgery;  This  17-year  old  virgin  had  a huge  abdominal 
mass  which  on  exploratory  laparotomy  at  another  hospital 
on  7-10-68  proved  to  be  a 10  by  18  by  20cm  solid  left 
ovarian  tumor  with  loose  adhesions  to  the  peritoneum  and 
adjacent  viscera.  A LSO  was  performed  and  the  histologic 
study  revealed  an  undifferentiated  teratoma  containing  abun- 
dant encephaloid  tissue  and  irregular  cavities  filled  with  a 
hemorrhagic  gray  substance.  She  was  subsequently  referred 
to  the  San  Juan  City  Hospital  where  AH  & RSO  was  performed; 
no  residual  tumor  was  found.  This  was  followed  by  a dose  of 
5,000rads  of  cobalt  therapy  to  the  pelvis.  The  patient  de- 
teriorated rapidly  following  the  radiation  and  in  December 
1968  she  was  found  to  have  extensive  pulmonary  metastases. 
She  failed  to  return  to  the  clinic  and  has  been  presumed 
dead. 


f ig.  5,  Case  8:  Areas  of  extensive  ossification. 


Rapidly  growing  undifferentiated  ovarian  teratoma  with 
peritoneal  implants,  massive  edema  of  the  legs,  bilateral  pleural 
effusions  and  death  within  6 months:  This  50-year  old  woman, 
gravida  3,  para  2,  abortion  1,  developed  abdominal  pain,  consti- 
pation, dysuria,  and  a right  ovarian  mass  in  July  1973.  Symp- 
toms progressed  so  fast  that  the  patient  was  in  a state  of  pros- 
tration when  an  exploratory  laparotomy  was  performed  on 
October  23,  1973.  A 30cm  mass  was  found  arising  from 
the  right  ovary  and  associated  with  peritoneal  implants.  It 
proved  to  be  unresectable;  only  biopsy  was  possible,  and  this 
showed  an  undifferentiated  ovarian  teratoma.  When  admitted 


to  the  Oncologic  Hospital  on  November  27  she  already  had 
developed  bilateral  pleural  effusions,  had  an  abdominal  mass 
reaching  above  the  umbilicus  and  severe  edema  of  both  legs. 
The  pleura]  fluid  was  negative  for  malignant  cells.  She  re- 
ceived a course  of  Actinomycin,  Cytoxan  and  Vincristine, 
after  which  she  developed  a bacterioides  septicemia  and  anemia 
which  were  treated  with  antibiotics  and  blood  transfusions 
respectively.  She  deteriorated  rapidly  and  died  January  24, 
1974  at  home. 

Case  7 

Poorly  differentiated  ovarian  teratoma  removed  by  RSO, 
two  weeks  later  AH  LSO  showed  no  residual  tumor,  lost 
to  follow  up:  This  30-year  old  woman,  gravida  2,  para  2, 
had  a mass  in  the  right  ovary  removed  by  RSO  at  another 
hospital  on  September  21,  1961.  The  tumor  was  solid, 
6.5  by  7.5  by  12cm,  lobulated  and  well  encapsulated.  The 
pathologic  diagnosis  was  undifferentiated  teratoma.  Two 
weeks  later  the  patient  was  referred  to  the  University  Hospital 
where  AH  & LSO  was  performed.  No  residual  tumor  was 
found.  She  left  the  Hospital  against  medical  advice  and  was 
lost  to  follow  up. 

Case  8 

This  3-year  old  girl  had  an  upper  abdominal  mass  discovered 
accidentally  during  a physical  examination.  The  mass  was 
movable  from  side  to  side  and  cranially  up  to  the  epigastric 
region.  Radiographically  it  showed  extensive  calcification; 
the  urogram  showed  no  intrinsic  abnormality.  At  exploratory 
laparotomy  on  2-14-72  an  8 by  11cm  left  ovarian  tumor  was 
resected.  Histologically  it  was  a heavily  ossified,  well  dif- 
ferentiated teratoma  (Fig.  5).  The  child  is  living  and  free 
of  tumor  more  than  two  years  after  surgery. 

Case  9 

This  13-year  old  girl  had  an  exploratory  laparotomy  at 
another  hospital  on  July  13,  1959  for  a painless  low  abdo- 
minal mass.  Bilateral  ovarian  tumors  were  found  and  a hys- 
terectomy with  bilateral  salpingo-oophorectomy  was  performed 
under  the  surgical  impression  that  the  lesion  was  malignant 
Four  separate  lesions  were  described  by  the  pathologist  Their 
dimensions  were:  5 by  7 by  8cm,  5 by  5 by  10cm,  4 by  9.5 
by  11cm,  and  5.5  by  5 by  11cm.  Their  location  in  the  ovaries 
was  not  recorded.  Histologically  these  were  well  differentiated 
teratomas.  The  patient  is  living  and  free  of  tumor  15  years 
post  surgery. 

Case  10 

This  17-year  old  virgin  had  an  exploratory  laparotomy  on 
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Fig.  6,  Case  9:  Rounded  area  of  chondroid  tissue,  one  of 
many  found  within  this  tumor. 


12-16-70  for  a pelvic  mass.  A 6 by  8 by  12cm,  encapsulated, 
sobd  left  ovarian  tumor  was  removed.  Histology;  well  dif- 
ferentiated teratoma.  She  is  asymptomiitic  and  free  of  tumor 
3 1/2  years  post  surgery. 

Case  II 

This  21-year  old  virgin  had  an  abdominal  mass  which  grew 
to  the  level  of  the  xyphoid  in  6 months.  X-rays  of  the  abdomen 

diowed  multiple  calcifications  and  teeth  within  this  mass.  At 
operation  a 15  by  22  by  25cm,  2,400gm,  right  ovarian  mass 
was  found  and  removed.  Gross  and  microscopic  examination 
revealed  a well  differentiated  solid  ovarian  teratoma.  She  is 
living  and  free  of  tumor  over  5 years  post  surgery. 

Case  12 

This  26-year  old  virgin  had  a painless  right  ovarian  mass 
known  to  be  present  for  two  weeks  at  the  time  of  surgery  on 
2-1-73.  A 7 by  8 by  12cm  solid  right  ovarian  teratoma  was 
removed  by  RSO.  It  had  areas  of  hemorrhagic  infarction, 
but  was  well  differentiated.  The  patient  is  free  of  tumor  and 
pregnant  (in  May  1974),  15  months  after  surgery. 

Discussion 

Undifferentiated  teratomas. 

While  nine  cases  of  carcinoniatuus  degeneration  of 
ovarian  dennoids  previously  reported  from  this  Insti- 


Fig.  7,  Case  10:  Two  cavities  within  this  tumor,  lined  with 
respiratory  epithelium  and  mucous  glands,  and  partly  surroun- 
ded by  cartilage  simulating  tracheobronchial  structures. 


Fig,  8,  Case  11:  fPell  differentiated  ganglion-like  structure. 

tution  (16)  had  an  average  age  of  51  1/2  years,  that 
of  our  seven  cases  of  histologically  verified  undif- 
ferentiated teratomas  was  54  years,  which  is  entirely 
in  agreement  with  the  findings  of  most  reviewers  (3). 
Our  youngest  patient  with  undifferentiated  teratoma 
was  case  5,  who  was  17  years  old  at  the  time  of  sur- 
gery. Even  though  teratoid  lesions  are  the  most  frequent 
tumors  of  the  prepubertal  ovary  (11),  undifferentiated 
teratomas  are  rare  in  this  age  group. 

Our  cases  were  collected  simultaneously  with  253 
dermoids  found  in  222  patients  (dermoids,  unlike 
solid  teratomas  (3),  have  a high  incidence  of  bilatera- 
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Fig.  9,  Case  12:  Rosette  formation  representing  primitive 
neural  tube. 


Fig.  10,  Case  12:  Nervous  tissue  and  choroid-plexus-Uke 
structure. 


lily).  riierelore,  iiiidifferenliated  teratcjinas  represent 
d.2  ‘Vo  of  all  our  teratoid  ovarian  lesions.  Having  cri- 
ticized the  2.95  ‘Vo  figure  cited  earlier  as  being  unduly 
high,  in  that  case  for  taxononiical  reasons,  we  are  im- 
mediately confronted  with  our  own  incidence  of  3.2 
‘Vo,  also  high,  hut  due  in  this  case  to  another  reason  — 
unintentional  selection.  While  the  uncomplicated  der- 
moids are  generally  handled  at  the  local  hospitals,  un- 
dilierentiated  teratomas  are  more  likely  to  he  referred 
to  our  (dancer  Hospital,  which  accounts  for  our  decep- 
tively high  incidence  of  this  lesion.  In  the  literature 
the  incidence  has  been  reported  to  he  as  low  as  0.15 
‘^/o  ol  all  ovarian  tumors  (two  cases  among  1,300 
tumors  iti  Kermauner’s  Clinic  in  Vienna)  (6). 


Gross  and  microscopic  aj^earance. 


The  typical  gross  appearance  of  solid  ovarian  tera- 
tomas is  illustrated  in  Fig.  1.  Both  the  well  differen- 
tiated type  and  the  undifferentiated  one  share  the  same 
gross  features.  All  these  tumors  are  extremely  lobulated 
and  their  capsule  is  anything  but  perfect  While  adhe- 
sions have  been  found  in  some  cases  (10),  it  seems  that 
the  tough  fibrous  adhesions  of  the  postinflammatory 
type,  so  frequently  found  in  dermoids  (15),  are  rare  in 
solid  teratomas. 

On  cut  section,  even  the  most  solid  ovarian  teratoma 
is  prone  to  be  riddled  with  tiny  cysts.  Some  of  these 
cystic  cavities  have  the  usual  dermoid  contents,  hair  and 
sebaceous  material.  The  solid  portion  consists  of  a 
great  variety  of  tissues,  ranging  from  the  most  em- 
bryonic in  undifferentiated  teratomas  to  the  most  ma- 
ture elements  in  the  well  differentiated  tumors.  The 
interrelations  of  these  elements  in  solid  teratomas  is  so 
haphazard  that  'he  microscopic  picture  has  been  des- 
cribed as  a histological  potpourri  (20).  Though  some 
of  the  tissues  may  be  recognized  grossly  (even  well 
fonned  elements,  like  teeth,  may  be  present),  recogni- 
tion of  the  embryonic  tissues  recjuires  histologic  exa- 
mination (IB). 

The  malignant  nature  in  this  series  was  not  suspected 
at  the  time  of  initial  surgery  except  for  those  with  ob- 
vious rnetastases.  The  operative  diagnosis  in  case  2 
was  benign  dermoid  cysts,  however,  histological  studies 
revealed,  in  addition  to  well  differentiated  elements 
(Fig.  2),  a more  anaplastic  component  (Fig.  3)  which 
called  for  a diagnosis  of  undifferentiated  teratoma. 
Generally,  even  tlie  most  anaplastic  of  these  tumors, 
showed  some  areas  of  well  differentiated  tissues.  The 
undifferentiated  component  in  .some  cases  took  the 
form  of  a papillary  growth,  in  others  it  appeared  as  a 
glandular  epithelial  malignancy,  and  sometimes  as  a 
highly  anaplastic  growth  of  nondescript  character.  This 
invariably  spelled  malignant  behavior. 


Growth  and  clinical  behavior. 

For  a long  time  (2)  solid  ovarian  teratomas  have  been 
considered  as  intrinsically  malignant  lesions  regardless 
of  histologic  structure.  The  predictability  of  clinical 
behavior  on  the  basis  of  the  solid  or  cystic  nature  is  less 
dependable  in  the  first  two  decades  of  life  (1 1),  probably 
because  dennoids,  whose  behavior  is  much  more  pre- 
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dictable  than  that  of  solid  teratomas,  are  less  frequent 
during  that  period.  In  the  solid  lesions  prognosis  may 
be  safely  based  on  histologic  examination  (18)  regard- 
less of  the  age  of  the  patient.  This  generalization,  that 
the  malignancy  of  solid  teratomas  of  the  ovary  is  de- 
termined by  the  presence  of  undifferentiated  (embryo- 
nic) elements,  has  some  exceptions,  though.  Breen  and 
Neubecker  (3)  found  no  correlation  at  all  between  de- 
gree of  differentiation  and  clinical  behavior.  They 
called  attention  to  the  variations  in  histological  picture 
within  the  same  lesion,  and  pointing  at  the  size  of  these 
tumors,  argued  that  the  area  of  the  lesion  histologically 
studied  may  not  be  representative  of  the  whole  tumor. 

All  patients  in  this  series  had  relatively  large  tutnors; 
the  average  diameter  was  17cm.  In  case  6 a 3()cm  unre- 
sectable  mass  developed  in  a previously  asymplomatic 
woman,  reducing  her  to  a state  of  prostration  in  the 
space  of  three  months.  Others  have  remarked  how 
rapidly  these  tumors  may  attain  massive  proportions; 
patients  have  been  known  to  develop  over  10kg  of 
tumor  in  a nine  month  period  (10).  The  extraordinary 
growth  rate  may  be  occasionally  due  to  the  consolidated 
growth  of  adjacent  metastases  (1). 

Metastatic  spread 

These  tumors  are  notoriously  prone  to  spread  by 
peritoneal  seeding  almost  to  the  exclusion  of  the  blood 
and  lymphatic  routes.  The  metastases  have  been  des- 
cribed as  literally  producing  a cast  of  the  peritoneal 
cavity  (9),  every  nook  and  cranny  of  the  peritoneum 
being  thoroughly  seeded  without  spread  beyond  this 
cavity.  The  secondary  lesions,  especially  those  at  a 
distance  from  the  primary  tumor,  almost  always  con- 
sist of  undifferentiated  tissues.  The  nearby  metastases, 
which  presumably  are  the  oldest,  are  often  more  com- 
plex structurally  than  the  distant  ones.  This  supports 
the  thesis  that  spread  is  mediated  through  embryonic 
cells  which  subsequently  differentiate  at  the  secondary 
site. 

Clinical  presentation 

Most  patients  presented  with  a painless  abdominal 
mass.  In  case  3 a massive  ascitis  required  tapping  before 
the  mass  could  be  felt;  the  ascitis  recurred,  became 
intractable  and  the  most  troublesome  symptom  in  this 
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patient.  Pressure  symptoms  and  serous  effusions  proved 
most  unmanageable  in  patients  with  advanced  tumors. 

Management 

Surgery  is  the  only  treatment  of  recognized  value  and 
even  lesions  of  massive  proportions  may  be  resectable 
due  to  the  relative  freedom  from  adhesions  to  adjacent 
organs  (21).  In  fact,  the  surgical  findings  tend  to  be  so 
deceptively  innocent  that,  except  for  two  obviously 
metastatic  cases  in  this  series  (cases  3 & 6),  the  surgeon 
was  beguiled  into  a conservative  oophorectomy  under 
the  impression  that  he  was  dealing  with  a benign  tumor 
in  all  the  other  five  malignant  teratomas  operated.  Of 
these  five  patients,  four  had  immediate  hysterectomy 
and  contralateral  salpingo-oophorectoiny,  no  residual 
tumor  was  found,  yet  only  one  of  them  survived. 
The  fifth  patient  did  not  have  the  additional  surgery 
until  she  developed  a local  recurrence  a year  later. 
She  is  the  second  known  survivor  of  this  series,  being 
living  and  free  of  tumor  2 1/2  years  after  excision 
of  the  recurrence. 

Some  surgeons  have  been  outspoken  proponents 
of  more  aggressive  surgery  in  these  cases,  an  approach 
that  may  be  justified  in  case  I because  of  the  local 
recurrence.  Others  (7)  recommend  and  have  j)erformed 
node  dissections  for  undifferentiated  teratomas  of  the 
ovary,  the  results  of  such  dissections  being,  not  sur- 
prisingly, negative.  Some  of  tliese  patients  may  have 
node  metastases,  case  2 had  them  terminally,  however, 
the  nodes  were  not  regional,  hut  distant,  and  the 
pelvis  was  negative  at  postmortem  examination.  The 
mode  of  spread  of  these  tumors  is  somewhat  c-apri- 
cious;  if  there  is  one  thing  categoric  about  it,  it  is 
this  — they  do  not  follow  the  conventional  lymphatic 
routes  in  any  way  twen  remotely  predictable.  Accord- 
ingly, regional  node  dissections  lack  physiopathologie 
justification  in  these  cases. 

Radiation  has  been  indicted  as  ineffective  in  these 
tumors,  however,  none  of  its  detractors  has  come  up 
with  any  statistics  to  su{)[»ort  this  contention.  Some 
authors  have  used  it  routinely,  while  others  discard  it 
as  altogether  useless.  Still  others  have  relied  on  the 
misleading  status  of  the  regional  nodes  as  a guiding 
criterium  for  radiotherapy  (7). 

A final  judgment  on  the  value  of  radiation  is  not 
possible  with  the  meager  data  available.  The  present 
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scries  contributes  little  on  this  point,  since  the  two 
survivors,  though  they  received  radiotherapy,  had  no 
gross  tumor  post  surgery,  and  their  good  prognosis 
may  represent  a purely  surgical  feat. 

Well  differentiated  teratomas 

hive  cases  were  histologically  well  differentiated. 
They  have  all  survived  from  one  to  fifteen  years  post 
surgery,  demonstrating  a good  correlation  between 
prognosis  and  histology  in  this  tumor. 

The  age  of  the  patients  with  well  differentiated 
lesions  ranged  from  three  to  thirty  years,  the  average 
being  18.3  years.  The  youngest  patient  presented 
with  a painless  mass  discovered  accidentally  during  a 
physical  examination  at  the  age  of  three  years.  The 
tumor  was  heavily  calcified,  suggesting  a slow  growth, 
and  in  view  of  the  patient’s  age,  it  was  probably 
congenital. 

While  ovarian  tumors  in  the  adult  begin  as  pelvic 
masses  which  later  may  grow  out  of  the  pelvis  becom- 
ing abdominal  in  location,  congenital  ovarian  lesions 
may  present  initially  in  the  upper  abdomen  as  in  tliis 
case.  The  presence  of  the  tumor  during  gonadal 
development  may  interfere  with  the  descent  of  the 
ovary  into  the  pelvis,  which  explains  the  extrapelvic 
location  of  the  mass. 

Occasionally,  well  differentiated  ovarian  teratomas 
may  recur  and  metastasize,  the  recurrence  and  metas- 
tases  both  showing  the  same  high  degree  of  cellular 
differentiation  as  the  primary  lesion  (1).  Well  differen- 
tiated peritoneal  seedings  have  also  been  reported 
(10)  in  which  the  secondary  nodules  were  adherent 
to  the  peritoneal  surface,  but  showed  no  evidence  of 
invasive  growth.  These  non-invasive  seedings  may 
consist  of  glial  tissues  only  (peritoneal  gliomatosis), 
and  may  originate  from  either  a well  differentiated 


or  an  anaplastic  teratoma  (8).  If  both  the  seedings 
and  the  primary  lesion  are  well  differentiated,  the 
prognosis  is  not  bad;  long  survivals,  up  to  26  years, 
have  been  reported  in  these  cases  (22).  Proskauer 
(19)  even  suggests  that  the  neuroglial  .seedings  may 
disappear  following  resection  of  the  primary  lesion. 
Whether  or  not  such  spontaneous  disappearance  occurs, 
the  good  results  following  conservative  surgery  justify 
this  form  of  treatment  for  the  well  differentiated  lesion, 
even  in  the  presence  of  glial  implants. 

Summary 

Thirteen  cases  of  solid  ovarian  teratoma  are  presen- 
ted, 7 cases  were  poorly  differentiated,  6 were  well 
differentiated. 

The  anaplastic  lesions  generally  presented  as  painless 
masses  of  rapid  growth  associated  witli  pressure  symp- 
toms and  serous  effusions.  Two  of  these  cases  had 
an  obvious  malignancy  at  laparotomy,  the  other  five 
were  all  confused  surgically  for  benign  lesions  and 
conservative  oophorectomies  were  performed.  Subse- 
quently, an  early  contralateral  salpingo-oophorectomy 
and  hysterectomy  was  performed  in  four  of  these  five 
patients;  no  residual  tumor  was  found,  but  only  one 
of  them  survived.  On  the  fifth  patient  the  additional 
surgery  was  performed  at  the  first  sign  of  recurrence, 
resulting  in  a 2 1/2  year  cure  so  far. 

Complete  removal  of  the  tumor  with  hysterectomy 
and  bilateral  salpingo-oophorectomy  seems  to  be  the 
treatment  of  choice  for  the  undifferentiated  solid 
ovarian  teratoma. 

The  well  differentiated  lesion  has  a much  better 
prognosis.  Tumorectomy  with  unilateral  salpingo-oo- 
phorectomy is  considered  adequate  treatment  for  these. 


(References  will  be  submitted  upon  request  to  the  author) 
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Cardiac  surgery  is  firmly  established  everywhere 
as  the  treatment  of  choice  in  a diversity  of  heart 
problems.  A significant  number  of  heart  patients  in 
Puerto  Rico  are  not  offered  surgery  until  they  reach 
the  point  of  physiologic  deterioration.  A large  number 
are  never  given  the  opportunity,  as  for  example,  those 
in  need  of  immediate  coronary  revascularization.  Often, 
“our  local  conditions”  are  referred  to  in  order  to  justify 
the  imposition  of  expensive  travel  on  cardiac  patients 
by  their  physicians.  Regretfully,  this  situation  becomes 
desperate  when  the  patient  involved  has  limited  econo- 
mic means  and  can  least  afford  it. 

Few  reports  have  appeared  describing  our  local  results 
in  heart  surgery.  Perennially  puzzled  by  the  “success” 
of  some  prominent  physicians  who  have  advised  heart 
surgery  only  in  the  mainland  to  indigent  parents  of  poor 
children  with  straightforward  lesions  such  as  pulmonic 
stenosis,  we  were  stimulated  to  review  our  experience 
in  the  San  Juan  City  Hospital  to  determine  whether 
their  attitude  was  commendable  and  whether  the  econo- 
mic and  emotional  sacrifice  involved  was  justified. 

The  total  experience  in  cardiac  surgery  at  the  San 
Juan  City  Hospital  Medical  Center  facilities  was  review- 
ed since  this  surgery  began  on  July,  1967. 

Material  and  Methods 

Available  and  traceable  cbnical  records  of  patients  with 
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heart  disease  operated  upon  between  1967  and  1974,  were 
reviewed.  Those  treated  with  pacemakers  or  afflicted  with 
thoracic  aneurysms  were  not  considered.  A total  of  171 
patients  constitute  this  report.  They  include  the  initial  32 
consecutive  open  heart  cases  reported  previously  (1). 

Surgery  performed  comprised  the  most  commonly  en- 
countered congenital  and  acquired  lesions.  The  most  notable 
exception  was  transposition  of  the  great  vessels.  No  patient 
with  this  diagnosis  has  been  referred  to  us  for  total  correction 
(Mustard  procedure),  although  paUiative  procedures  have  been 
performed. 

Standard  cardiopulmonary  bypass  techniques  were  utilized 
in  all  open  heart  patients  and  were  modified  as  needed.  The 
disc  oxygenator  was  abandoned  when  disposable  bubble  oxy- 
genators became  available.  Hemodilution  has  played  an  im- 
portant role  in  most  cases. 

During  this  seven  year  interval  different  physicians  have 
performed  the  operative  procedures.  In  fact,  from  1970  to 
1973,  the  San  Juan  City  Hospital  Thoracic  Surgery  Service 
was  “semi-integrated”  to  that  of  the  University  Hospital 
under  the  leadership  of  the  Department  of  Surgery  of  the 
University  of  Puerto  Rico  Medical  School.  This  arrangement 
may  have  affected  adversely  the  total  number  of  patients 
operated  upon  during  that  interval. 

The  liason  was  dissolved  and  in  the  last  year,  1974,  all 
operations  have  been  performed  by  the  San  Juan  City  Hospital 
full-time  attendings  utilizing  the  Hospital’s  facUities  for  pre- 
operative  evaluation  and  post-operative  care.  All  patients 
were  operated  upon  at  the  Puerto  Rico  Medical  Center. 

Results 

Tables  I and  II  include  the  total  experience,  shown 
by  year  and  under  the  appropriate  diagnostic  category. 
A total  of  171  patients  underwent  heart  surgery.  Of 
these,  56  were  “closed”  procedures  in  which  cardio- 
pulmonary bypass  was  not  needed,  and  115  were 
“open”  heart  operations  with  extracorporeal  circula- 
tion. 

This  first  open  heart  procedure  in  the  Puerto  Rico 
Medical  Center  facilities  of  the  San  Juan  City  Hospital 
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TABLE  I 

CARDIAC  SURGERY  AT  THE  SAN  JUAN  CITY  HOSPITAL 

1967  - 1974 


Number  of  Procedures  According  to  Year 


Open  Heart  Procedures 

1967 

1%8 

1969 

1970 

1971 

1972 

1973 

1974 

Total 

Atrial  Septal  Defect 

6 

4 

2 

1 

3 

16 

Ventricular  Septal  Defect 

2 

6 

1 

3 

8 

20 

Tetralogy  of  Fallot 

8 

2 

1 

1 

1 

13 

Mitral  Stenosis 

4 

7 

3 

2 

5 

4 

1 

5 

31 

Mitral  Insufficiency 

1 

2 

1 

3 

7 

Pulmonary  Stenosis 

1 

4 

2 

1 

1 

1 

10 

Mitral  and  Aortic  Insufficiency 

1 

1 

2 

4 

Aortic  Stenosis 

1 

2 

3 

6 

Rupture  of  Sinus  of  Valsalva 

1 

1 

1 

3 

Coronary  Artery  Insufficiency 

1 

1 

Pulmonary  Embolism 

1 

1 

2 

Ventricular  Aneurysm 

1 

1 

Aortic  Insufficiency 

1 

1 

Total  - 

13 

31 

10 

3 

15 

7 

11 

25 

115 

TABLE  II 

CARDIAC  SURGERY  AT  THE  SAN  JUAN  CITY  HOSPITAL 

1967  - 1974 

Number  of  Procedures  According  to  Year 

Closed  Heart  Procedures 

1967 

1968 

1969 

1970  1971 

1972 

1973 

1974 

Total 

Tetralogy  of  Fallot 

1 

1 

1 

2 

5 

Coarctation  of  Aorta 

3 

2 

1 

3 

3 

12 

Patent  Ductus  Arteriosus 

2 

3 

2 

3 3 

3 

2 

6 

24 

Transposition  of  the  Great 

Vessels 

1 

1 

2 

4 

Tricuspid  Atresia 

2 

2 

4 

Hypoplasia  Pulmonary 

Artery 

1 

1 

V entricular  Septal  Defect 

2 

1 

1 

4 

Single  Ventricle 

1 

1 

Aortic  Arch  AnomaUes 

1 

1 

Total  per  year  - 

5 

6 

4 

5 5 

8 

8 

15 

56 
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TABLE  III 

CARDIAC  SURGERY  AT  THE  SAN  JUAN  CITY  HOSPITAL 

1967  - 1974 

Number  of  Procedures  according  to  Type  of  Lesion  and  Year 


Congenital  Heart  Disease 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

Total 

Tetralogy  of  Fallot 

9 

3 

1 

1 

1 

3 

18 

Atrial  Septal  Defect 

6 

4 

2 

1 

3 

16 

Ventricular  Septal  Defect 

2 

6 

1 

2 

4 

7 

22 

Patent  Ductus  Arteriosus 

2 

3 

2 

3 

3 

3 

2 

6 

24 

Coarctation  of  Aorta 

3 

2 

1 

3 

3 

12 

Pulmonary  Stenosis 

1 

4 

2 

1 

1 

1 

10 

Transposition  of  the  Great 

V essels 

1 

1 

2 

4 

Triscuspid  Atresia 

2 

2 

4 

Hypoplasia  Pulmonary  Artery 

1 

1 

Aortic  Arch  Anomalies 

1 

1 

Single  Ventricle 

1 

1 

Total  - 

14 

28 

10 

5 

8 

9 

13 

26 

113 

was  performed  in  July,  1967.  The  initial  experience 
was  encouraging,  and  the  first  32  consecutive  cases 
had  satisfying  results  (1).  The  case  load  improved 
and  in  the  following  18  months  this  specialized  therapy 
was  offered  to  57  patients,  for  a total  of  46  open  and 
11  closed  heart  procedures.  Subsequently,  the  number 
of  patients  referred  to  surgery  by  the  Pediatric  and 
Internal  Medicine  Departments  decreased,  with  15  or 
less  open  heart  cases  being  performed  each  year  until 
1974.  In  the  last  year  approximately  24  ®/o  of  the 
total  number  of  open  and  closed  heart  cases  were 
operated  upon.  The  low  point  was  1970,  when  only 
three  patients  had  open  heart  surgery.  The  last  year 
has  also  included  a greater  variety  of  lesions  treated, 
not  only  in  type  but  also  in  complexity.  To  our 
knowledge,  we  performed  the  first  successful  pulmo- 
nary embolectomy  in  Puerto  Rico  in  December  1973, 
at  the  San  Juan  City  Hospital.  In  1974,  two  patients 
with  ventricular  septal  defect  due  to  myocardial  in- 
farction, one  with  an  accompanying  left  ventricular 
aneurysm,  were  suecessfully  operated  for  the  first 
time  in  our  hospital  this  year.  The  ventricular  aneu- 


rysm apparently  was  the  second  operated  in  the  Me- 
dical Center. 

In  Table  III  and  IV  patients  were  arranged  according 
to  diagnostic  category.  The  most  common  condition 
treated  was  mitral  valve  disease  in  38  patients  of  which 
31  had  stenosis  and  7 insufficiency.  Next  were  twenty 
four  children  with  patent  ductus  arterious.  Some  were 
infants  in  heart  failure.  The  next  most  common  lesion 
corrected  were  ventricular  septal  defect  and  tetralogy 
of  Fallot. 

The  mortality  encountered  in  these  seven  years  ap- 
pears in  Tables  V and  VI  for  patients  witli  both 
congenital  and  acquired  heart  disease.  It  is  divided 
also  in  open  and  closed  heart  procedures. 

During  the  initial  open  heart  experience  in  1967 
there  was  no  mortality.  In  1968,  however,  10  of  31 
open  heart  patients  died,  a 32  percent  mortality. 
In  1969,  mortality  for  open  heart  was  10  percent, 
one  out  of  ten  patients  operated  upon.  No  deaths 
occurred  in  the  1970  to  1972  period,  but  in  1973, 
mortality  in  open  heart  surgery  soared  to  40  percent 
in  congenital  heart  disease  and  was  16.6  percent 
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TABLE  IV 

CARDIAC  SURGERY  AT  THE  SAN  JUAN  CITY  HOSPITAL 

1967  - 1974 


Number  of  procedures  according  to  type  of  lesion  and  year 


Acquired  Heart  Disease 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

Total 

Mitral  Stenosis 

4 

7 

3 

2 

5 

4 

1 

5 

31 

Mitral  Insufficieney 

1 

2 

1 

3 

7 

Ventricular  Septal  Defect 

2 

2 

Rupture  Sinus  of  Valsalva 

1 

1 

1 

3 

Mitral  and  Aortic  Insufficiency 

1 

1 

2 

4 

Aortic  Insufficiency 

1 

1 

Aortic  Stenosis 

1 

2 

3 

6 

Coronary  Artery  Insufficiency 

1 

1 

Pulmonary  Embolism 

1 

1 

2 

Ventricular  Aneurysm 

1 

1 

Total  - 

4 

9 

4 

3 

12 

6 

6 

14 

58 

TABLE  V 

CARDIAC  SURGERY  AT  THE  SAN  JUAN  CITY  HOSPITAL 

1967  - 1974 

Mortality  in  Congenital  Heart  Disease 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

Total 

Open  Heart  Cases 

Mortality 

0 

31.8  % 

16.6  °/o 

0 

0 

0 

40  ®/o 

9®/o 

J^3  °lo 

0/9 

7/22 

1/6 

0/0 

0/3 

0/1 

2/5 

1/11 

11/57 

Closed  Heart  Cases 

Mortality 

0 

0 

25  ®/o 

0 

20  ®/o 

12.5  ®/o 

CM 

13.3  % 

12.5  ®/o 

0/5 

0/6 

1/4 

0/5 

1/5 

1/8 

2/8 

2/15 

7/56 

Total  Mortality 

0 

25  ®/o 

O 

0^ 

o 

0 

12.5  °/o 

11.1  % 

30.7  o/o 

11.5  % 

'l5.9  ®/a 

0/14 

7/28 

2/10 

0/5 

1/8 

1/9 

4/13 

3/26 

18/113 
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TABLE  VI 

CARDIAC  SURGERY  AT  THE  SAN  JUAN  CITY  HOSPITAL 

1967  - 1974 


Mortality  in  Acquired  Heart  Disease 


1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

Total 

Mortality 

0 

33.3  ®/o 

0 ®/o 

0®/o 

0% 

0% 

16.6  ®/o 

7 ®/o 

8.6  ®/o 

Open  Heart  Cases 

0/4 

3/9 

0/4 

0/3 

0/12 

0/6 

1/6 

1/14 

5/58 

in  acquired  heart  disease,  a total  of  27  percent  morta- 
lity for  the  year. 

Patients  with  congenital  heart  lesions  having  closed 
heart  procedures  had  a mortality  rate  of  25  ^/o  in 
1969,  20  % in  1971,  12.5  «/o  in  1972  and  25  ^/o  in 
1973.  There  were  no  deaths  in  1970. 

The  San  Juan  City  Hospital  Thoracic  Surgery  Section 
was  reorganized  in  December  1973.  The  liason  with 
the  Medical  School  was  found  unsatisfactory  and  was 
dissolved.  The  problems  encountered  in  diagnosis  and 


treatment  of  heart  disease  were  identified  and  assigned 
priorities  for  their  correction. 

Despite  limitations  in  operative  time  assigned  by  the 
Puerto  Rico  Medical  Center  for  open  heart  procedures 
in  San  Juan  City  Hospital  patients,  a total  of  25  patients 
were  operated  upon  with  cardio-pulmonary  bypass.  This 
was  accomplished  even  though  the  Medical  Center  Cor- 
poration did  not  employ  a full-time  perfusion  technician 
until  the  summer  of  1974! 

The  reorganization  was  fruitful,  since  the  mortality 
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figures  in  1974  improved.  The  mortality  for  open  heart 
patients  was  eight  percent;  9 “/o  for  patients  with 
acquired  heart  disease  and  7 °/o  for  those  with  congeni- 
tal heart  disease.  Two  patients  died  out  of  a total  of 
25  open  heart  procedures.  One  of  these  had  pulmonary 
embolism  and  was  in  shock  for  twelve  hours  before 
surgery.  He  was  operated  as  a last  resort,  but  the 
shock  proved  irreversible  and  he  died  in  the  operation 
room.  Perhaps  if  counter  pulsation  had  been  available 
he  may  have  survived.  The  second  patient  succumbed 
three  weeks  after  open  heart  surgery  from  respiratory 
insufficiency  due  to  a gram  negative  pulmonary  in- 
fection. 

For  closed  congenital  heart  procedures  the  mortality 
was  decreased  in  1974  to  13  ^/o.  Two  out  of  15  pa- 
tients died.  Even  so,  these  two  children  had  no  surgical 
opportunity  for  survival.  One  had  inadequate  pulmona- 
ry arteries  to  construct  a proposed  shunt,  and  the  other 
one  had  transposition  of  the  great  vessels  with  inadequa- 
te pulmonary  blood  flow.  True  surgical  mortality  for 
closed  heart  cases  was  zero  in  1974. 


Discussion 

Progress  in  cardiac  surgery  in  Puerto  Rico  has  been 
allowed  by  our  past  medical  leaders  to  proceed  only 
at  a snail’s  pace.  Even  though  pioneer  efforts,  fruit- 
ful both  at  the  clinical  and  research  level  have  been 
carried  out  since  1957,  conditions  remain  far  from 
optimal  (1).  Surgical  research  carried  out  locally 
developed  a new  procedure  for  tricuspid  atresia  success- 
fully applied  here  in  experimental  animals.  The  initial 
advantage  gained  in  the  laboratory  was  lost  and  although 
applied  clinically  elsewhere  it  has  not  been  possible  yet 
to  perform  it  in  Puerto  Rico.  This  is  so  notwithstanding 
the  present  position  of  leadership  of  those  who  collabor- 
ated in  the  project  (2). 

Seven  years  after  the  first  open  heart  procedure  was 
performed  at  the  Puerto  Rico  Medical  Center’s  facilities 
of  the  San  Juan  City  Hospital  the  total  volume  of  cases 
operated,  171,  suggests  that  too  little  was  done.  More 
so,  since  approximately  one  fourth  of  all  patients 
operated  upon  during  this  time  underwent  surgery  in 
1974.  There  are  no  waiting  lists  for  cardiovascular  sur- 
gery at  our  institution  and  patients  are  now  operated 
upon  as  soon  as  they  are  studied  by  cardiac  catheteriza- 


tion. 

What  reasons  exist  then  for  the  small  yearly  volume? 

Referral  to  mainland  centers  of  patients  with  econo- 
mic means  by  their  private  physicians  may  be  a factor. 
Since  these  same  physicians  also  refer  indigent  patients 
to  our  service,  they  are  offering  a double  standard  of 
care,  not  easily  justified  socially.  Such  events  are  well 
recorded  in  our  local  newspapers. 

The  fact  that  indigent  cardiac  patients  must  be  trea- 
ted in  Puerto  Rico  cannot  be  denied.  Funds  are  not 
available  for  mass  transportation  and  treatment  else- 
where. Since  San  Juan  patients  are  referred  to  us,  the 
possible  conclusions  are  that  heart  disease  and  cardiac 
disability: 

1.  are  not  recognized  and  diagnosed, 

2.  if  adequately  diagnosed,  the  patients  are  inade- 
quately treated  if  they  have  surgically  correctable 
lesions,  or 

3.  they  are  simply  referred  and  they  are  not  studied 
by  cardiac  catheterization. 

We  feel  that  all  these  factors  are  involved.  Physicians 
and  the  public  in  Puerto  Rico  are  entitled  to  know  what 
facilities  are  available.  We  can  report  on  those  accesible 
to  San  Juan  patients.  At  present,  they  are  allowed 
two  days  per  week  for  cardiac  catheterization  at  the 
Medical  Center  Corporation’s  laboratory,  one  for  adults 
and  one  for  children.  Present  facilities  rarely  allow  more 
than  one  study  per  day.  Equipment  failures  are  fre- 
quent, supplies  are  scarce,  and  coronary  angiograms 
are  a rarity.  The  San  Juan  City  Hospital  has  no  other 
catheterization  facilities  except  those  described  above 
which  are  the  responsibility  of  the  Medical  Center  Cor- 
poration. Since  it  is  estimated,  for  example,  that  out 
of  every  eight  coronary  angiograms  performed,  only  one 
will  reveal  a surgical  candidate,  lack  of  adequate  cardiac 
catheterization  facilities  may  be  an  important  reason  for 
the  small  number  of  patients  referred  for  surgery. 
In  the  last  year,  however,  due  mainly  to  the  interest  and 
aggressive  effort  of  our  cardiologists,  two  patients  are 
prepared  weekly  for  surgery.  In  the  near  future,  the 
bottleneck  will  be  the  limited  operative  time  assigned 
to  the  San  Juan  City  Hospital  Thoracic  Surgery  Section 
for  open  heart  surgery  by  the  Puerto  Rico  Medical  Cen- 
ter. This  amounts  to  only  one  day  per  week. 

Is  it  morally  justified  to  advise  indigent  patients 
to  travel  outside  Puerto  Rico  for  heart  surgery?  Is  the 
economic  sacrifice  and  emotional  trauma  suffered  by 
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these  poor  people  necessary? 

Review  of  our  total  experience  may  help  in  answering 
these  important  questions.  The  initial  1967  experience 
was  fruitful.  The  mortality  reported  in  the  first  32  cases 
was  comparable  to  that  obtained  by  different  groups  in 
the  United  States  (1).  Subsequently,  a high  mortality 
occurred  in  some  years.  Reorganization  of  our  Thoracic 
Surgery  Section  with  severance  of  our  ties  with  the  so 
called  “integrated”  Surgical  University  Program  was 
a positive  move.  It  resulted  in  our  being  able  to  double 
the  number  of  operations  performed  for  San  Juan  pa- 
tients and  in  a significant  decrease  in  mortality,  to  8 
percent  for  all  open  heart  and  13  *^/o  for  closed  heart 
procedures.  These  are  good  results  considering  that 
many  procedures  were  performed  under  emergent  con- 
ditions and  some  patients  had  advanced  physiologic 
deterioration  due  to  their  late  referral.  With  the 
recent  advent  of  prompt  hemodynamic  evaluation  by 
aggressive  adult,  and  pediatric  cardiologists,  a change 
is  noticeable.  Even  so,  the  results  of  good  years  appear 
to  have  balanced  out  the  bad  years.  The  total  mortali- 
ty for  these  seven  years  has  been  13.9  ^/o  for  open  heart 
cases,  (16  patients  dead  out  of  115  patients);  and  12.5 
®/o  (7  patients  out  of  56)  for  closed  heart  surgery. 
Viewed  in  another  way,  the  grand  total  mortality  for 
open  heart  cases  in  congenital  heart  disease  was  19.3 
^¡o  and  for  acquired  heart  8.6  °/o.  (Tables  V,  VI). 

In  comparison  with  others,  for  example,  Kirsch  and 
associates  (3)  reported  a 16  ®/o  mortality  on  174 
open  heart  patients  with  a comparable  distribution  of 
lesions.  Four  of  tbeir  seven  double  valve  replacements 
died,  as  well  as  14  of  tlieir  77  mitral  valve  replacements. 
In  our  experience,  no  double  valve  replacement  has 
died.  Cooley’s  group  had  no  mortality  after  open 
mitral  commissurotomy,  neither  did  we  in  1974  (4). 
Locally,  Muñoz  and  coworkers  (5)  reported  the  Uni- 
versity Hospital  experience  with  80  patients  who  had 
pulmonary  banding.  In  the  group  with  straight  forward 
defects  total  mortality  was  23  percent.  Twenty  eight 
of  these  patients  later  had  correetive  surgery  with 
debanding.  Four  died.  (14  ®/o  mortality).  The 
group  with  complex  defects  had  a 58  percent  mortali- 
ty. Villavicencio  et  al  (6),  from  the  same  institution, 
reported  a mortality  of  15  percent  in  14  ehildren 
undergoing  a Blalock  Taussig  Anastomosis,  24  percent 
in  25  children  who  had  a Waterston  procedure,  and  no 
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mortality  in  three  children  having  a Pott’s  anastomosis. 
These  reports  appeared  in  1972. 

The  low  mortality  observed  at  the  San  Juan  City 
Hospital  in  1974  for  40  cases  is  10  percent.  This  figure 
can  be  further  broken  down  to  8 ^/o  in  open  and  13 
^/o  in  closed  heart  surgery.  If  three  salvage  cases  are 
not  included  (one  open  heart  and  two  closed)  total 
mortality  would  have  been  2.5  ®/o  for  1974.  Based 
on  these  findings  we  can  conclude  that  it  is  abusive 
to  intimidate  poor  patients  into  expensive  travel  for 
treatment  whieh  can  be  rendered  free  at  government 
faeilities  in  Puerto  Rico. 

These  results,  however,  cannot  be  utilized  to  justify 
a sense  of  well  being  in  those  responsible  for  adminis- 
tration of  our  health  services.  It  simply  reflects  the 
extraordinary  effort  of  many,  based  on  personal  sa- 
crifice, which  has  been  needed  to  overcome  burocra- 
tic  and  other  type  of  obstacles  to  quality  eare  of  sur- 
gical cardiac  patients.  The  facilities  currently  available 
do  not  meet  the  published  “guidelines  for  minimal 
standards  in  cardiovascular  surgery”  (7).  Encountered 
routinely  were: 

1.  Absence  of  adequate  and  individual  post  operative 
cardiac  units,  both  for  adults  and  children. 

2.  Lack  of  important  ancillary  services  such  as  re- 
liable blood  gases  on  a 24-hour  basis,  electro- 
lytes, coagulation  studies,  and  intermittent  oxygen 
therapy. 

3.  Occasional  unreliability  of  supply  of  whole  blood 
and  blood  components. 

4.  Uncertainty  of  availability  of  key  personnel  at 
night.  These,  of  course,  are  the  responsibility  of 
those  in  present  and  past  key  administrative  and 
leadership  positions. 

Most  important,  there  is  an  historical  outstanding 
lack  of  the  absolute  support  from  government  and  from 
the  community  required  for  a successful  open  heart 
surgery  program.  This  has  improved  at  our  hospital 

recently,  and  will  hopefully  continue  to  improve  as 
physicians  who  have  fallen  behind  times  disappear  by 
burocratic  attrition. 

From  this  point  of  view,  other  groups  may  wish  to 
report  their  total  experience.  By  the  number  of  patients 
treated  and  results  obtained,  the  health  planners  may 
be  able  to  pass  judgment  on  previous  administrative 
decisions  which  resulted  in  the  three  Medical  Centers, 


139 


Volumen  67 
Núm.  5 


Jorge  O.  Just  Viera,  MD,  et  al 


Ponce,  Mayagüez  and  San  Juan.  Are  they  rendering 
sufficient  specialized  services  as  to  justify  their  cost? 

It  is  important  that  physicians  in  Puerto  Rico  un- 
derstand that  this  situation  will  not  improve  readily. 
The  matter  is  simple.  Open  heart  surgery  appears  to 
have  been  assigned  a low  priority  by  the  Health  De- 
partment, by  individual  hospitals,  by  the  Puerto  Rico 
Heart  Association,  by  the  community,  and  by  indivi- 
dual physicians.  This  is  particularly  true  in  coronary 
revascularization.  Until  tliis  philosophy  is  changed, 
excellence  in  results  of  surgery  will  depend  on  factors 
other  that  an  adequate  system  for  delivery  of  surgical 
treatment  of  cardiac  patients. 

Summary 

The  experience  of  seven  years  of  cardiac  surgery 
at  the  San  Juan  City  Hospital  is  reviewed.  After  an 
initial  auspicious  beginning,  mortality  rates  increased 
and  the  volume  of  cases  decreased.  This  trend  was 
reversed  in  1974  when  mortality  for  open  heart  cases 
was  8 ®/o  and  for  closed  heart  cases,  13  ®/o. 

Factors  determining  results  are  analyzed.  There  is 
evidence  that  there  are  two  standards  of  care  in 
cardiac  surgery  available  to  Puerto  Ricans.  For  the 
wealthy  referral  to  mainland  centers  is  common;  for  the 
poor,  the  facilities  available  do  not  meet  the  national 
guidelines  for  this  surgery.  Mortality  rates  obtained, 
however,  are  comparable  to  those  reported  from  other 
centers  and  do  not  justify  intimidating  the  poor  into 
economic  sacrifice  to  travel  for  this  type  of  surgery. 
The  problems  encountered  are  traced  to  the  low  prio- 
rity assigned  to  treating  heart  disease  adequately  by 
those  involved  in  policy  making  at  all  levels.  Until  this 
administrative  philosophy  is  changed,  quality  care  for 
heart  patients  in  Puerto  Rico  will  not  meet  national 
standards. 


Hospital  Municipal  de  San  Juan  encontramos  un  co- 
mienzo halagador,  luego  una  disminución  en  el  volumen 
de  casos  y una  alza  en  mortalidad.  Después  de  una  re- 
organización, en  el  1974  se  logró  una  mortalidad  de  8 
^/o  para  casos  de  corazón  abierto  y de  13  ®/o  para  casos 
de  corazón  cerrado. 

Los  factores  determinantes  de  resultados  quirúrgicos 
fueron  analizados.  Hay  evidencia  de  dos  standards  de 
cuidado  quirúrgico  para  puertorriqueños  con  afecciones 
cardíacas.  Para  aquellos  con  medios  económicos  están 
accesibles  los  centros  especializados  del  Norte.  Para  los 
otros,  los  pobres,  las  facilidades  existentes  no  cumplen 
los  requisitos  mínimos  nacionales  especificados  para  esta 
cirugía.  A pesar  de  esto,  la  mortalidad  lograda  en  1974 
compara  favorablemente  con  la  informada  por  otros 
centros  de  más  fama.  Estas  cifras  en  sí  no  justifican 
que  se  intimide  a pacientes  pobres  al  sacrificio  econó- 
mico y sufrimiento  emocional  exigido  para  referirlos 
al  exterior. 

Los  problemas  encontrados  en  esta  área  de  servicios 
especializados  pueden  trazarse  a la  prioridad  baja  asigna- 
da al  tratamiento  adecuado  de  pacientes  con  enfermedad 
cardíaca  por  aquellos  responsables  de  la  política  médica 
en  este  campo.  Mientras  continúe  esta  filosofía  no  será 
posible  rendir  servicios  quirúrgicos  a pacientes  cardíacos 
equivalentes  en  calidad  a los  standards  norteamericanos. 

Reconocimiento 


Nuestro  reconocimiento  a todos  los  médicos  que  han 
operado  pacientes  en  el  Hospital  Municipal  de  San  Juan,  al 
personal  de  enfermería,  al  personal  paramédico  y técnicos 
y todas  las  personas  que  han  contribuido  con  su  esfuerzo 
generoso  en  el  cuidado  de  estos  pacientes. 


Resumen 


Al  revisar  la  experiencia  total  de  cirugía  cardíaca  en  el 


(References  will  be  submitted  upon  request  to  the  author) 
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SINDROME  CARDIO-ESPLENICO:  PROBLEMA  NOSOLOGICO  Y ETIOLOGICO 


En  este  número,  Villavicencio  y cols,  describen  sus  experiencias  de  los  últimos  3 años  con  el  sín- 
drome (o  síndromes)  de  malformaciones  cardíacas  y extracardíacas  asociadas  a anomalías  congénitas 
variadas  del  bazo.  Los  autores,  en  un  intento  nosológico,  agrupan  las  distintas  formas  del  síndrome 
cardio-esplénico  en  base  de  la  anomalía  esplénica  observada,  no  de  la  cardíaca,  ya  que  la  última  es 
harto  variable.  Así  pues,  subdividen  al  síndrome  esplénico  en  los  asociados  con:  1.  anesplenia;  2.  po- 
liesplenia;  3.  disesplenia;  4.  bazos  accesorios,  y 5.  bazos  multilo bulados.  Obviamente,  este  esfuerzo, 
laudable  y provechoso  clínicamente,  nos  indica  también  los  conocimientos  etiológicos  tan  parcos 
que  tenemos  de  esta  condición,  como  de  tantas  otras  en  la  medicina.  Ello  nos  mueve,  sin  que  se  tome 
en  menoscabo  de  la  labor  nosológica  reseñada,  a que  señalemos  una  serie  de  puntos  importantísimos 
a considerar  cuando  intentamos  clasificar  entidades  con  cuadros  clínicos  variables. 

Lo  primero  que  debemos  preguntarnos  es  la  causa,  la  etiología  de  la  condición  bajo  estudio.  Indis- 
cutiblemente, este  es  uno  de  los  puntos  centrales  en  medicina  y,  lamentablemente,  de  los  más  difíciles 
de  dilucidar.  Respecto  al  síndrome  cardio-esplénico,  no  sabemos  la  etiología  (o  etiologías)  del  mismo. 
Pero  aunque  no  sepamos  al  detalle  bioquímico,  molecular  el  origen  de  la  condición,  podemos  conside- 
rar otros  puntos,  íntimamente  ligados  a lo  anterior.  Nos  interesa  saber  si  lo  que  estudiamos  es  una 
condición  de  etiología  genética,  exclusiva  o parcialmente,  o si  es  de  etiología  ambiental,  incluyendo 
en  ello,  todas  las  situaciones  no-genéticas  las  cuales  pueden  reaccionar  con  los  procesos  vitales  y de 
desarrollo  del  embrión,  produciendo  alteraciones  permanentes,  “congénitas”.  Los  ejemplos  más 
importantes  de  lo  último,  importantes  quizás  porque  conocemos  algo  de  ellos,  son  las  infecciones  y los 
efectos  del  uso  materno  de  fármacos  durante  las  fases  críticas  de  la  gestación.  Como  sabemos,  las 
infecciones  por  virus  pueden  ser  en  extremo  nocivas  al  embrión,  y en  muchos  de  los  casos,  lo  afectan 
en  forma  polisistémica.  El  virus  rubeólico,  por  ejemplo,  produce  cambios  en  piel,  ojos,  sistema  cardio- 
vascular y nervioso,  produciendo  en  el  afectado  un  síndrome  de  malformaciones  múltiples  congénitas 
y retraso  sicomotor.  Y entre  los  fármacos  sobresalen  los  efectos  sobre  el  feto  de  la  talidomida,  y los 
descritos  más  recientemente  luego  del  uso  de  progestinas  temprano  en  el  embarazo  (1).  Hasta  donde 
sabemos,  ninguno  de  estos  factores  han  jugado  un  papel  demostrable  en  el  síndrome  cardio-esplénico. 
Ello  no  implica  que  al  profundizar  en  el  problema,  en  el  futuro,  no  podemos  establecer  estas  relacio- 
nes, como  comienzan  a verse  entre  la  diabetes  y ciertos  viruses  (2). 

En  cuanto  a lo  genético,  señalamos  que  la  etiología  puede  ser  exclusiva  o parcialmente  genética. 
Por  parcialmente  genética  entendemos  que  el  organismo  en  cuestión  posee  en  su  genoma.  Le.,  el  con- 
junto de  genes,  un  gen  o genes  que  favorecen  o facilitan  la  acción  mutagénica  de  ciertos  agentes.  Así 
pues,  en  el  síndrome  cardio-esplénico,  podríamos  teorizar  la  presencia  de  un  gen  que  permite,  digamos, 
el  que  un  virus  se  incorpore  al  organismo  en  vez  del  rechazo  inmunológico  esperado  y que  su  presen- 
cia persistente  altere  el  desarrollo  subsiguiente  del  embrión  en  las  formas  conocidas  clínicamente. 
Ahora  bien,  cuando  hablamos  de  exclusivamente  genética,  no  excluimos  la  interacción  ambiente- 
genes,  pero  resaltamos  el  que  sea  una  alteración  en  el  gen  en  sí  Icxque  causa  la  anomalía.  Ejemplo  de 
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ello  son  las  sobre  2,000  enfermedades  hereditarias  conocidas,  o sea,  que  exhiben  un  patrón  de  herencia 
mendeliana,  como  las  producidas  por  el  efecto  de  genes  múltiples,  eg.,  la  estatura,  inteligencia,  color 
de  la  piel. 

En  cuanto  a estas  etiologías  genéticas,  no  podemos  olvidar  que  aunque  molecularmente  la  alteración 
en  el  gen  sea  igual  para  una  condición  dada,  las  manifestaciones  clínicas  pueden  ser  variables.  Esta 
variabilidad  posiblemente  se  deba  al  efecto  de  otros  genes  sobre  el  gen  en  cuestión,  la  combinación  de 
los  cuales  es  única  para  un  individuo,  como  a efectos  del  medio-ambiente  celular,  también  bastante 
diferentes  entre  individuos.  Tampoco  podemos  descartar  la  etiología  genética  de  una  condición 
porque  las  manifestaciones  sean  polisistémicas.  No  olvidemos  que  los  genes,  posiblemente  al  inter- 
actuar con  otros,  como  señalamos  arriba,  tienen  efectos  pleiotrópicos,  o sea,  que  se  observan  en 
varios  sistemas.  El  síndrome  cardio-esplénico  muy  bien  podría  ser  ejemplo  de  una  condición 
genética.  Ya  son  cuatro  las  familias  reseñadas  en  la  literatura  médica  que  presentan  casos  múlti- 
ples del  síndrome  cardio-esplénico  (3).  En  ellas  hay  un  componente  fuerte  de  consanguinidad, 
lo  cual  unido  a los  datos  clínicos  y genéticos,  sugieren  un  patrón  de  herencia  autosómico  recesivo, 
o sea,  que  se  necesita  el  gen  anormal  en  dosis  doble  para  que  se  exprese  la  condición.  Los  padres 
de  los  afectados  son  normales,  usualmente,  pero  portadores  (en  dosis  sencilla)  del  gen  anormal  y 
tienen  un  riesgo  de  recurrencia  de  tener  otro  hijo  afectado  de  25  ^ /o  en  cada  embarazo.  Los  estu- 
dios de  Simpson  y Zellweger  (3),  además  de  establecer  lo  hereditable  del  síndrome,  demuestran 
que  el  cuadro  clínico  relativo  al  bazo  puede  ser  algo  distinto,  ya  que  en  uno  de  sus  casos  existía 
un  estado  de  anesplenia  mientras  que  en  el  otro,  hermano  del  anterior,  lo  que  había  era  disesplenia 
o hipoplasia  del  bazo.  Y también  mencionan  casos  en  el  que  un  hermano  tenía  el  síndrome  tam- 
bién asociado  con  anesplenia,  pero  en  el  otro  hermano  la  relación  era  con  bazos  accesorios.  Por 
lo  que  hemos  señalado,  cabe  pues  la  posibilidad  de  la  heterogeneidad  clínica  con  homogeneidad 
genética. 

Los  intentos  nosológicos,  como  los  expuestos  por  Villavicencio  y cois,  en  cuanto  al  síndrome 
esplénico,  son  muy  convenientes  desde  el  punto  práctico  clínico,  pero  no  debemos  olvidar  que  ellos 
no  implican,  forzosamente,  diversidad  etiológica.  Solamente  la  conjunción  clínica-genética-bio- 
química puede  llevarnos  a la  elucidación  etiológica  de  las  anomalías  y enfermedades  que  sufrimos 
los  humanos. 


José  M.  García  Castro,  M.  D. 
Director 

Programa  Médico  Regional 
Enfermedades  Hereditarias 
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OPINIONES 


SEMANTICA 


En  un  corto  artículo  en  el  JAMA  (31  de  marzo,  1975, 
Vol.  231,  número  13,  página  1371),  el  Dr.  Robert 
Moser  demuestra  su  preocupación  sobre  el  uso  de  la 
frase,  “health  care  delivery”.  Traducido  al  español, 
esta  frase,  “prestación  de  servicios  de  salud”,  pierde 
un  poco  de  la  jerga  que  el  Dr.  Moser  le  achaca  pero 
no  la  pierde  por  completo. 

Podría  traducir,  con  permiso  del  autor,  este  artículo 
pero  no  creo  que  tenga  el  mismo  impacto  ni  significa- 
do. Así  que  no  consideren  esto  un  plagio  sino  una 
defensa  y expansión  de  su  contenido. 

Nosotros,  la  profesión  médica  de  Puerto  Rico,  nos 
enfrentamos  a un  tema  hecho  problema,  hecho  crisis 

innecesariamente la  prestación  de  servicios  de  salud. 

Y confesamos  con  pena  y hasta  confundidos  que  se 
nos  ha  hecho  difícil  defender  nuestra  posición  de  buenos 
proveedores. 

Al  leer  el  artículo  del  Dr.  Moser  creo  haber  averigua- 
do el  por  qué  de  esta  flaqueza  en  defensas.  ¡No  estamos 
defendiendo  nuestra  verdadera  posición! 

Cuando  la  Comisión  del  SUS  habla  de  lo  mal  que  se 
ejerce  la  medicina  en  Puerto  Rico  y que  la  prestación 

de  servicios  de  salud  es  ineficiente  y desigual 

TIENE  RAZON. 

¡ ¡Nosotros  en  la  profesión  médica  no  prestamos 

servicios  de  salud PRESTAMOS  SERVICIOS  DE 

ENFERMEDAD!  ! ¡Y  esos  servicios  sí  que  los 
prestamos  bien  y mientras  mejor  sean,  más  caros  son! 

¡Debemos  aceptar  este  hecho!  Y entonces  confron- 
tamos a los  verdaderos  problemas,  y presentar  al  mismo 
tiempo  las  soluciones. 


1.  Si  es  cuestión  de  “prestación  de  servicios  de  salud” 
eso  incluye  prevención  médica  y dental:  exámenes 
médicos  y dentales  periódicos,  inmunizaciones,  pruebas 
de  laboratorio  que  dependerían  a la  edad  del  sujeto  y 
que  podría  incluir  toda  una  gama  de  pmebas.  Sería  una 
planificación  desde  antes  del  nacimiento  hasta  la  muerte. 

¿Cuánto  costaría  esto?  ¿Cuántas  y cuáles  enferme- 
dades se  podrían  prevenir?  ¿Compensaría  lo  segundo 
el  alto  costo  de  este  proyecto  universal?  Las  cifras 
mencionadas  por  el  Dr.  Moser  que  sólo  se  detectarían 
0.001  ®/o  a 0.002  ^/o  de  enfennedad  potencial  y que 
sobre  éstas  se  podría  hacer  algo  en  el  0.01  °/o  a 0.001 
^/o,  nos  demuestran  que  ese  no  es  la  meta  a perseguir. 

2.  Pero  si  es  cuestión  de  “prestación  de  servicios  de 
enfermedad”  entonces  es  más  asunto  de  proveedor- 
intennediario-consumidor.  ¿Cómo  se  puede  prestar 
un  servicio,  de  la  mejor  calidad  y al  más  bajo  'costo? 
(Aclaro-el  más  bajo  costo  no  es  necesariamente  barato, 
es  simplemente  el  “menos  caro”).  ¿Cuáles  son  los 
servicios  de  enfermedad  que  se  prestan,  qué  se  necesita 
para  prestarlos,  cuánto  tiempo  se  necesita  para  prestar- 
los? Y por  ahí  se  podría  continuar  hasta  definir  lo  que 
es  diagnosticar,  aliviar  y curar  sin  causarle  malestares 
de  otra  índole  a nuestros  pacientes. 

Yo  creo  que  debemos  y podemos  defender  ambas 
fases pero  no  por  separado. 

Pero  antes  que  nada  debemos  entender  lo  que  esta- 
mos defendiendo. 

Rosa  E.  Fiol,  M.  D. 
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FEDERAL  COURT  ENJOINS  NEW  HOSPITAL  REGULA- 
TIONS 

United  States  District  Court  Judge  Julius  J.  Hoffman, 
Tuesday,  enjoined  HEW  Secretary,  Caspar  W.  Weinberger, 
from  enforcing  or  proceeding  with  the  implementation  of 
hospital  utilization  review  regulations  which  would  have  been 
appUcable  to  all  Medicare  and  Medicaid  patients  effective 
July  1,  1975.  The  irvjunction  was  announced  in  the  course 
of  a 1 1/2  hour  oral  opinion.  The  AMA,  joined  by  5 indivi- 
dual physicians  and  10  Medicare,  Medicaid  and  other  patients, 
brought  the  action  February  20,  in  Chicago,  Illinois.  The 
AMA  lawsuit  asked  a halt  to  the  implementation  of  rules 
which  would  have  required  the  paper  review  of  Medicare/ 
Medicaid  hospital  admissions  within  24  hours  of  the  date  of 
admission.  No  date  has  been  set  for  the  hearings  on  the  re- 
quest for  a permanent  injunction,  and  an  HEW  motion  for  a 
stay  pending  appeal  was  denied.  Cross  motions  for  a summary 
judgment  are  being  studied  by  the  Court. 

The  proposed  rules  are  not  based  upon  the  PSRO  law,  but 
are  related  to  sections  of  the  Social  Security  Act  Amendments 
of  1972  primarily  regarding  the  administration  of  the  Medicaid 
program.  In  reading  his  opinion.  Judge  Hoffman  said  the 
“risk  of  irreparable  harm  to  the  patient  outweighs”  benefits 
of  conducting  the  review  as  proposed  in  the  pending  regulations. 
Judge  Hoffman  further  stated  that  the  procedure  dictated  by 
HEW  would  “delay  and  unnecessarily  compbcate  medical  mat- 
ters and  result  in  perceptible  injury  to  patients.” 

Judge  Hoffman  specifically  held  that  all  of  the  parties  to 
the  suit,  the  individual  plaintiffs  as  well  as  the  American  Medical 
Association,  were  directly  affected  by  the  proposed  rules  and, 
therefore,  qualified  to  bring  suit.  He  further  ruled  that  the 
extension  of  the  effective  date  granted  by  Secretary  Weinberger 
shortly  after  the  commencement  of  the  lawsuit  did  not  remove 
the  issue  from  the  jurisdiction  of  the  Court.  He  noted  that 
even  with  the  extension,  action  would  be  required  at  the  present 
time  if  participants  in  the  Medicare  and  Medicaid  programs 
were  to  be  in  full  compbance  by  July  1,  1975.  Accordingly, 
he  held  that  the  suit  was  “ripe”.  The  Court  also  relied,  in  its 
opinion,  on  that  part  of  the  Medicare  law  prohibiting  federal 
supervision  on  the  practice  of  medicine. 


VI  CONGRESO  MEDICO  LATINOAMERICANO  DE  REHA- 


BILITACION - ler  Congreso  Médico  Venezolano  de  Rehabilita- 
ción - Caracas,  Venezuela  - Julio  26  - Agosto  1ro,  1975  - organi- 
zado por  la  Asociación  Médica  Latinoamericana  de  Rehabilita- 
ción promovido  por  la  Sociedad  Venezolana  de  Medicina  Física 
y Rehabilitación.  Para  más  información  favor  de  escribir  a: 
Apartado  de  Correos  No.  59.115,  Los  Chaguaramos  104,  Cara- 
cas, Venezuela. 


THE  AMA  HAS  REQUESTED  60  ADDITIONAL  DAYS  to 
comment  on  HEW’s  proposed  regulations  on  physician  reim- 
bursement under  the  Medicare,  Medicaid  and  Maternal  and 
Child  Health  programs  (see  AMA  Newsletter,  4-14).  Under  the 

regulations,  economic  index  data  would  be  developed  to  reflect 
changes  in  operating  expenses  of  physicians  in  private  practice 
and  changes  in  the  level  of  earnings  by  workers  generally,  and 
these  would  be  applied  to  that  portion  of  a physician’s  revenue 
which  is  considered  the  physician’s  wage.  When  the  regulations 
were  announced,  Richard  E.  Palmer,  MD,  chairman  of  AMA’s 
Board  of  Trustees,  said  in  a public  statement,  “We  have  been 
given  just  30  days  to  respond  to  a whole  new  set  of  HEW  regu- 
lations to  put  a lid  on  Medicare  reimbursement  rates. What 

makes  the  present  deadline  even  more  difficult  is  the  appalling 
lack  of  the  most  elementary  and  essential  information.” 

IN  A LETTER  TO  THE  SOCIAL  SECURITY  COMMIS- 
SIONER last  week,  the  AMA  noted  that  the  regulations  are 
based  on  a law  enacted  in  1972.  “We  can  understand  the  delay 
in  publication  of  the  regulations  because  of  their  complexity 
and  the  complexity  of  the  section  (Section  224A  of  PL  92-603) 
of  the  statute,”  the  AMA  said.  “We  cannot  understand,  how- 
ever, why  the  profession  must  have  such  a short  period  for 

evaluation  when  it  is  so  vitally  affected The  desirabUity, 

the  propriety  and  the  validity  of  these  regulations  all  need 
careful  analysis  because  of  the  introduction  of  an  entirely 
new  control  into  the  Medicare  reimbursement  program  of 
permanent  consequences.” 


THE  AMA  SENT  A SEPARATE  LETTER  TO  HEW  SECRE 
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TARY  Caspar  W.  Weinberger  protesting  the  30-day  deadline 
for  comments  on  the  regulations.  In  this  letter  AMA  EVP 
James  H.  Sammons,  MD,  said,  ”ln  the  course  of  our  previous 
discussion  and,  as  1 understand  at  meetings  with  other  organiza- 
tions, the  matter  of  the  response  period  to  proposed  regulations 
has  been  discussed  with  you.  We  are  sure  you  recognize  the 
many  practical  factors  which  often  make  a 30-day  period  un- 
realistic for  adequate  input  to  be  developed  by  interested 
persons.  The  period  of  time  which  is  inadequate,  in  fact, 
defeats  the  intention  of  the  entire  rule-making  process. 
Our  House  of  Delegates  has  on  a number  of  occasions  expressed 
the  concern  of  the  profession  with  respect  to  unrealistic  limita- 
tions of  time  frequently  imposed  in  the  rule-making  process.” 


“THIS  WHOLE  PHYSICIANS'  LIABILITY  INSURANCE  CRI- 
SIS is  crying  for  a prompt  solution,  and  we  have  proposed 
an  extensive  package  of  corrective  legislation  that  the  state 
legislature  is  hard  at  work  on  right  now,”  Carl  Goetsch,  MD, 
president  of  the  California  Medical  Assn.,  said  about  the  sus- 
pension of  practice  by  3,500  physicians,  representing  six 
county  medical  societies  and  eight  counties  in  Northern  Cali- 
fornia, which  began  May  1.  Dr.  Goetsch  said  CMA  understands 
the  position  of  physicians  “who  cannot  obtain  professional 
liability  insurance  at  less  than  prohibitive  rates.  We  recognize 
that  many  of  them  may  have  no  choice  but  to  close  their 
medical  practices.  Each  affected  physician  must  decide  whether 
he  is  able  to  continue  or  whether  he  is  forced  to  suspend  practi- 
ce.” Some  physicians  in  the  area  have  continued  to  practice 
by  paying  rates  to  Argonaut  Insurance  Company  at  an  average 
increase  of  274  *^/o,  switching  to  the  Imperial  Insurance  Com- 
pany in  Los  Angeles,  or  changing  their  practices  to  lower  risk 
categories. 

CMA  REPORTS  THAT  DURING  THE  SUSPENSION,  all 
patients  are  receiving  necessary  care,  elective  surgery  has  all  but 
ceased,  and  county  medical  societies  and  hospitals  have  esta- 
blished emergency  care  systems  for  patients  of  physicians  who 
have  been  forced  to  suspend  practice. 


THREE  MEDICAL  LIABILITY  BILLS  WERE  SIGNED  into 
law  last  week  by  Maryland  Governor  Marvin  MandeL  One 
measure  allows  physicians  to  set  up  their  own  insurance 
company.  Under  the  new  law,  the  Medical  and  Chirurgical 
Faculty  of  Maryland  hopes  to  have  the  company  established 
by  June  1,  the  date  the  state’s  msyor  insurance  carrier  stops 
offering  coverage.  Physicians  will  pay  a one-time  $300 
assessment  to  join  the  program,  in  addition  to  annual  premiums. 


Between  85-90  ‘^/o  of  the  state’s  5,000  doctors  will  be  left 
without  coverage  when  St.Paul  Fire  and  Marine  pulls  out 
About  1,500  pobcies  are  scheduled  to  expire  June  1.  Other 
provisions  signed  by  the  governor  include  one  for  the  establish- 
ment of  a joint  underwriting  pool  and  one  which  shortens 
the  statute  of  limitations  to  a maximum  of  five  years. 


THE  MONTH  IN  WASHINGTON 

T The  American  Medical  Association  has  introduced  a new 
proposal  for  national  health  insurance  into  the  U.  S.  Congress. 
Key  lawmakers  on  both  sides  of  the  aisle  in  the  House  of 
Representatives  are  sponsors  of  the  bUl— HR  6222. 

The  AMA  proposal  is  the  only  substantially  new  approach 
to  national  health  insurance  (NHI)  presented  so  far  in  the  94th 
Congress.  Called  the  Comprehensive  Health  Care  Insurance 
Act,  the  bill  was  introduced  into  the  House  by  Reps.  Richard 
Fulton,  (D.-Tenn.);  Tim  Lee  Carter,  (R-Ky.);  John  Duncan, 
(R.-Tenn.);  and  John  Murphy,  (D.-N.Y.). 

The  AMA’s  NHI  plan  builds  on  the  structure  of  the  present 
system  of  employer-employee  group  health  insurance  plans, 
mandating  each  employer  to  provide  comprehensive  and  catas- 
trophic benefit  coverage  with  the  employer  picking  up  at  least 
65  percent  of  the  cost.  Employees  would  not  be  compelled 
to  participate.  The  self-employed  as  well  as  the  non-employed 
could  purchase  qualified  private  health  insurance,  tlirough 
pools  if  needed,  at  a cost  not  more  than  125  percent  of  the 
cost  of  group  plans.  They  would  have  all  or  part  of  the  pre- 
mium paid  for  by  the  federal  government  depending  upon 
their  income  tax  liability. 

Small  businesses  that  find  the  mandated  plan  an  added 
financial  burden  would  receive  federal  assistance. 

Medicare  beneficiaries  could  purchase  atpplemental  insur- 
ance to  bring  Medicare  benefits  to  a par  with  those  offered 
elsewhere,  with  the  government  assisting  people  with  limited 
resources.  Medicaid  would  be  eliminated  under  tlie  program. 

After  a certain  level  of  co-insurance  is  reached,  depending 
upon  income,  insurance  covers  all  remaining  costs  as  a complete 
protection  against  catastrophic  costs. 

The  co-insurance  factor  would  deprive  no  one  of  needed 
care,  sponsors  said.  The  absolute  maximum  that  any  individual 
would  have  to  pay  would  be  $1,500;  the  absolute  maximum 
for  any  family  would  be  $2,000  in  any  given  year. 


FROM  THE  UNIVERSITY  OF  NEW  MEXICO  SCHOOL  OF 
MEDICINE  - DEPARTMENT  OF  NEUROLOGY - 

The  American  Electroencephalography  Society  has  fonned 
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a Committee  for  International  Collaboration  in  Teaehing  and 
Research.  The  goals  of  the  committee  are: 

1.  To  establish  contacts  for  Latin  American  scientists  and 
students  with  USA  scientists  and  teachers  interested 
in  collaborative  work. 

2.  To  establish  a roster  of  USA  scientists  and  teachers 
willing  to  donate  leave  or  sabbatical  time  to  work  in 
institutions  requesting  such  visits. 

3.  To  estabhsh  a registry  of  surplus  laboratory  equipment, 
books  and  journals  for  transfer  to  those  in  need. 

If  interested  in  further  information,  please  contact: 

Professor  John  M.  Rhodes 
Department  of  Neurology 
School  of  Medicine 
University  of  New  Mexico 
Albuquerque,  New  Mexico,  87131,  USA 


INDIANA  HAS  BECOME  THE  FIRST  STATE  TO  ESTABLISH 
legal  controls  on  medical  malpractice  claims.  Under  the  biU 
signed  last  week  by  Gov.  Otis  R.  Bowen,  MD,  a statewide 
screening  panel  for  both  malpractice  awards  and  attorneys’ 
fees  will  be  established.  The  legislation  was  sponsored  by  the 
Indiana  State  Medical  Assn,  and  backed  by  tlie  state  bar  asso- 
ciation. Calling  the  Indiana  action  “the  most  forward  piece 
of  legislation  yet  enacted  by  any  state  to  overcome  the  profes- 
sional liability  crisis,”  AMA  President  Malcolm  C.  Todd,  MD, 
commended  Gov.  Bowen  for  his  leadership  in  signing  a land- 
mark professional  liability  law. 

AMONG  FEATURES  OF  THE  BILL  are  a $100,000  ceiling 
on  damages  against  physicians;  a “catastrophic  fund”  to  award 
compensation  to  severely  injured  patients,  whether  or  not  a 
physician  is  guilty  of  malpractice;  and  a new  statute  of  limita- 
tions of  two  years  from  the  date  of  occurrence  of  the  iryury 
in  adults  and  the  first  six  years  of  life  plus  the  normal  two-year 
limit  for  minors,  with  no  reference  to  date  of  discovery.  In 
addition,  physicians  who  have  been  turned  down  by  two  private 
insurance  companies  will  be  able  to  obtain  Lability  insurance 
through  a state  “risk  manager”  setup. 


FROM  HEW  NEWS: 

The  appointment  of  a five-member  study  group  of  specialists 
in  pubUc  administration  to  evaluate  the  Supplemental  Security 
Income  program  was  announced  today  jointly  by  HEW  Secretary 
Caspar  W.  Weinberger  and  James  B.  Cardwell,  Commissioner  of 
Social  Security. 


Since  January  1,  1974,  the  Federal  Government  has  been 
paying  monthly  SSI  checks  to  needy  people  65  and  over  and  to 
needy  people  of  all  ages  who  are  blind  or  severely  disabled. 
Recipients  received  a total  of  $5.3  billion  in  1974,  including 
$4  billion  in  Federal  funds  and  $1.3  billion  in  State  funds. 
Supplemental  Security  Income  replaced  the  former  State- 
administered  assistance  payments  to  the  needy  aged,  bUnd, 
and  disabled. 


SYMPOSIUM  ON  HYPERTENSION 

A two  day  symposium  on  recent  concepts  of  hypertension, 
sponsored  by  The  Veterans  Administration  Hospital  and  The 
School  of  Medicine,  University  of  Puerto  Rico  will  be  held 
in  The  Sheraton  Hotel,  San  Juan,  Puerto  Rico,  on  October 
23  and  24,  1975.  Registration  fee  is  $40.00 -and  the  faculty 
is  composed  of  top  national  experts  on  hypertension. 

Further  information  may  be  obtained  from  Dr.  Eh'  A. 
Ramirez,  Chief  of  Staff,  Veterans  Administration  Hospital, 
G.  P.  0.  Box  4867,  San  Juan,  P.  R.  00936. 


THREE  ACTIONS  ON  PROFESSIONAL  LIABILITY  INSUR- 
ANCE were  taken  by  the  AMA.  It  called  for  the  preparation 
of  a detailed  organizational  plan  and  actuarial  cost  studies 
for  an  AMA-backed  national  reinsurance  company  which, 
if  found  feasible,  would  offer  excess- low  coverage  to  state 
medical  societies  with  captive  companies  writing  primary  co- 
verage. Participation  in  such  a program  by  captive  companies 
would  be  contingent  on  changes  made  in  the  tort  system 
by  state  legislatures.  Acting  on  a recommendation  from  the 
AMA  Task  Force  on  Professional  Liabihty,  the  Board  also 
asked  for  comment  from  state  medical  societies  on  the  general 
acceptability  of  such  a company  by  the  membership. 

GUIDELINES  FOR  STATE  MEDICAL  SOCIETIES  drafting 
legislation  to  create  joint  underwriting  associations  were  recom- 
mended by  the  AMA  task  force  and  approved  by  the  Board. 
The  guidelines  are:  1)  JUA  legislation  should  give  the  insurance 
commissioner  the  authority  to  determine  the  question  of  exclu- 
sive market  vs.  residual  market.  2)  The  JUA  should  include 
all  companies  writing  personal  injury  insurance  in  the  state. 
3)  The  JUA  board  of  directors  should  include  adequate 
representation  by  the  state  medical  society  and  the  state 
hospital  association.  4)  Recoupment  of  JUA  losses  should 
be  on  a prospective  basis  with  a one-third  limitation  of 
recovery.  5)  JUA  poUcies  should  be  written  on  the  tradi- 
tional occurrence  basis.  6)  JUA  legislation  should  contain 
a self-destruct  mechanism  of  two  or  three  years.  The  guide- 
Unes  state  the  AMA  position  that  during  the  temporary  hfe 
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of  the  JUA  every  effort  should  be  made  to  change  the  state 
tort  liability  system  and  to  encourage  carriers  to  return  to 
the  voluntary  market. 


IN  A POLICY  STATEMENT  THE  BOARD  said  the  AMA 
“beheves  that  the  claims-made  type  policy  for  medical  profes- 
sional liability  insurance  is  inherently  deficient  in  comparison 
to  the  traditional  occurrence  type  approach.”  It  recognized, 
however,  that  claims-made  policies  “still  represent  for  state 
medical  societies  a better  alternative  than  no  coverage  or  a 
state-controlled  insurance  fund  and  may  be  preferable  to  a 
JUA.”  The  AMA  will  continue  to  work  with  state  societies 
to  see  that  safeguards  are  provided  under  the  claims-made 
concept,  the  Board  said.  The  statement  “supports  the  over- 
whelming majority  of  insurance  carriers”  that  are  continuing 
to  write  occurrence  type  policies,  adding:  “The  AMA  shares 
their  behef  that  the  claims-made  policy  offers  no  advantage 
either  to  the  insurance  industry  or  the  physician.” 


THE  AMA  SAID  IT  IS  “APPALLED”  by  proposed  regulations 
on  “Fraud  in  the  Medical  .Assistance  Program,”  published  by 
the  Social  and  Rehabilitative  Service  of  HEW  in  the  April  4 
Federal  Register,  and  “strongly  objects  to  their  adoption.” 
In  a letter  to  SRS,  the  AMA  said  the  regulations  to  estabhsh 
a mechanism  by  which  any  provider  who  is  “suspected”  of 
fraud  would  be  reported  immediately  “are  repugnant  under 
our  system  of  justice.”  The  regulations  concerning  state  plan 
requirements  under  Title  XIX  of  the  Social  Security  Act  would 
mandate  that  the  state  agency  report  the  name  and  provider 
number  of  each  case  of  suspected  fraud  at  the  time  an  investi- 
gation is  initiated  to  the  regional  office  of  SRS.  In  addition, 
state  agencies  would  have  to  report  the  name  and  identification 
number  of  each  provider  suspected  of  fraud  referred  to  law 
enforcement  officials  and  the  disposition  of  the  case  by  the 
law  enforcement  officials  to  the  Central  Office  of  SRS  on  a 
quarterly  basis.  Current  procedure  directs  only  that  the  state 
agency  notify  SRS  of  each  case  of  suspected  fraud  referred 
to  law  enforcement  officials  and  directs  the  state  not  to  dis- 
close the  identify  of  the  provider  unless  specifically  requested 
by  SRS. 

“THE  GOVERNMENT  SHOULD  NOT  BE  PARTY,”  the 
AMA  said,  ”to  a method  of  collecting,  reporting,  and  disse- 
minating possibly  unfounded  accusations  on  a routine  basis 
to  the  detriment  of  one’s  reputation,  character  and  professional 
integrity.  To  establish  such  a system  would  cause  irreparable 
iryury  with  no  procedural  safeguards  and  would  constitute  a 
fundamental  violation  of  the  spirit  of  due  process.” 


WE  REPRODUCE  BELOW  CABLE  RECEIVED  EROM  DHEW 
FOR  YOUR  INFORMATION: 


The  following  talk  paper  re  mammography  was  issued  by  FDA 
on  4-25-75: 

“On  April  24,  1975,  the  A.ssociated  Press  reported  that  an  FDA 
advisory  committee  is  recommending  tliat  routine  X-ray  exa- 
minations for  breast  cancer  in  women  under  age  55  should  be 
avoided  because  the  screening  procedure  itself  may  cause  tumors. 
The  story  provoked  a number  of  inquiries.  The  facts  are  these: 

The  Medical  Radiation  Advisory  Committee  (MRAC)  at  its 
April  18-19  meeting  made  the  following  recommendation  to 
FDA’s  Bureau  of  Radiological  Health: 

Mammography  (X-ray  examination  of  the  breast)  should  not  be 
used  routinely  in  women  under  the  age  of  35  if  they  have  no 
complaint,  no  personal  or  strong  family  history  of  cancer,  and 
no  physical  evidence  of  cancer,  such  as  lumps. 

The  MRAC  recommendation  for  cautious  use  of  X-ray 
in  this  age  category  is  based  on  the  committee’s  position  that 
mammography  has  not  proved  very  effective  in  younger  women 
because  their  firmer  breast  tissue  obscures  X-ray  detection  of 
tumors;  the  incidence  of  breast  cancer  in  this  age  group  is 
low;  and  the  adverse  biologic  effect  of  repeated  low  dose 
radiation  is  not  known.  The  Bureau  of  Radiological  Health  is 
studying  the  MR  AC  recommendations. 

The  effect  of  mammography  on  women  age  35-50  may  be 
more  fully  answered  in  two  or  three  years  when  the  National 
Cancer  Institute  and  the  American  Cancer  Society  complete 
data  from  mass  screening  of  270,000  women  in  27  cancer 
detection  clinics  around  the  country. 


ANUNCIOS 


SE  RENTA 

Consultorio  médico  propio  para  cualquier  especiali- 
dad en  edificio  totalmente  profesional.  Tiene  cabida 
para  tres  médicos,  salón  Rayos  X,  totalmente  decorada 
y con  contrato  de  alrededor  de  $3,000.00  a $4,000.00 
de  ingresos  mensuales. 

Información:  Condominio  Las  Torres  Sur,  Oficina 

3 B,  Bayamón,  Frente  a Bargain  Town.  Teléfonos: 
781-1723  PM  - 785-3178  AM. 
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OFICINAS  MEDICAS  PARA  ALQUILER  EN  APOLO, 

GUAYNABO: 

o 

1.  Oficina  en  1er  piso  de  375  , Baño,  3 Aires  Acon- 
dicionados, Agua  incluida,  Renta  1200.00. 

2.  Oficina  2do  piso  de  1,760’^,  Propia  para  “Group 
Practice”  o dispensario  médico,  Sala  de  espera. 
Oficina  Comercial,  5 Cuartos  Operatorios,  3 Baños, 
Agua  incluida.  Renta  $450.00.  Inf.  789-5119  o 
789-4026,  Dr.  Salichs. 


NOTA  ACLARATORIA 


En  la  edición  del  Boletin,  donde  se  publicó  la  Conferencia  Magistral  “Dr.  Ramón 
M.  Suárez”  dictada  por  el  Dr.  Francisco  Vega  Diaz,  se  aludió,  equivocadamente, 
al  Dr.  Vega  Diaz  como  “cardiológo  consultor  de  la  Ciudad  Sanitaria  Francisco 
•Franco.”  Dicha  información  errónea  le  fiie  suministrada  ai  Dr.  Torres-Gómez  por 
otra  fuente  de  la  cual  ni  el  Dr.  Vega  Diaz  ni  la  Junta  Editora  del  Boletin  fueron 
responsables. 


EL  EDITOR 


Noticias 


Carnation  Evaporated 
Milk.  Baby's  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 


CARNATION 


ulas 


COMPANY  LOS  ANGELES,  CALIF.  90036 


helps  relieve  the  torment  ol 


ulcerative  colitis 


RORASUL"'*' 

(salicylazosulfapyridine) 

often  relieves  inflammatory  symptoms, 
reduces  bowel  frequency 

Rorasul  can  provide  dramatic  relief  of  discomforting  symptoms  in  the  acute 
ulcerative  colitis  attack.  Control  of  mucous  discharge  and  watery  stool  may  be 
expected.  In  addition,  “improvement  such  as  reduction  of  bowel  movements  and 
recession  of  bleeding  generally  occurs  within  a week  or  ten  days!’^ 

in  responsive  patients,  may  maintain 
remission  in  as  many  as  two-thirds 

Whereas  cortisone  and  prednisone  have  been  reported  ineffective  in  preventing 
ulcerative  colitis  relapse,  a double-blind  controlled  study  has  revealed  a marked 
reduction  of  relapse  rate  with  salicylazosulfapyridine. Over  the  course  of  a 
year,  24  of  31  (77%)  salicylazosulfapyridine-treated  patients  remained  symptom- 
free,  as  compared  with  only  8 of  32  (25%)  patients  in  the  placebo  group.  These 
results  are  consistent  with  the  report  of  other  investigators  who  estimate  that 
relapses  occur  in  only  “about  one  third  of  patients  who  experience  a satisfactory 
initial  response”  to  the  drug.'' 

well-accepted  in  long-term  control 

Bargen^  has  stated  that  “Whereas... many  drugs  have  been  administered  with 
diverse  successes,  the  one  accepted  drug  [in  ulcerative  colitis]  is  salicylazo- 
sulfapyridine!’ Indeed,  most  patients  tolerate  the  drug  well ' and  it  has  been 
variously  termed  “the  mainstay  of  therapy  for  ulcerative  colitis”®  and  “mandatory” 
for  the  average  patient.' 

Therapy  may  be  continued  as  necessary  for  months  or  even— according  to  some 
authorities— for  as  long  as  several  years.®  However,  reports  suggest  that  salicylazo- 
sulfapyridine may  be  discontinued  entirely  when  remission  from  active  disease 
has  persisted  for  one  year.®  Note  that  Rorasul  is  contraindicated  in  pregnancy  at 
term  and  during  the  nursing  period. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


helps  relieve  the  torment  of 
ulcerative  colitis 

RORASUL 

(salicylazosulfapyridine) 

Brief  summary  of  prescribing  information. 

Indications:  Rorasur"*  is  indicated  as  adjunctive  therapy  in 
the  treatment  of  ulcerative  colitis. 

Contraindications:  Hypersensitivity  to  sulfonamides  or 
salicylates.  In  infants  under  2 years.  In  intestinal  and  urinary 
obstructions  In  nursing  mothers  In  the  newborn  sul- 
fonamides may  cause  kernicterus  In  patients  with  porphyria 
Warnings:  Use  in  Pregnancy:  Safe  use  of  sulfonamides  in 
pregnancy  has  not  been  established  Benefit-to-risk  ratio 
must  be  carefully  evaluated  when  drug  given  during 
pregnancy,  especially  at  term  Teratogenic  potential  of 
most  sulfonamides  has  not  been  thoroughly  investigated 
Bony  abnormalities  have  been  observed  in  rat  offspring 
after  high  oral  doses  of  certain  sulfonamides  were  given 
to  pregnant  rats. 

Other  Warnings:  Critical  appraisal  should  precede  use  of 
the  drug  in  patients  with  hepatic  or  renal  damage  or  blood 
dyscrasias. 

Death  associated  with  the  administration  of  sulfonamides 
has  been  reported  from  hypersensitivity  reactions,  agranu- 
locytosis, aplastic  anemia,  and  other  blood  dyscrasias 
The  presence  of  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders 

Complete  blood  counts  and  urinalysis  should  be  done 
frequently. 

Precautions:  Give  with  caution  to  patients  with  severe 
allergy  or  bronchial  asthma 

Maintain  adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation 

Absorption  of  drug  increases  where  colon  ulcerations  are 
extensive 

Patients  with  glucose-6-phosphate  dehydrogenase 
deficiency  should  be  observed  closely  for  signs  of  hemolytic 
anemia 

If  toxic  or  hypersensitivity  reactions  occur,  the  drug 
should  be  discontinued  immediately 
Adverse  Reactions:  The  most  common  adverse  reactions 
associated  with  Rorasul™  therapy  are  anorexia,  nausea, 
vomiting,  and  gastric  distress  The  following  adverse  re- 
actions have  been  reported  to  occur  during  therapy  with 
Rorasul"'  or  other  sulfonamides: 

A helpful  aid  from  Rorer— 

“The  Ulcerative  Colitis  Patient  Handbook” 

To  facilitate  patient  management,  Rorer  has  prepared  a comprehensive  handbook.  This 
easy-to-understand  publication  will  explain  to  your  patients  what  ulcerative  colitis  is,  how 
you  are  going  to  help  them,  and  what  they  must  do  to  help  themselves— including  discus- 
sions concerning  diet,  medication,  and  management  of  emotional  problems.  To  receive 
this  helpful  aid  and/or  professional  samples  of  Rorasul™  (salicylazosulfapyridine),  simply 
fill  out  and  return  the  coupon  below. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 


Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia, 
thrombocydopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia,  and  methemoglobinemia 
Hypersensitivity  Reactions:  Generalized  skin  eruptions, 
erythema  multiforme  (Stevens-Johnson  syndrome), 
exfoliative  dermatitis,  epidermal  necrolysis,  pruritus, 
urticaria,  photosensitization;  anaphylaxis,  serum  sickness 
syndrome,  chills,  drug  fever,  periorbital  edema,  conjunctival 
and  scleral  injection,  arthralgia;  allergic  myocarditis;  poly- 
arteritis nodosa,  and  L.  E phenomenon 
Gastrointestinal  Reactions:  Anorexia,  nausea,  emesis, 
abdominal  pains,  diarrhea,  stomatitis,  pancreatitis,  and 
hepatitis.  CNS  Reactions:  Headache,  vertigo,  tinnitus, 
peripheral  neuropathy,  ataxia,  convulsions,  insomnia, 
mental  depression,  hallucinations  and  drowsiness 

Renal  Reactions:  Crystalluria,  hematuria,  and  proteinuria. 
Toxic  nephrosis  with  oliguria  and  anuria 
The  sulfonamides  bear  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide  and  the  thia- 
zides). and  oral  hypoglycemic  agents  Goiter  production, 
diuresis,  and  hypoglycemia  have  occurred  rarely  in  patients 
receiving  sulfonamides  Cross-sensitivity  may  exist  with 
these  agents 

Rorasul™  (salicylazosulfapyridine)  produces  an  orange- 
yellow  color  when  the  urine  is  alkaline.  Similar  discolora- 
tion of  the  skin  has  also  been  reported 
Treatment  of  Overdosage  and  Sensitivity  Reactions:  See 
complete  product  information 
How  Supplied:  Tablets.  500  mg  . 100  s 
Important:  Consult  complete  product  information  before 
prescribing 

References:  1 . Bargen,  J A : Chronic  Ulcerative  Colitis:  A 
Lifelong  Study.  Springfield,  III  , Charles  C Thomas.  1969, 
p 45  2.  Misiewicz.  J . J ..  el  al.:  Lancet  7 :1 85  (Jan.  23)  1 965. 

3.  Lennard-Jones  J E . eta/.;  Lancet  7:188  (Jan  23)  1965. 

4.  Goodman.  L S , and  Gilman.  A.  (eds  ):  in  The  Pharma- 
cological Basis  of  Therapeutics,  ed  4,  New  York,  The 
Macmillan  Company,  1970,  p 1 193  5.  Cretzmeyer,  C H : 
Med.  Sci.  7 6:80  (Oct)  1965  6.  Modell,  W.  (ed  ):  in  Drugs  of 
Choice  1 972-1973,  St.  Louis.  The  C.  V Mosby  Company, 
1972,  p.  314 
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WILLIAM  H RORER,  INC. 

500  Virginia  Drive,  Fort  Washington,  Pa.  19034 

□ professional  samples  of  Rorasul  ™(saiicyiazosuifapyridine) 

□ five  copies  of  □ ten  copies  of 

“The  Ulcerative  Colitis  Patient  Handbook" 

M.D 


Address 

City State Zip 


FOR 

THE  MILK 
INTOLERANT 
INFANT 


Whenever  the 
symptoms  diarrhea,  colic, 
vomiting,  rhinorrhea,  anorexia 
or  eczema  are  evident,  con- 
sider milk  intolerance— then 
consider  Neo-Mull-Soy* 


Protein,  fat  and  carbo- 
hydrate levels  approximating 
those  of  human  milk. 

Methionine-supplemented 
to  enhance  protein  efficiency. 

Low  renal  solute  load. 

No  corn  sugars. 

Comparable  to  cow's 
milk  formulas  in  supporting 
growth  and  development. 

ALL  THIS... 

AND  MILK-WHITE, 
TOO. 


Soy  Protein  Isolate  Formula 


SYNTEX 

SYNTEX  laboratories  INC 

nutritional  products  DIV 

PALO  ALTO.  CALI  FORN lA  94 304 


Would  sleep  with 
fewer  nighttime 
awakenings 
benefit  your 
patients  with 

insomnia? 


Highly  predictable  results 
for  your  patients  with  trouble 
staying  asleep... 

. . .can  be  obtained  with  Dalmane 
(flurazepam  HCl).  As  shown 
below,  Dalmane  significantly 
reduces  nighttime  awakenings d'"* 

Average  Number  of  Nighttime  Awakenings'"^ 

(Four  Geographically  Separated  Sleep  Research 
Laboratory  Clinical  Studies,  16  Subjects) 


(Decreased  31.4%) 


8.31 


5.7 


■ 3 7 

placebo  Dalmane 

baseline  (flurazepam  HCI) 

nights  30  mg  nights 


ILnd  for  those  with  trouble 
'i  ing  asleep  or  sleeping 
c g enough... 

.Dalmane  (flurazepam  HCl) 
i&)  delivers  excellent  results. 
]^|iically  proven  in  sleep  research 
aDratory  studies:  on  average, 

.1|  p within  17  minutes  that  lasts 
7|i  8 hours 

Dalmane  (flurazepam  HCl) 
s elatively  safe,  seldom 
:|ises  morning  “hang-over”. 

j. .and  is  well  tolerated.  The 
lial  adult  dosage  is  30  mg  h.s., 
with  elderly  and  debilitated 
ients,  limit  the  initial  dose  to 
I Jug  to  preclude  oversedation, 
4iziness  or  ataxia.  Evaluation  of 
:jisible  risks  is  advised  before 
:)i;  scribing. 

' i 

aj'ERENCES: 

1|aracan  I,  Williams  RL,  Smith  JR:  The 
Ip  laboratory  in  the  investigation  of  sleep 
1 sleep  disturbances.  Scientific  exhibit  at 
il24th  annual  meeting  of  the  American 
’schiatric  Association,  Washington  DC, 

A\'  3-7,  1971 

¿^ost  JD  Jr:  A system  for  automatically 
mllyzing  sleep.  Scientific  exhibit  at  the 
Si  annual  Clinical  Convention  of  the 
^prican  Medical  Association,  Boston, 
29-Dec  2,  1970;  and  at  the  42nd  annual 
«Intific  meeting  of  the  Aerospace  Medical 
Vi|Ociation,  Houston,  Apr  26-29,  1971 
y|Ogel  GW : Data  on  file.  Medical  Depart- 
n;it,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 
^'ement  WC:  Data  on  file.  Medical  Depart- 
Bit,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 
4i>ata  on  file.  Medical  Department, 
Tifmann-La  Roche  Inc.,  Nutley  NJ 


Itsre  prescribing  Dalmane  (flurazepam 
-I  [),  please  consult  complete  product 
nirmation,  a summary  of  which  follows: 
njications:  Effective  in  all  types  of  insomnia 
rllracterized  by  difficulty  in  falling  asleep, 
ri|uent  nocturnal  awakenings  and/or  early 
riming  awakening;  in  patients  with  recurring 
rbmnia  or  poor  sleeping  habits;  and  in 
K te  or  chronic  medical  situations  requiring 
Piltful  sleep.  Since  insomnia  is  often  transient 
intermittent,  prolonged  administration  is 
jiierally  not  necessary  or  recommended. 
Citraindications:  Known  hypersensitivity 
tdurazepam  HCl. 


Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
'logical  dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
sldn  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anoréxia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 


Depend  on  highly 
predictable  results 
with 

Dalmane 

(flurazepam  HCl) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  IS-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

specifically  indicated 
for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  within  17  minutes,  on  average 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose. 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


LISTA  DE  ANUNCIANTES 


1.  BURROUGHS  WELLCXDME  NEOSPORIN 


2.  CARNATION 

EVAPORATED  MILK 

3.  CIBA  PHARM. 

VIOFORM 

4.  ROCHE  LAB. 

DALMANE,  GANTANOL , LIBRIUM,  VALIUM 

5.  W.  H.  RORER 

RO RASUL 

6.  SMITH,  KLINE  & FRENCH  DYAZIDE 


7.  SYNTEX  LAB 


NEO-MULL-SOY 


iísruptive  anxiety  usually  meets  its  match  here. 


tften  effective  when  reassurance  and  counseling  are  insufficient, 
hree  dosage  strengths  to  meet  most  therapeutic  needs. 


Hire  prescribing,  please  consult  complete 
li;t  information,  a summary  of  which 
lb: 

ications;  Relief  of  anxiety  and  tension 
l ing  alone  or  accompanying  various 
¡¡e  states. 

iitraindications:  Patients  with  known 
Sensitivity  to  the  drug, 
nings:  Caution  patients  about  possible 
ined  effects  with  alcohol  and  other  CNS 
issants.  As  with  all  CNS-acting  drugs, 
n patients  against  hazardous  occupa- 
equiring  complete  mental  alertness 
operating  machinery,  driving).  Though 
i;al  and  psychological  dependence  have 
been  reported  on  recommended  doses, 
jiution  in  administering  to  addiction- 
liindividuals  or  those  who  might  increase 
||e;  withdrawal  symptoms  (including 
jlsions),  following  discontinuation  of  the 
i^nd  similar  to  those  seen  with  barbitu- 
jhave  been  reported.  Use  of  any  drug  in 
bncy,  lactation,  or  in  women  of  child- 
ig  age  requires  that  its  potential  benefits 

¡ighed  against  its  possible  hazards, 
cautions: 

\L:  In  the  elderly  and  debilitated  and  in 
en  over  six,  limit  to  smallest  effective 
e (initially  10  mg  or  less  per  day)  to 
jde  ataxia  or  oversedation,  increasing 
ally  as  needed  and  tolerated.  Not  recom- 
ed  in  children  under  six. 

ECTABLE:  Keep  patients  under  observa- 
breferably  in  bed,  up  to  three  hours  after 
' injection;  forbid  ambulatory  patients  to 
e vehicle  following  injection;  do  not 
ister  to  patients  in  shock  or  comatose 
; use  reduced  dosage  (usually  25  to  50 
3r  the  elderly  or  debilitated  and  for 
en  age  twelve  or  older. 

M AND  INJECTABLE:  Though  generally 
¡commended,  if  combination  therapy 
ither  psychotropics  seems  indicated, 
jlly  consider  individual  pharmacologic 
s,  particularly  in  use  of  potentiating 
lounds  such  as  MAO  inhibitors  and 
othiazines.  Observe  usual  precautions  in 
ince  of  impaired  renal  or  hepatic  func- 
^aradoxical  reactions  (e.g.,  excitement, 
ilation  and  acute  rage)  have  been 
ted  in  psychiatric  patients  and  hyper- 
: aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage;  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q./.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.l.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium^  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose@  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampu/s— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions, Boxes  of  10. 
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ase  see  following  page. 


Disruptive  anxiety  usually  meets  its  match  here. 


Please  see  preceding  page  for  summary  of  product  information. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 
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in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wiunt^ 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in. salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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It’s  plain  to  see  that  you  need  more  than 
in  ordinary  topical  steroid  to  clear  a 
jermatitis  infected  with  fungi  or  bacteria. 

1 Vioform-Hydrocortisone,  with  its  four- 
yay  action,  provides  the  kind  of  comprehen- 
ive  therapy  many  common  dermatoses* 
equire. 

lis  drug  has  been  evaluated  as  possibly  effective  for  these  indi- 
itiohs.  See  brief  prescribing  information. 

Vioform-Hydrocortisone 

iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows; 

"Possibly"  effective:  Contact  or  atopiq  dermatitis;  impetigi- 
nized  eczema;  nummulap  eczema;  infantile  eczema;  endoge- 
nous chronic  infectious  dermatitis;  stasis  dermatitis;  pyoderma; 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani); 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


ONTRAINDICATIONS 

ypersensitivity  to  Vioform-Hydrocortisone,  or  any  of  its  ingredi- 
hts  or  related  compounds;  lesions  of  the  eye;  tuberculosis  of  the 
<in;  most  viral  skin  lesions  (including  herpes  simplex,  vaccinia, 
"Id  varicella). 

lARNINGS  , ' I ' . 

his  product  is  not  for  ophthalmic  use.  ' 

\ the  presence  of  systemic  infections,  appropriate  systemic  anti- 
iotics  should  be  used. 

sage  in  Pregnancy 

Ithough  topical  steroids  have  not  been  re- 
brted  to  have  an  adverse  effect  on  preg-  ,« 
ancy,  the  safety  of  their  use  in  pregnant  fe- 
laies  has  not  been  established.  Therefore, 
ley 'should  not  be  used  extensively  on  preg- 
an! patients  in  large  amounts  or  for  pro- 
inged  periods  of  time. 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 
positive result  if  Vioform  is  present  in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for' long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
and  1%  hydrocortisone  in  a petrolatum  base;  tubes  of  5 and  20  Gm. 
Lotion,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic  acid,  cetyl  alcohol,  lanolin, 
propylene  glycol,  sorbitan  trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
squeeze  bottles  of  15  ml.  Mild  Cream,  3%  iodochlorhydroxy^quin 
and  0.5%  hydrocortisone  in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petrolatum,  sodium 
lauryl  sulfate,  and  glycerin  in  water;  tubes  of  V2  and  1 ounce. 

Mild  Ointment,  3%  iodochlorhydroxyquin  and  0.5%  hydrocortisone 
in  a petroiatum  base;  tubes  of  V2  and  1 ounce. 

Consult  complete  product  literature  before  prescribing. 

GIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  z/soo?  17 
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SERUM  LIPOPROTEIN  PATTERNS 
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Jeanne  Tillotson,  MS 
Emilio  Nazario,  MS 
Raúl  Costas,  Jr.,  MD 
Angel  A.  Colón,  MD 


Despite  important  advances  in  the  identification 
'of  the  various  types  of  hyperlipoproteinemias, 
the  relative  importance  of  these  in  predisposing  to  the 
development  of  atlierosclerosis  is  unknown.  Although 
it  has  been  reported  that  elevated  plasma  levels  of 
prebeta  lipoprotein  and  beta  lipoprotein  are  associated 
with  premature  coronary  heart  disease  (CHU)  (1-13), 
it  is  not  known  how  each  type  of  hyperlipoproteinemia 
interacts  with  other  CHD  risk  factors,  which  type  of 
hyperlipoproteinemia  imparts  the  highest  risk  of  de- 
veloping CHD,  whether  hyperlipidemia  is  a cause  of 
CHD  or  merely  an  association,  and  if  effective  lipid 
lowering  actually  reduces  the  risk  of  developing  CHD. 

The  Puerto  Rico  Heart  Heiilth  Program  (PRHHP),  a 
prospective  epidemiologic  study  of  factors  which  might 
account  for  the  low  incidence  of  CHD  in  Puerto  Rican 
males,  affords  an  opportunity  to  examine  the  relation- 
ship of  serum  lipoproteins  to  CHD  in  a population  of 
10,000  men  aged  45  to  64  years  residing  in  rural  and 
urban  areas. 

It  was  considered  worthwhile  to  detennine  the  pre- 
valence of  the  types  of  hyperlipoproteinemia  in  a sub- 
sample of  the  population  under  surveillance  and  to  look 
for  an  explanation  for  the  hypertriglyceridemia  found 
in  the  young  urban  subjects  of  this  population  (14). 

Methods 

The  details  of  the  entire  study  population  have  been  pre- 
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viously  reported  ( 14).  The  present  subsantple  consisted  of  all 
overnight  fasting  subjects  examined  between  May,  1967  and 
April,  1968.  Lipoprotein  electrophoresis  (l.S)  was  done  on 
the  sera  u.sually  within  8 hours  of  collection  except  in  a few 
instances  when  tliere  was  a delay  of  up  to  .36  hours.  All  lipo- 
protein .strips  were  stained  for  the  same  duration  using  large 
volumes  of  oil  red  Ü kept  at  .37^  ('  to  which  fresh  stain  was 
added  daily  to  replace  losses  and  to  maintain  constant  staining 
intensity.  Througli  this  study,  sennn  from  one  individual  was 
included  in  each  electrophoresis  dctemiination  to  compare 
lipoprotein  mobility  and  staining  intensity  witli  other  samples 
in  the  run,  thereby  reducing  errors  in  run-to-run  interpretations 
of  the  lipoprotein  patterns.  Each  lipoprotein  strip  was  read  by 
one  individual  (C.  L.  G.)  witliout  knowledge  of  the  .subject 
or  any  of  his  laboratory  values.  The  lipoprotein  patterns 
were  interpreted  according  to  a modified  Frederickson  and  Lees 
classification  (2,  16),  and  the  intensity  of  the  prebeta  band  was 
graded  from  absent  to  4+  by  visual  inspection.  The  details 
of  the  determination  and  systematic  quality  control  of  scrum 
cholesterol,  serum  glyceride,  blood  glucose,  physical  activity 
index  (PAl)  and  nutritional  data  have  been  reported  elsewhere 
(14,  17-19). 

Sixty-six  percent  of  the  population  was  urban  and  34  °/o 
was  rural.  Of  this  group,  708  had  a “normal”  lipoprotein 
electrophoresis  defined  as  one  with  both  a beta  band  and  an 
alpha  band  and  no  chylomicron,  prebeta  or  “broad  beta” 
bands.  “Normal”  semm  cholesterol  and  triglyceride  levels 
were  defined  for  the  purpose  of  this  study,  as  the  mean  plus 
two  standard  deviations  as  determined  in  this  group  (Table  1). 
Hypercholesterolemia  was  defined  as  semm  cholesterol  greater 
than  264  mg®/o  and  hypertriglyceridemia  was  defined  as  semm 
triglyceride  greater  than  169  mg  ”/o.  The  different  hyper- 
lipoprotein types  (hereafter  referred  to  as  Types  1-V)  were 
established  taking  into  consideration  the  hypercholesterolemia  i 
and/or  hypertriglyceridemia  associated  with  an  abnormal  lipo- 
^protein  pattern  (Table  II). 

Results 

Of  1494  fasting  men  examined  in  the  PRHHP 
from  May,  1967  through  April,  1968,  51  were  aged 
45-54,  42  ^/o  were  55-64,  and  7 ^/o  were  over  65 
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TABLE  I 

SERUM  CHOLESTEROL  AND  TRIGLYCERIDE  IN  FASTING 
MEN  WITH  AND  WITHOUT  “NORMAL”  SERUM  LIPOPROTEIN  PATTERNS 


Lipoprotein 

Typing 

Number  of 
Subjects 

Cholesterol  * 
mg/100  ml 

Triglycerides  * 
mg/ 100  ml 

“Normal” 

708 

192  ± 36 

102  ± 33 

Others 

786 

218  ± 46 

197  ± 170 

Total 

1494 

205  ± 43 

152  ± 134 

* - Mean  and  standard  deviation 

TABLE  II 

DEFINITION  OF  HYPERLIPOPROTEINEMIA 
TYPES 

Type 

Serum  Cholesterol 

mg/ 100  ml 

Serum  Triglycerides 
mg/ 100  ml 

Paper  Electrophoretic 
Bands 

1 

<265 

> 170 

Chylomicron  band, 
otherwise  normal 

11 

> 265 

Any  value 

Normal 

111 

>265 

> 170 

Broad  beta  band 

IV 

<265 

> 170 

Prebeta  band, 

otherwise  normal 

V 

Any  value 

> 170 

Chylomicron  band 
Prebeta  band 

Mixed  11  & IV 

> 265 

> 170 

Prebeta  band, 

otherwise  normal 

I 
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TABLE  III 

SERUM  LIPOPROTEIN  ELECTROPHORESIS  IN  MALES 
BY  AGE  AND  SITE  OF  RESIDENCE 


Age 

Rural 

SUBJECTS 

Urban 

Total 

45-54 

227 

539 

766 

55-64 

248 

371 

619 

65  + over 

40 

69 

109 

GRAND 

TOTAL- 

1494 

TABLE  IV 

PERCENT  HYPERLIPOPROTEINEMIAS  IN  1385  MEN  AGE  45  64 

BY  TYPE  AND  SITE  OF  RESIDENCE 

Age 

Subjects 

45-54 

227 

RURAL 

55-64 

248 

Total  Subjects 

475 

45-54 

539 

URBAN 

55-64  To 

371 

tal  Subjects 

910 

Grand 

Total 

1385 

Subjects 

Type  I 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

Type  11 

2.2 

0.8 

1.5* 

2.6^®) 

6.5 

4.2* 

3.3 

Type  111 

0.0 

0.0 

0.0 

0.4 

0.0 

0.2 

0.1 

Type  IV 

11.9 

13.3 

12.6  ** 

23.5^^) 

19  2(*J) 

21.8  ** 

18.6 

Type  V 

0.4 

0.0 

0.2 

0.6 

0.0 

0.3 

0.3 

Mixed 

Type  II  & 
IV 

2.2 

2.0 

2.1  *** 

6.3^*^^ 

4.3 

5.5  *** 

4.3 

Total 

16.7 

16.1 

16.4 

33.4 

30.4 

32.0 

26.6 

* P<  0.02;  **  P < 0.001;  *** 


P < 0.01  (a)  P < '0.01;  (b)  P<  0.20;  (c)  P < 0.30 
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TABLE  V 

RELATIVE  WEIGHT  OF  MEN 
WITH  AND  WITHOUT  HYPERLIPOPROTEINEMIA 


“Normal” 

Type 

Mean 

S.D. 

P 

Mean 

SD 

II 

1.17 

0.17 

< 0.01 

IV 

1.22 

0.19 

< 0.001 

1.11 

0.13 

II&IV 

1.21 

0.15 

< 0.001 

(Table  III).  This  report  will  be  limited  to  those  aged 
45  to  64. 

The  prevalence  of  the  types  of  hyperlipoproteinemia, 
expressed  in  percent,  in  this  population  is  shown  in 
Table  IV.  Identification  of  Type  III  is  tentative  as  it 
was  not  confirmed  by  ultracentrifugation.  The  preva- 
lence of  Type  II  and  Type  IV  are  minimal  estimates 
because  some  of  each  of  these  types  are  included 
in  the  mixed  Type  II  and  IV  group. 

Type  II  and  Type  IV  were  more  prevalent  in  the 
urban  men  than  in  the  rural  population  (Table  IV). 
While  the  prevalence  of  Type  II  was  greater  in  the 
older  than  the  younger  urban  group,  the  prevalence 
of  Type  IV  was  sli^itly  but  not  significantly  greater 
in  the  younger  than  the  older  urban  group  (Ta- 
ble IV).  The  urban  men  in  age  groups  45  to  54 
and  55  to  64  had  a greater  mean  relative  weight 
than  did  the  rural;  1.18  ± 0.18  to  1.04  ± 0.15  and 
1.18  ± 0.19  to  1.03  ± 0.15  by  respective  age  groups 
which  were  significant  at  P < .001  level.  There  was 
no  difference  in  relative  weight  between  the  younger 
and  older  men.  Relative  weight  was  determined  by 
dividing  the  observed  wei^t  by  the  ideal  weight  for 
the  observed  height.  Men  with  Type  II,  Type  IV 
and  mixed  Type  II  and  IV  had  a greater  relative  weight 
than  those  without  hyperlipoproteinemia  (Table  V). 

A previous  evaluation  had  shown  that  the  younger 
urban  group  had  a significantly  higher  fasting  serum 
triglyceride  than  did  the  rest  of  the  population  (14); 


this  is  also  true  of  the  present  subsample  (Table  VI). 
This,  together  with  the  low  prevalence  of  Types  1, 
III  and  V and  the  absence  of  chylomicron  bands 
which  confirmed  the  fasting  state  of  the  study  popu- 
lation, suggested  that  this  hypertriglyceridemia  was 
due  to  a greater  prevalence  of  subjects  with  an  elevated 
concentration  of  prebeta  lipoproteins.  Table  VII  shows 
that  there  is  a higher  prevalence  of  men  with  prebeta 
bands  (1+  to  4+  intensity)  in  the  young  urban  popu- 
lation than  in  any  other  group.  This  difference  is 
statistically  significant.  There  is  also  a significantly 
greater  prevalence  of  men  with  marked  hyperprebetali- 
poproteinemia  (3+  and  4+)  in  the  urban  group  tlian 
in  the  rural  group  by  age  groups  or  as  a whole  (Table 
VII).  This  was  most  marked  in  the  younger  urban  group 
which  had  the  highest  serum  triglyceride  level. 

Table  VIII  shows  that  for  both  urban  and  rural  po- 
pulations, the  mean  serum  triglyceride  was  significantly 
higher  for  each  increased  prebeta  band  intensity  level, 
indicating  that  the  grading  separated  the  groups  accord- 
ing to  triglyceride  level  and  that  the  groups  with  the 
highest  prevalence  of  prebeta  lipoprotein  band  would 
have  the  highest  serum  triglyceride  level.  The  mean 
cholesterol  also  increased  with  increasing  intensity  of 
prebeta  lipoprotein  band  but  this  was  statistically  sig- 
nificant only  at  low  prebeta  band  intensities  in  both 
urban  and  rural  groups.  Blood  glucose  was  significantly 
increased  only  in  the  urban  group  with  4+  prebeta 
bands. 
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TABLE  VI 

SERUM  CHOLESTEROL  AND  GLYCERIDE 
LEVELS  IN  FASTING  RURAL  AND  URBAN  MEN  BY  AGE  GROUPS 


' 

RURAL 

URBAN 

P 

Age 

Mean 

S.  U. 

Mean 

S.  D. 

45-54 

200 

34 

211 

41 

< 0.01 

S E 

a o 

J 2 

55-64 

195 

34 

208 

44 

< 0.01 

1 u E 

Total 

197 

34 

210 

42 

< 0.01 

45-54 

125 

38 

177 

120 

< 0.01 

«3  “C 

V s 

^ O 

55-64 

132 

45 

149 

60 

< 0.01 

1 ^ 

^ Cá) 

< O.Ol 

o £ 

Total 

129 

42 

164 

93 

' 

TABLE  VII 

DISTRIBUTION  IN  PERCENT  BY 

PREBETA  BAND  INTENSITY 

RURAL 

URBAN 

Age 

45-54 

55-64 

Total  Subjects 

45-54 

55-64 

Total  Subjects 

Subjects 

227 

248 

475 

539 

371 

910 

None 

55.3 

55.5 

55.4 

47.5 

55.8 

50.8 

•o  1 + 

29.8 

27.5 

28.6 

25.4 

22.1 

24.1 

03  .ts 

2 c 2 + 

9.2 

8.9 

9.1 

11.9 

10.0 

11.1 

3 + 

3.5 

4.5 

4.0 

8.3 

5.9 

7.4 

4 + 

2.2 

3.6 

2.9 

6.9 

6.2 

6.6 
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TABLE  Vm 

MEAN  SERUM  LIPID  AND  BLOOD  SUGAR  IN  FASTING  RURAL  AND  URBAN 
MEN  ACCORDING  TO  PRE-BETA  BAND  INTENSITY 


Pre-Beta 

Triglyeerides  * 

Cholesterol  * 

Sugar  * 

Lipoprotein 

mg/ 100  ml 

P 

mg/ 100  ml. 

P 

mg/ 100  ml. 

P 

0 

94  ± 27 

< 0.001 

188  ± 34 

< 0.001 

93  ± 15 

N.S. 

1 + 

134  ± 31 

< 0.001 

202  ± 31 

< 0.05 

90  ± 15 

<0.02 

2 + 

181  ± 44 

< 0.0025 

212  ± 36 

N.S. 

113  ± 66 

N.S. 

3 + 

235  ± 65 

< 0.001 

221  ± 44 

N.S. 

96  ± 21 

N.S. 

4 + 

415  ± 156 

245  ± 48 

107  ± 40 

0 

106  ± 37 

< 0.001 

198  ± 40 

< 0.001 

99  ± 29 

N.S. 

1 + 

150  ± 41 

< 0.001 

212  ± 38 

< 0.02 

98  ± 22 

N.S. 

: 2 + 

; 

202  ± 52 

< 0.001 

222  ± 36 

N.S. 

100  ± 26 

N.S. 

3 + 

246  ± 67 

< 0.001 

232  ± 46 

N.S. 

99  ± 32 

<0.001 

4 + 

486  ± 403 

244  ± 84 

127  ± 64 

* ■ Mean  and  Standard  Deviation. 


In  an  attempt  to  determine  some  of  the  factors 
that  are  associated  with  prebetalipoproteinemia,  the 
subjects  were  grouped  according  to  the  staining  in- 
tensity of  the  prebeta  band.  There  were  no  consistent 
differences  between  those  with  no  prebeta  band,  those 
with  light  staining  intensity  (1+  and  2+)  and  those 
with  heavy  staining  intensity  (3+  and  4+)  with  respect 
to  mean  PAI  or  to  mean  intake  of  calories,  fat,  poly- 
unsaturated fatty  acids,  saturated  fatty  acids,  P/S 
ratio,  cholesterol,  protein,  carbohydrate,  starch,  sucrose, 
alcohol,  caffeine,  percent  carbohydrate  as  starch,  or 
percent  fat,  protein,  carbohydrate,  starch  and  sucrose 
in  the  diet.  In  an  attempt  to  relate  excessive  caloric 
intake  to  prebetalipoproteinemia,  the  ratio  of  calories 
to  PAI  was  determined  for  each  group.  There  was  no 
consistent  significant  difference  in  this  ratio  at  tlie 


various  levels  of  prebetalipoproteinemia. 

The  relative  weight  increased  significantly  as  the 
prebeta  band  intensity  increased  except  for  the  urban 
population  in  which  there  was  no  difference  between 

the  group  without  prebeta  band  and  the  group  having 
1+  and  2+  prebetalipoproteinemia  (Table  IX).  The 
mean  relative  weight  was  greater  in  the  urban  than  in 
the  rural  population  within  each  level  of  prebeta 
lipoprotein  band  intensity. 

Discussion 

The  men  aged  45  to  64  years  in  the  PRHHP  have 
a lower  prevalence  of  CHD  and  of  definite  myocardial 
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TABLE  IX 

RELATIVE  WEIGHT  OF  URBAN  AND  RURAL  SUBJECTS 
ACCORDING  TO  LEVEL  OF  PRE-BETA  LIPOPROTEIN  EMI  A 


Pre-Beta  Lipoprotein 

Rural 

Urban 

Mean 

S.D. 

P 

Mean 

S.  D. 

0 1.00  0.14 

14-2+  1.08  0.16 

3 + 4+  1.18  0.18 


infarction  than  U.  S.  mainland  men  of  the  same  age 
(14).  The  present  study  showed  hyperlipoproteinemia 
in  27  o/o  of  a subsample  of  the  PRHHP  population. 
Type  IV  was  most  common  accounting  for  70  ^/o 
of  the  subjects  with  hyperlipoproteinemia.  Sixteen 
percent  had  mixed  Type  II  and  IV;  12  ®/o  had  Type 
II;  1 ®/o  had  Type  V;  and  less  than  1 ^/o  had  Type  III. 
No  subjects  were  encountered  with  Type  I.  The  estima- 
tes of  prevalence  do  not  distinguish  primary  from 
secondary  types  of  hyperlipoproteinemia.  Hyperlipo- 
proteinemia was  most  prevalent  in  the  urban  population 
which  is  experiencing  a social  change  toward  a life  style 
similar  to  that  of  the  U.  S.  mainland. 

In  spite  of  the  difference  in  prevalence  of  hyperlipo- 
proteinemia, and  many  other  risk  factors  among  rural 
and  urban  Puerto  Rican  dwellers  it  has  been  shown 
that  the  total  prevalence  of  CHD  in  the  urban  and 
rural  groups  is  not  different  (14).  This  is  consistent 
with  some  suggestions  that  attempts  to  segregate  CHD 
from  CHD-free  groups  on  the  basis  of  lipid  levels 
alone  might  be  ineffective  beyond  middle  age  (21,  22). 
However,  this  does  not  exclude  an  association  between 
hyperlipoproteinemia  and  CHD  as  it  is  possible  among 
other  things  that  the  elevations  in  serum  lipoproteins 
have  not  existed  long  enough  to  become  associated 
with  the  manifestations  of  a slowly  developing  disease 
such  as  CHD. 


1.16  0.19 

< 0.001  < 0.2 

1.18  0.18 

< 0.005  < 0.001 

1.25  0.16 


Compared  with  tlie  entire  urban  and  rural  population, 
men  with  hyperlipoproteinemia,  especially  Types  IV 
and  mixed  Types  H and  IV,  had  a greater  prevalence  of 
obesity,  which  is  known  to  be  associated  with  Type  IV 
(2,  4,  13,  20).  The  association  between  Type  11  and 
obesity  is  less  appreciated  perhaps  because  the  norrno- 
lipemic  U.  S.  subjects  with  whom  they  are  compared 
are  also  somewhat  obese,  as  Epstein  has  noted  (23). 
This  exploration  is  consistent  with  the  fact  that  in 
the  present  study,  men  with  Type  11  are  not  more  obese 
than  the  urban  population.  From  this,  it  would  appear 
that  in  the  treatment  of  Type  11,  weight  reduction  might 
be  considered. 

Insofar  as  the  normal  limits  of  prebetalipoproteine- 
mia  are  as  yet  undefined,  studies  of  men  with  any  degree 
of  prebetalipoproteinemia  may  yield  clues  regarding 
factors  contributing  to  the  development  of  Type  IV. 
It  is  known  that  certain  diseases  such  as  diabetes  me- 
llitus,  pancreatitis,  alcoholism,  hypothyroidism,  neph- 
rotic syndrome,  dysglobulinemias,  gout,  and  some  less 
common  disorders  are  associated  with  hyperprebeta- 
lipoproteinemia  (2).  However,  it  is  unlikely  that  these 
diseases  are  prevalent  enough  to  account  for  the  occur- 
rence of  a prebeta  band  in  77  ^/o  of  men  aged  50-65 
years  in  the  U.  S.  (4),  or  50  ^/o  of  the  men  aged  45-64 
years  in  Puerto  Rico.  High  carbohydrate  diets  can 
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cause  elevations  in  plasma  triglyceride  associated  with 
prebetalipoproteinemia  (24,  25)  but  such  diets  are 
not  eaten  in  tlie  PRHHP  population  (14)  and  even 
when  fed  to  subjects  during  metabolic  studies,  the 
plasma  lipid  elevations  are  usually  transient  (24,  26). 

In  tlie  present  study,  no  dietary  factor  could  be 
found  to  account  for  the  different  levels  of  serum 
prebetalipoprotein.  Only  relative  weight  was  consis- 
tently greater  with  each  increment  of  prebetalipo- 
proteinemia, again  emphasizing  the  relationship  between 
obesity  and  hyperlipoproteinemia. 

The  increase  in  fasting  serum  triglyceride  previously 
noted  in  the  younger  urban  population  (14)  and  present 
in  the  subgroup  under  study  is  most  likely  due  to  tlie 
increased  prevalence  of  prebetalipoproteinemia  relative 
to  the  rest  of  the  population.  This  could  be  due  to  the 
increased  prevalence  of  obesity  in  this  group.  In  addi- 
tion, the  elevated  fasting  serum  triglycerides  may  be 
related  to  the  presence  of  subclinical  malabsorption 
which  may  be  present  in  a segment  of  this  population 
(27,  28).  It  is  known  that  administration  of  bile  salt- 
binding resins  such  as  cholestyramine  to  persons  with 
Type  II  (29,  30)  and  to  normolipemic  subjects,  even 
those  undergoing  weight  reduction  (31),  results  in 
elevations  of  serum  triglyceride  and  a reduction  in 
serum  cholesterol.  It  is  conceivable,  that  as  the  ab- 
sorption of  bile  salts  could  also  be  impaired  in  mal- 
absorption (32),  a state  similar  to  that  caused  by  cho- 
lestyramine administration  might  result.  It  is  worth- 
while noting  that  data  obtained  in  1780  rural  and 
4023  urban  Puerto  Rican  fasting  males  at  the  PRHHP 
revealed  substantial  differences  in  serum  glycerides, 
serum  cholesterol  and  many  other  variables.  By  the 
multivariate  analysis  techniques  it  was  found  that  as 
much  as  half  of  the  difference  in  serum  cholesterol 
between  urban  and  rural  populations,  and  as  much 
as  two  thirds  of  the  difference  in  serum  glycerides, 
could  be  explained  on  basis  of  differences  in  relative 
weight,  blood  glucose  and  physical  activity.  Of  these 
variables,  relative  weight  was  the  most  significant  de- 
terminant of  both  glyceride  and  cholesterol  levels 

(33). 

It  would  appear  that  a predisposition  to  elevations 
of  plasma  lipoproteins,  especially  Type  IV  and  mixed 
Type  II  and  IV,  is  made  manifest  by  obesity  in  a large 
segment  of  the  population.  This  mi^t  help  explain 
the  difficulties  in  identifying  the  genetic  inheritance 


of  Type  IV  as  the  phenotype  will  be  expressed  in  some 
individuals  only  when  they  gain  weight.  Subjects  with 
mild  Type  IV  may  not  be  identifiable  until  they  become 
more  obese. 

If  hyperlipoproteinemia  proves  to  result  in  accele- 
rated development  of  CHD  as  it  appears  to  do  in  some 
types  (34),  then  an  obese  population  with  its  elevated 
prevalence  of  hyperlipoproteinemia  can  conceivably 
be  expected  to  have  a high  incidence  of  CHD.  In  this 
way  obesity  might  be  a risk  factor  for  CHD  in  some, 
but  not  all,  individuals.  It  remains  to  be  shown  that 
lowering  serum  lipoprotein  levels  or  weight  reduces 
the  risk  of  developing  CHD,  and  studies  must  be  done 
to  determine  the  relative  risk  of  obesity  with  and 
witliout  hyperlipoproteinemia  and  hyperlipoproteinemia 
without  obesity. 

It  has  been  reported  that  plasma  cholesterol  is  a bet- 
ter indicator  of  CHD  risk  than  any  other  blood  lipid 
measurement  including  plasma  lipoprotein  concentra- 
tion (1).  Furthermore,  it  has  been  claimed  tliat  plasma 
triglyceride  is  a risk  factor  only  at  low  plasma  choles- 
terol concentrations  (35).  This  might  indicate  that  all 
types  of  hyperlipoproteinemia  carry  an  increased  risk  of 
developing  CHD  but  that  those  types  having  the  liighest 
cholesterol  statistically  have  the  greatest  risk.  The  ex- 
tent to  which  hypertriglyceridemia  is  associated  with 
hypercholesterolemia,  the  cholesterol  being  a structural 
component  necessary  for  the  transport  of  the  increased 
levels  of  triglyceride  (2),  might  conceivably  influence 
the  risk  of  the  development  of  CHD.  The  risk  of 
developing  CHD  would  he  highest  in  Type  II,  less  in 
mixed  Type  II  and  IV,  and  least  in  Type  IV.  Consistent 
with  this  speculation  is  the  observation  that  despite 
an  apparently  higher  prevalence  of  Type  IV  than  Type 
II  in  the  U.  S.  population  (4,  33),  the  frequency  of  Ty- 
pe II  is  greater  than,  or  the  same  as.  Type  IV  in  subjects 
with  angiographically  documented  CHD  (36,  37). 

One  might  further  speculate  that  in  some  individuals 
Types  II,  mixed  II  and  IV,  and  IV  are  stages,  some 
with  Type  IV  becoming  Type  II.  It  has  been  obser- 
ved that  with  treatment  some  with  Type  IV  become 
Type  II  (38,  39).  In  this  study  Type  IV  was  most 
prevalent  in  the  younger  population  and  Type  II 
was  most  prevalent  in  the  older  group. 

Despite  the  apparently  increased  risk  of  Type  II 
over  Type  IV  the  greater  prevalence  of  Type  IV 
might  be  sufficient  to  overcome  its  smaller  risk  and 
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result  in  Type  IV  being  the  hyperlipoproteinemia 
responsible  for  most  CHI)  associated  with  lipoprotein 
abnonnalities.  Whatever  the  relative  risk  of  hyper- 
lipoproteinemia weight  control  deserves  attention  as 
it  could  lower  the  high  plasma  levels  of  both  preheta 
and  beta  lipoproteins  existing  in  a considerable  number 
of  people  in  the  population. 

Summary 

A suhsample  of  475  niral  and  910  urban  fas(ing 
males  from  a prospective  epidemiologic  study  on  (Co- 
ronary Heart  Disease  (CHD)  conducted  in  Puerto  Rico 
was  examined  for  prevalence  of  hyperlipoproteinemia 
using  a modified  Frederickson  and  Lees  classification. 
27  °/o  of  the  total  had  hyperlipoproteinemia  and 
Type  IV  was  most  common  in  the  overall  group  and 
in  the  younger  patients.  Type  II  was  most  prevalent 
in  the  older  group.  Hyperlipoproteinemia  was  most 
prevalent  in  urban  men  but  total  prevalence  of  CHD 
in  urban  and  rural  males  is  not  different.  Urban  men 
with  hyperlipoproteinemia  had  a greater  relative  weight 
than  those  without  the  disorder.  Whatever  the  relative 
risk  that  hyperlipoproteinemia  might  have  concerning 
CHD,  weight  control  deserves  attention  as  it  could 
conceivably  lower  plasma  levels  of  prebeta  and  beta 


lipoproteins  occurring  in  some  members  ol  a popula- 
tion. 

Resumen 

Para  determinar  la  prcvaicncia  dc  hipcrlipoprolcine- 
mia  de  acuerdo  a la  clasificación  d«*  Frederickson  y 
Lees  modificada,  sc  hicieron  estudios  especiales  a 47.5 
varones  rurales  y 910  urbanos,  lodos  en  ayunas,  del 
estudio  epidemiológico  de  la  cardiopalía  coronaria 
en  Puerto  K ico  (Programa  de  Salud  del  Corazón). 
I.a  prevalencia  dc  hiperlipoproleinemia  en  esta  sub- 
mueslra  hie  de  27  *Vo.  I'J  tipo  l\  »‘ra  el  más  común. 
Ll  li[)o  IV  era  más  prcvahmle  en  el  gru[to  más  joven 
y el  tipo  II  en  el  de  mayor  eda<l.  La  hiperlipoproteine- 
mia  era  más  prev .líenle  en  los  varones  urbanos,  pero  no 
hay  diferencia  en  la  prevalencia  total  de  la  cardiopalía 
coronaria  entre  varones  urbanos  y rurales.  Fl  peso 
relativo  de  los  varones  urbanos  con  hiperlipoproleinemia 
era  mayor  que  el  de  aquellos  sin  esta  condii  ión.lrrespec- 
tivo  del  riesgo  relativo  que  la  hiperlipojiroteinemia  pueda 
representar  para  el  desarrollo  de  la  cardiopalía  coronaria, 
se  debe  prestar  atención  al  control  del  peso,  ya  que 
esto  puede  prodm  ir  una  baja  en  los  niveles  plasmáticos 
de  las  lipoproleínas  beta  y pre-bela. 


(References  will  be  submitted  upon  request  to  the  author) 
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Although  carcinoma  of  tlie  breast  can  be  cured  by 
surgery  if  detected  early  enough,  dissemination 
is  frequent  in  patients  harboring  this  disease  (1). 
Too  often  the  disease  is  widespread  prior  to  diagnosis. 
Furthermore,  nearly  half  of  the  patients  who  undergo 
surgery  with  cure  as  a goal,  eventually  show  dissemina- 
tion (2,  3,  4,  5,  6).  Until  recently,  horn\onal  manipula- 
tion has  been  the  main  palliative  modality  offered  to 
breast  cancer  patients  after  metastases  occur.  During 
the  last  decade  chemotherapeutic  agents  effective  against 
this  tumor  have  been  developed.  Among  these,  the 
alkylating  agents,  antimetabolite  drugs,  periwinkle  alka- 
loids and  prednisone  have  proven  useful  in  the  palliation 
of  this  disease.  When  used  optirnally  as  single  agents, 
these  dnigs  produce  objective  responses  which  range 
from  20  percent  to  35  percent  (1,  7,  8,  9,  10,  11,  12, 
13,  14). 

In  1969,  Cooper  (15)  reported  53  responses  in  60 
patients  with  disseminated  breast  carcinoma  when  a 
combination  of  five  of  the  above  mentioned  drugs 
was  used.  Stimulated  by  Cooper’s  initial  report  we 
decided  to  give  a similar  combination  of  drugs  to 
patients  referred  to  us  with  disseminated  carcinoma 
of  the  breast.  The  purpose  of  this  report  is  to  analyze 
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our  experience  with  sixty  cases  of  widespread  breast 
carcinoma  in  whom  this  five-drug  combination  was 
used. 

Materials  and  Methods 

The  records  of  the  first  sixty  patients  given  this  five-drug 
combination  were  reviewed.  These  patients  were  referred 
to  us  from  diverse  regions  of  Puerto  Hico  and  were  followed 
by  at  least  one  of  us;  thirty  at  the  Chemotherapy  Clinic  of  the 
University  Hospital  at  the  Puerto  Rico  Medical  Center  and 
thirty  at  the  “Instituto  de  Hematología  y Oncología  Médica” 
in  San  Juan,  Puerto  Rico.  All  patients  entering  this  study 
had  proven  carcinoma  of  the  breast  witli  dissemination  to  one 
or  various  organs.  Invasion  of  bone,  lungs,  liver,  bone  marrow, 
etc.  was  documented  by  appropriate  clinical  studies  prior  to 
starting  therapy. 

Hormonal  manipulation  was  always  considered  tlie  initial 
treatment  of  choice  in  these  patients.  Bilateral  oophorectomy 
was  the  first  paUiative  modality  in  premenopausal  patients 
whereas  estrogens  were  administered  initially  to  the  post 
menopausal  ones  prior  to  the  institution  of  the  five-dmg 
program.  When  failure  of  palliation  by  hormonal  manipula- 
tion was  clinically  evident,  patients  were  started  on  the  5 
drug  combination  shown  in  Table  1. 

Minimum  treatment  for  three  months  was  required  in  each 
patient  before  deciding  whether  she  was  a responder  or  not. 
The  responders  were  continued  on  chemotherapy  until  re- 
lapse. Dose  adjustments  were  made  if  undue  drug  toxicity 
occurred. 

The  data  collected  from  these  sixty  cases  were  analyzed 
for  rate,  quality  (see  Table  II)  and  duration  of  response. 
The  incidence  of  toxicity  and  the  relationship  between  res- 
ponse and  menopausal  status  as  well  as  its  correlation  with 
previous  response  to  oophorectomy  were  also  studied. 

Results 

i'able  111  summarizes  the  data  from  the  sixty  pa- 
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TABLE  I 

FIVE  DRUG  COMBINATION  FOR  PALLIATION 
DISSEMINATED  CARCINOMA  OF  THE 
BREAST 

OF 

Methotrexate 

20  ing/M^/week 

P.  0. 

5 Fluorouracil 

400  mg/M^/week 

IV 

V incristine 

1.0  mg/week 

Until  toxicity 

IV 

Cytoxan 

100  ing/day 

P.  0. 

Prednisone 

45  mg  daily  x 7 d 

Every  month 

P.  0. 

TABLE  II 

RESPONSE 

EVALUATION 

CRITERIAE 

1.  Excellent  Response 

Complete  disappearance  of  all 

evidence  of  disease 

2.  Good  Response 

— 

Reduction  of  50  percent  or  more 

in  the  size  of  all  measurable  lesions 

3.  Fair  Response 

— 

Reduction  of  25  percent  or  more 

of  all  measurable  lesions 

4.  No  Response 

— 

No  change  in  size  of  lesion  or 
worsening  of  lesions 

* Symptomatic  improvement  was  NOT  considered  as  index  of  response. 

tients  who  received  at  least  three  months  of  combina- 
tion chemotherapy.  Objective  responses  were  obtained 
in  forty-two  of  these  sixty  patients  (70  percent)  (see 
Table  IV).  Among  these  42  responders,  22  were  ex- 
cellent, 11  good  and  9 fair,  according  to  the  criteriae. 
Thus,  33  out  of  60  cases  (55  percent)  had  either  an 
excellent  or  a good  objective  response  to  therapy. 
The  remaining  18  patients  (30  percent)  were  considered 
non-responders. 

Data  on  response  duration  and  survival  are  shown  in 
Table  V.  The  mean  duration  of  response  was  12.5 


months  with  a median  of  8.5  months.  Since  al  the  time 
of  preparation  of  this  paper,  12  of  the  responders 
are  still  in  remission,  the  figures  of  response  duration 
will,  in  all  probability,  increase. 

The  mean  survival  after  diagnosis  of  metastases  was 
21  months  for  the  responders  and  12  months  for  the 
non-responders.  Since  19  of  the  42  responders  are  still 
alive  (12  of  them  free  of  disease),  the  survival  figures 
will  inevitably  increase  during  the  oncotning  months. 

Table  VI  shows  toxicity  observed  in  our  patients. 
Nausea  and  vomiting  of  mild  to  moderate  degree  was 
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TABLE  III 

SUMMARY  OF  RESULTS  OBTAINED  WITH  THE  FIVE-DRUG  COMBINATION 
CHEMOTHERAPY  IN  SIXTY  PATIENTS  WITH  DISSSEMINATED  BREAST 

CARCINOMA 


Patient’s  Initials 


Survival  Since 

Menopausal  Status  Response  Lengtli  of  Response  Diagnosis  of  Metastases 


AHO 

Pre 

Excellent 

12 

20 

NBG 

Pre 

None 

— 

13 

GMR 

Pre 

None 

— 

4 

GMF 

Post 

Good 

20 

34 

JGF 

Pre 

Good 

33 

37 

VRF 

Post 

Excellent 

45 

60 

EVM 

Pre 

None 

— 

29 

TAG 

Pre 

Fair 

33 

40 

MVR 

Pre 

None 

— 

9 

LRA 

Post 

Excellent 

4 

6 

TMM 

Post 

P'air 

36 

36 

LMF 

Post 

Good 

13 

14 

EMC 

Pre 

None 

— 

1 

HRQ 

Pre 

None 

— 

13 

ERS 

Post 

Fair 

8 

12 

JBE 

Pre 

None 

— 

0 

MJM 

Pre 

None 

— 

2 

HBM 

Post 

Good 

4 

4 

PGR 

Pre 

Good 

6 

6 

MGP 

Post 

Fair 

8 

15 

AHG 

Pre 

Fair 

4 

42 

MBR 

Pre 

None 

— 

5 

TMV 

Pre 

None 

— 

0 

INR 

Pre 

Excellent 

6 

15 

ERP 

Pre 

Good 

6 

6 

NAA 

Pre 

Excellent 

4 

27 

IMR 

Pre 

Excellent 

14 

14 

MMG 

Post 

Excellent 

12 

14 

MRV 

Pre 

Excellent 

4 

8 

GS 

Pre 

Excellent 

9 

13 

GSS 

Pre 

Excellent 

6 

7 

LUM 

Pre 

None 

— 

2 

HMG 

Post 

Good 

9 

10 

BM 

Pre 

Excellent 

13 

38 

CLC 

Post 

Excellent 

8 

8 

IRZ 

Post 

Excellent 

7 

13 

PRR 

Post 

None 

— 

5 

EVR 

Pre 

None 

— 

5 

AMD 

Pre 

Excellent 

19 

31 

vss 

Post 

Excellent 

4 

7 

CPB 

Pre 

Fair 

12 

60 
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HC 

Pre 

None 

— 

7 

MLM 

Pre 

Good 

4 

14 

BC 

Pre 

Good 

6 

36 

PSS 

Post 

Good 

13 

24 

LRP 

Pre 

Excellent 

4 

14 

CMR 

Post 

Excellent 

40 

42 

AL 

Pre 

Excellent 

19 

39 

LMO 

Pre 

Excellent 

6 

6 

GMF 

Post 

Excellent 

15 

19 

LUF 

Pre 

Good 

14 

28 

VLR 

Post 

Excellent 

6 

19 

CML 

Pre 

Excellent 

7 

8 

MSP 

Pre 

Fair 

20 

24 

MRP 

Pre 

None 

— 

11 

MTP 

Pre 

None 

— 

0 

IPE 

Pre 

None 

— 

10 

NMM 

Pre 

Fair 

10 

23 

BCM 

Post 

None 

— 

0 

ABA 

Post 

Fair 

6 

12 

TABLE  1 V 

RESPONSE  TO  FIVE  DRUG  COMBINATION  CHEMOTHERAPY 

Total  number  of  patients 

60 

Total  number  of  responses : 

42/60 

(70  percent) 

Excellent 

22/60 

37  percent 

Good 

11/60 

18  percent 

Fair 

9/60 

15  percent 

Non-responders 

18/60 

30  percent 

observed 

in  12  of  the  60  patients  (20  percent). 

In  vincristine. 

only  one 

patient  were  symptoms  severe  enough 

to  The  most 

common  type  of  toxicity 

observed  was 

force  the  discontinuation  of  chemotherapy.  No  ins- 
tance of  liver  toxicity  to  methotrexate  was  obser- 
ved. Hair  loss  occurred  in  a few  patients  hut  alo- 
pecia of  cosmetic  significance  was  observed  in  only 
5 patients.  Peripheral  nerve  toxicity  due  to  vincristine 
was  not  a significant  problem.  Most  patients  showed 
some  degree  of  depression  of  deep  tendon  reflexes 
but  paresthesias  developed  in  only  4 patients  and  none 
showed  significant  muscular  weakness  attributable  to 


hematological.  Thrombocytopenia  of  less  than  150,000 
/mm^  occurred  in  22  patients  (36  percent).  Never- 
theless, the  lowest  platelet  count  observed  was  80,000/ 
rnm^.  Normally,  even  at  this  level  there  are  no  bleeding 
problems,  as  was  seen  in  our  patients. 

Granulocytopenia,  which  ranged  from  800/mm^  to 
1,500/mm^  occurred  m 18  of  the  60  patients  (30 
percent).  In  spite  of  this,  infections  were  not  a problem 
and  those  that  occurred  were  easily  controlled  with  ap- 
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DURATION  OF  REMISSION  AND  SURVIVAL 
AFTER  DIAGNOSIS  OF  METASTASES 

José  A.  tozada,  MD,  et  al 

Duration  of  Remission  - In  months 

Mean 

12.5 

Median 

8.5 

Survival  after  Diagnosis  of  Metastases  (In  months) 

Responders 

Non-Responders 

Median 

15 

7 

Mean 

21 

12 

TABLE  VI 

DRUG  RELATED  TOXICITY 

I. 

Gastrointestinal  (Nausea  + Vomiting) 

12/60 

20  percent 

II. 

Peripheral  Nerves  (Neuropathy) 

4/60 

6 percent 

III. 

Skin&  Hair  (Alopecia) 

5/60 

8 percent 

IV. 

Hematologic  toxicity 

a.  Platelets(80,000-150,000/mm^) 

22/60 

36  percent 

b.  Granulocytes  (800-1,500/mm^) 

18/60 

30  percent 

c.  Hemoglobin  (drop  of  at  least  3 Gms  percent) 

7/60 

11  percent 

TABLE  VIII 

EFFECT  OF  MENOPAUSE  ON  RESPONSE  RATE 


Premenopausal 

Post  Menopausal 

Total 

Responders 

24 

18 

42 

Non-Responders 

16 

2 

18 

TOTAL  - 

40 

20 

60 

BoL  Asoc.  Méd.  P.  Rico 
Junio  1975 


Chemotherapy  for  Disseminated  Carcinoma  of  Breast 


162 


propriate  antimicrobial  agents.  Generalized  sepsis  did 
not  occur. 

Significant  lowering  of  hemoglobin  level,  defined 
as  a drop  of  3 grams  percent  or  more,  was  found 
in  seven  patients,  but  recovery  was  spontaneous  in  all 
of  them  upon  temporary  discontinuation  of  chemo- 
tlierapy.  None  of  our  patients  required  blood  trans- 
fusions to  correct  anemia  secondary  to  dnig  toxicity. 

Data  on  rate  of  response  as  related  to  honnonal 
status  is  shown  in  Table  VII.  Of  the  sixty  patients 
treated  with  chemotherapy,  40  were  pre-menopausal 
and  20  were  post-menopausal.  In  the  40  pre-meno- 
pausal patients,  23  responses  were  obtained  for  a 60 
percent  rate.  On  the  other  hand,  in  the  20  post- 
menopausal patients,  18  objective  responses  were  ob- 
tained for  a 90  percent  rate  of  response. 

Oophorectomy  was  performed  prior  to  chemotherapy 
in  36  of  the  40  pre-menopausal  patients.  The  four 
remaining  pre-menopausal  patients  did  not  undergo 
oophorectomy  because  they  were  either  considered 
poor  surgical  risks  or  refused  the  procedure. 

Of  the  36  oophorectomized  patients,  14  showed 
objective  response  to  this  hormonal  manipulation  while 
22  did  not.  Twelve  of  the  fourteen  oophorectomy  res- 
ponders (88  percent)  also  responded  to  chemotherapy. 
Of  the  22  patients  who  failed  to  respond  to  oophorec- 
tomy only  eight  (36  percent)  responded  to  combination 
chemotherapy. 

Interestingly  enough,  all  four  premenopausal  patients 
who  did  not  undergo  oophorectomy  responded  to  che- 
motherapy. 

Discussion 

Carcinoma  of  the  breast  is  the  third  most  common 
malignancy  in  Puerto  Rican  females  of  all  ages  and  pro- 
bably the  most  common  in  females  over  40  years.  This 
disease  can  only  be  cured  if  surgery  is  performed  early. 
Nonetheless  30  percent  of  the  cases  are  beyond  curative 
therapy  at  the  time  of  diagnosis,  and  nearly  half  of  those 
who  undergo  surgery  in  an  attempt  of  obtaining  cure, 
will  sooner  or  later  show  evidence  of  dissemination 
of  their  disease. 

Hormonal  manipulation  has  been  the  main  modality 
of  palliation  used,  once  dissemination  becomes  clinically 
detectable.  In  general,  about  one  third  of  patients  will 


respond  to  hormonal  manipulations,  the  duration  of 
response  usually  being  around  one  year.  Thus,  the 
fairly  recent  introduction  of  chemotherapeutic  agents 
is  a valuable  addition  for  the  palliation  of  this  disease. 
Agents  such  as  cyclophosphamide,  vincristine,  5-fluo- 
roiiracil,  Methotrexate  and  prednisone,  used  singly  in 
patients  with  disseminated  breast  carcinoma,  produce 
a rate  of  response  ranging  from  20  to  35  percent. 

Recently,  excellent  results  have  been  obtained  when 
multiple  drug  combinations  were  used  in  various  ma- 
lignancies (16,  17,  18).  Outstanding  examples  are  the 
results  obtained  in  acute  lymphoblastic  leukemia  and 
Hodgkin’s  disea.se.  These  results  have  stimulated  nu- 
merous investigators  to  use  diverse  dnig  combinations 
lor  various  malignancies.  The  accepted  tfround  ndes 
for  these  trials  include;  1)  when  used  as  single  agents  the 
drugs  must  show  activity  against  the  given  tumor; 
2)  the  drugs  should  not  have  toxicities  in  common;  and 
finally,  3)  the  mechanism  of  action  of  each  drug  should 
be  different  from  that  of  the  other  drugs  in  the  combi- 
nation. 

Greenspan  (19)  was  one  of  the  first  to  report  that 
combination  chemotherapy  might  be  more  beneficial 
than  .single  agents  in  the  palliation  of  disseminated 
breast  cancer.  In  1969,  Cooper  reported  50  percent 
objective  responses  in  60  cases  using  a five-drug  com- 
bination. Later,  other  authors  (20,  21,  22,  23,  24,  25, 
26)  have  reported  objective  responses  ranging  from  50 
to  80  percent  using  a similar  5-drug  combination. 
Thus,  our  response  rate  of  70  percent  is  in  agreement 
with  the  experience  of  others. 

Not  only  was  a significant  number  of  objective 
responses  obtained  in  our  series,  but  there  is  also  eviden- 
ce that  the  palliation  attained  was  indeed  effective,  and 
that  the  quality  of  life  was  improved  substantially 
in  over  half  of  the  patients  treated.  This  is  shown 
by  the  fact  that  over  half  of  the  treated  patients 
(33/60)  had  either  excellent  or  good  responses,  mean- 
ing that  in  those  patients,  the  measurable  tumor  masses 
disappeared  completely  or  almost  conq)letely  as  a 
result  of  chemotherapy.  Besides,  the  objective  improve- 
ment was  almost  always  accompanied  by  subjective 
benefit  for  the  patient. 

The  mean  duration  of  response  in  our  group  was  at 
least  12.5  months,  and  the  median  8.5  montlis  which 
appeared  to  be  higher  than  ini  previously  reported  data. 

(21).  A further  implication  of  this  result  is  that  since 
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practically  all  the  patients  received  the  benefit  of 
hormonal  manipulation  prior  to  chemotherapy,  the 
benefit  obtained  from  the  five  drug  combination  was 
in  addition  to  that  obtained  through  other  methods. 

The  present  data  indicate  that  the  survival  after 
the  disease  becomes  disseminated  was  better  in  those 
who  responded  to  chemotherapy  than  in  tliose  who 
did  not.  Again,  this  difference  in  survival  will  accen- 
tuate with  time  in  this  particular  series  since  half 
of  the  42  responders  are  still  alive  and  most  of  the 
non-responders  are  dead. 

Toxicity  secondary  to  drug  administration  was  by 
far  tolerable  or  easy  to  control.  Therefore,  the  improved 
quality  of  life  brought  by  tumor  regression  and  sub- 
jective improvement  was  not  hampered  by  the  toxicity 
inherent  to  these  particular  drugs. 

It  is  interesting  to  note  tliat  our  post-menopausal 
patients  had  a better  rate  of  response  (90  percent) 
than  the  premenopausal  ones.  This  contrasts  with  the 
experience  of  others  (9,  27)  in  which  premenopausal 
patients  responded  better  than  postmenopausal  ones 
when  single  agents  were  used.  The  possible  explana- 
tions for  these  findings  are  open  to  speculation  but 
our  data  would  seem  to  favor  an  aggressive  chemo- 
therapy approach  even  in  the  elderly  female. 

Other  authors  (28)  have  reported  that  patients  with 
a previous  response  to  oophorectomy  will  have  a higher 
probability  of  responding  to  single  agent  chemotherapy. 
Evidence  against  this  has  also  been  reported  (29). 
In  our  experience  using  multiple  chemotlierapy  agents, 
we  found  evidence  that  favor  the  former.  Indeed,  those 
patients  who  had  a previous  response  to  oophorectomy 
had  a rate  of  response  of  88  percent  in  contrast  with 
36  percent  responses  in  the  group  of  patients  who  recei- 


ved no  benefit  from  oophorectomy. 

We  have  presented  our  experience  using  a five-drug 
combination  for  the  chemotherapy  of  disseminated 
carcinoma  of  the  breast  as  suggested  initially  by  Cooper. 
In  general  our  results  are  similar  to  those  reported 
by  others  using  the  same  mode  of  treatment.  Our  data 
favor  a combination  of  drugs  over  single  agents  in  the 
palliation  of  these  particular  malignancies.  Our  results 
also  show,  that  with  multiple  drug  chemotherapy,  the 
quality  of  life  is  improved  in  these  patients  (without 
undue  suffering  from  drug  toxicity),  and  that  life 
itself  might  be  prolonged.  The  earlier  use  of  effective 
chemotherapy  in  high  risk,  post  surgical  patients  might 
be  indicated  and  is  now  under  active  investigation. 

Summary 

Sixty  consecutive  cases  of  disseminated  breast  car- 
cinoma were  treated  will»  a five  dnig  combination  con- 
sisting of  5-Fluorouracil,  Vincristine,  Methotrexate,  Cy- 
toxan and  Prednisone.  The  results  obtained  have  been 
analyzed  and  are  the  subject  of  tliis  report.  Objective 
responses  were  obtained  in  70  percent  of  patients 
(42/60).  Thirty-three  patients  (55  percent)  had  eitlier 
complete  disappearance  or  at  least  50  percent  reduc- 
tion in  tumor  size.  Median  duration  of  response  was 
8.5  months.  Survival  was  significantly  longer  in 
responders  than  in  non  responders.  Toxicity  was  not 
a serious  problem  in  this  group  of  patients.  We  believe 
that  this  particular  combination  is  of  great  value  in  the 
palliation  of  metastatic  carcinoma  of  the  breast. 


(References  will  be  submitted  upon  request  to  the  author) 


PROGRESO  TERAPEUTICO: 

RECOMENDACIONES  PARA  EL  USO  DE 
SANGRE  FRESCA  Y LA  DETERMINACION 
DEL  ANTIGENO  AUSTRALIANO 


Antonio  J.  Grillo-López,  MD 


Mediante  la  determinación  del  Antígeno  Australiano 
es  posible  identificar  sangre  que  de  ser  usada  para 
transfusión  podría  producir  hepatitis  sérica  en  el  reci- 
piente (1,  6).  La  prueba  más  comunmente  usada  es  la 
de  electroforesis  (CEP)  o inmunoelectrosmoforesis  (lE- 
OP).  Esta,  es  de  moderada  sensitividad,  pero  altamente 
específica.  Se  estima  que  mediante  su  uso  es  posible 
detectar  25  a 35  por  ciento  de  las  sangres  potencial- 
mente infecciosas  (2).  Existen  pruebas  más  sensitivas 
como  la  de  radioinmunoensayo  (RIA),  pero  su  uso 
no  se  ha  generalizado  debido  a su  mayor  costo  y difi- 
cultades técnicas  que  presentan.  La  determinación 
de  Antígeno  Australiano  (SHAA)  por  el  método  CEP 
toma  alrededor  de  2 a 3 horas  y requiere  no  tan  solo 
conocimiento  y habilidad  técnica  sino  también  ex- 
periencia en  su  interpretación. 

Aplicación  Clínica  del  Antígeno  Australiano 

Los  estados  de  Massachussets  y Nueva  York  fueron 
los  primeros  (enero  1971)  en  requerir  de  sus  bancos 
de  sangre  la  exclusión  de  toda  sangre  que  fuera  SHAA 
positiva.  En  agosto  del  mismo  año  la  Asociación 
Americana  de  Bancos  de  Sangre  (AABB)  estableció 
como  requisito  entre  sus  miembros  el  que  se  lleve 
a cabo  la  prueba  para  Antígeno  Australiano  en  todos 
los  donantes;  (2)  subsiguientemente,  el  “Food  and 


Jefe,  Sección  de  Hematología,  Hospital  del  Maestro,  Hato 
Rey,  Puerto  Rico. 


Drug  Administration'’  (FDA)  ha  incluido  este  requisi- 
to en  su  reglamento  para  bancos  de  sangre  (3).  En 
Puerto  Rico  se  estableció  este  requisito  como  anexo 
al  reglamento  de  bancos  de  sangre  del  Departamento 
de  Salud  medianle  decreto  del  Secretario  de  Salud  (4). 

Problemática  del  Antígeno  Australiano 

La  utilización  clínica  de  esta  prueba  se  generalizó 
a conciencia  de  sus  deficiencias: 

a)  La  prueba  por  el  método  CEP  detecta  alrededor 
de  25  a 35  por  ciento  de  las  sangres  potencial- 
mente infecciosas.  'I'ransfusión  con  sangre  SHAA 
positiva  resulta  en  hepatitis  en  alrededor  de 
40  por  ciento  de  los  casos  (1).  Esto  signiíica 

que  un  60  por  ciento  de  los  casos  de  transftisión 
de  sangre  SHAA  positiva  no  resulta  en  hepatitis. 
Se  desconoce  el  efecto  a largo  plazo,  sin  embargo, 
en  este  gnipo  de  recipientes. 

b)  Los  recipientes  de  sangre  SHAA  negativa  desarro- 
llan hepatitis,  pero  en  menor  proporción  que 
aquellos  que  reciben  sangre  positiva.  En  un  es- 
tudio llevado  a cabo  en  la  ciudad  de  Nueva  York, 
el  16  por  ciento  de  los  recipientes  de  sangre  nega- 
tiva desarrollaron  hepatitis  anictérica  y el  2 por 
ciento  hepatitis  ictérica  (1).  Sin  embargo,  desde 
el  punto  de  vista  médico-legal,  no  se  toma  esto 
en  consideración  y siendo  ya  un  requisito  tanto 
a nivel  local  como  federal,  se  exige  su  aplicación 
sin  excepciones.  Esto  pone  al  banco  de  sangre, 
al  hospital  y al  médico  en  la  difícil  situación  de 
tener  que  encarar  un  problema  médi(-o-legal  po- 
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tencial  en  cada  paciente  que  requiere,  de  emer- 
gencia, sangre  o algún  componente  cuando  no 
hay  el  tiempo  para  esperar  los  resultados  de  la 
prueba. 

Creemos  que  la  aplicación  clínica  de  la  determina- 
ción del  Antígeno  Australiano  está  más  que  jus- 
tificada ya  que  se  estima  que  al  eliminarse  la  san- 
gre SHAA  positiva  se  evitarán  anualmente  en 
Estados  Unidos  (por  ejemplo)  50,000  casos  de 
hepatitis  (5).  Aunque  al  presente  esto  no  sea 
práctico  ni  posible,  lo  ideal  es  que  los  bancos  de 
sangre  ofrezcan  este  servicio  24  horas  al  día. 
Igualmente  creemos  que  en  aquellos  casos  en  que 
se  requiere  como  medida  de  emergencia  una  trans- 
fusión de  sangre  fresca  o de  alguno  de  sus  compo- 
nentes en  forma  fresca  esta  se  debe  hacer  dis- 
ponible al  paciente  sin  tener  que  esperar  por  la 
determinación  del  SHAA. 

Recomendaciones  para  el  Uso  de  Sangre  Fresca 
o sus  Componentes 

En  un  esfuerzo  por  minimizar  los  casos  en  que  sea 
necesario  utilizar  sangre  o componentes  sin  previa 
detenninación  de  SHAA  sugerimos  al  médico  que  res- 
trinja el  uso  de  la  misma  a las  siguientes  situaciones: 


una  semana)  al  reemplazar  los  mismos  o utilizar 
plasma  fresco  congelado.  La  deficiencia  de  fibri- 
nógeno  se  trata  con  los  preparados  comerciales 
disponibles. 

3.  Deficiencia  de  Factores  de  Coagulación  por  En- 
fermedad Hepática  — Cuando  ocurre  hemorragia 
en  estos  casos,  se  recomienda  el  uso  de  células 
rojas  apiladas  y el  reemplazo  de  factores  a base 
de  plasma  fresco  o plasma  fresco  congelado. 
Los  preparados  comerciales  de  factores  II,  VII, 
IX  y X producen  una  alta  incidencia  de  hepatitis 
y su  uso  no  se  recomienda  al  presente. 

4.  Defíciencia  Sospechada  de  Factores  de  Coagula- 
ción — Ocasionalmente  se  encuentra  el  caso  del 
paciente  que  está  sangrando  y en  el  cual  se 
sospecha  una  deficiencia  de  factores  de  coagula- 
ción no  verificada  por  historial  previo.  En  estos 
casos  se  justifica  el  uso  de  sangre  fresca,  plasma 
fresco,  o plasma  fresco  congelado  mientras  se 
llevan  a cabo  los  estudios  para  definir  la  deficien- 
cia específica. 

5.  Transfusión  Masiva  — Aquellos  pacientes  que  por 
hemorragia  masiva  requieren  reemplazo  con  nu- 
merosas transfusiones,  deben  recibir  una  unidad 
de  sangre  fresca,  plasma  fresco  o plasma  fresco 
congelado  por  cada  3 o 4 unidades  de  sangre  de 
banco  que  reciban. 


A.  Problemas  de  Coagulación: 

1.  Hemofilia  — Será  responsabilidad  del  hospital 
disponible  preparados  comerciales  (plasma  anti- 
hemofílico,  concentrado  de  factor  VIH,  etc.)  o 
crioprecipitado.  No  hay  indicación  para  el  uso 
de  sangre  fresca  en  estos  casos.  Si  ha  ocurrido 
hemorragia  severa,  se  debe  reemplazar  con  células 
rojas  apiladas,  o si  hay  hipovolemia  con  sangre 
completa  mientras  se  reemplaza  factor  VIII  con 
un  preparado  comercial  o crioprecipitado. 

2.  Deficiencia  Congénita  de  Otros  Factores  — El 
único  factor  que  requiere  plasma  fresco  para  su 
reemplazo  es  el  factor  V.  En  estos icasos  se  puede 
utilizar  sangre  fresca,  plasma  fresco  o congelado. 
Todos  los  otros  factores  de  coagulación  están 
presentes  en  sangre  de  banco  (con  la  excepción 
de  plaquetas).  Desde  luego,  es  preferible  utilizar 
sangre  o plasma  lo  más  fresco  posible  (menos  de 


B.  Trombocitopenia: 

En  casos  de  hemorragia  por  trombocitopenia  se 
requiere  el  uso  de  concentrados  de  plaquetas  que  pue- 
den ser  preparados  a temperatura  de  salón  y durar  24 
y hasta  72  horas. 


C.  Leucopenia: 

En  casos  de  sepsis  que  ocurran  en  pacientes  leuco- 
pénicos  se  justifica  el  uso  de  concentrados  de  células 
blancas  que  también  deben  ser  preparados  y adminis- 
trados prontamente  después  de  ser  donada  la  sangre. 


(Nota:  El  uso  de  concentrados  de  células  blancas 
está  limitado  a aquellos  centros  que  cuentan  con  el 
equipo  especializado  necesario  para  este  procedimien- 
to — “Blood  Cell  Separator”). 


D.  Hemodiálisis: 

En  las  máquinas  modernas  de  hemodiálisis  no  se 
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requiere  el  uso  de  sangre. 

E.  Circulación  Extracorpórea: 

Usualmente  no  se  requiere  sangre  en  la  preparación 
de  la  bomba. 

F.  Exsanguíneo  Transfusión  en  Enfermedad  Hemolítica 
del  Recién  Nacido: 

No  se  requiere  sangre  fresca  usualmente. 

G.  Sugerencias  Generales: 

A.  Es  altamente  recomendable  que  los  bancos  de 
sangre  mantengan  un  abasto  de  plasma  fresco 
congelado.  Este  plasma  fresco  congelado  se  le 
puede  hacer  la  prueba  de  SHAA  y mantenerlo 
congelado  indefinidamente.  Puede  usarse  en  la 
mayoría  de  los  casos  en  que  se  requiere  sangre 
fresca  de  emergencia  y así  se  obviaría  la  necesi- 
dad de  esperar  por  una  prueba  de  SHAA  o el  peli- 
gro de  administrar  sangre  a la  cual  no  se  le  ha 
hecho  la  prueba. 

B.  En  aquellos  pacientes  en  que  se  pueda  preveer 
la  necesidad  de  sangre  fresca,  se  recomienda 
mantener  disponible  un  grupo  de  donantes  a los 
que  previamente  se  le  haya  practicado  la  pnieba 
de  SHAA. 

C.  Las  recomendaciones  para  la  mejor  utilización 
de  sangre  y sus  componentes  que  sometiéramos 
anteriormente  (7)  deben  ser  aplicadas  aun  con 
mayor  rigurosidad  cuando  se  trata  de  justificar 
el  uso  de  sangre  fresca  y sus  componentes. 


D.  En  tanto  tengamos  una  aclaración  por  parte 
del  F.  D.  A.  de  las  posibles  excepciones  a los 
reglamentos  vigentes  sobre  la  utilización  del  An- 
tígeno  Australiano,  sugerimos  que  al  usar  sangre 
fresca: 

1.  Se  obtenga  por  consulta  una  opinión  adicio- 
nal sobre  el  caso  y el  uso  de  sangre  fresca. 

2.  Se  explique  claramente  en  el  réconi  médico 
la  situación  de  emergencia  que  requiere  el 
uso  de  sangie  fresca. 

3.  Se  explique  claramente  y con  todos  los 
detalles  al  paciente  y/o  sus  familiares  más 
allegados  la  situación  de  emergencia  que 
exige  el  uso  de  sangre  fresca  sin  tener  el 
resultado  de  la  pnieba  de  Antígeno  Austra- 
liano y se  ponga  todo  esto  [lor  e.scrito  en  el 
récord  para  la  firma  del  médico,  el  paciente 
y/o  sus  familiares. 

Se  debe  administrar  una  translíisión  solamente 
cuando  la  condición  clínica  del  paciente  clara- 
mente lo  requiera,  cuando  los  beneficios  antici- 
pados son  mayores  (|ue  los  riesgos  potenciale.s, 
y cuando  el  componente  a ser  administrado 
es  tan  específico  como  sea  posibb’  para  la  defi- 
ciencia que  muestra  el  paciente. 

I.a  mayor  y más  grave  contraindicación  para  una 
translusiéin  i'S  la  ausencia  de  una  indicación. 


(References  will  be  submitted  upon  request  to  the  author) 
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^ ’ sporádicamente  vemos  surgir  nuevas  condiciones 
* que  se  definen  por  sus  caracteres  específicos. 
Esta  comunicación  informa  por  vez  primera,  y establece 
los  caracteres  específicos  de  una  condición  que  hemos 
denominado  displasia  céfalo-torácico-mélica.  Se  trata 
de  un  nuevo  síndrome  genético  con  posible  herencia 
autosómica  recesiva. 

Recientemente  Fujimoto  y colaboradores  (1)  infor- 
man en  la  revista  “Syndrome  Identification”  un  caso 
esporádico  de  una  niña  con  malformaciones  congénitas 
múltiples  no  encuadrable  en  ninguna  entidad  conocida. 
Durante  el  mes  de  octubre  de  1974  fuimos  consultados 
para  un  niño  varón  con  anomalías  muy  similares  a la 
paciente  de  Fujimoto.  Su  inclusión  en  la  revista 
nos  permitió  identificar  la  condición  y establecer  los 
caracteres  específicos  de  ella,  tras  evaluar  nuestro  caso 
índice  y un  tío  abuelo. 

Informe  del  Caso 

A.  V.  nació  en  octubre  de  1974  en  una  clínica  privada  de  la 
localidad,  presentando  anomab'as  congénitas  múltiples  que 
indujeron  a su  pediatra  a consultarnos.  Representa  el  primer 
hijo  de  una  madre  Pj  Ab  0 de  28  años  de  edad  y un  padre 


no  consanguíneo  de  30  años  de  edad.  El  parto  fue  por  cesárea 
debido  a inercia  uterina,  tras  una  gestación  a término,  com- 
pbcada  por  hiperémesis  gravídica  y crisis  de  asma  bronquial 
durante  el  primer  trimestre.  Debido  a ello,  la  madre  estuvo 
expuesta  a medicamentos  tales  como  adrenalina,  hidrocloruro 
de  diciclomina,  succinato  de  doxilamina  e hidrocloruro  de 
piridoxina. 

El  niño  presentó  un  peso  de  2,700  gramos,  una  longitud 
de  38  centímetros  si  se  miden  ios  puntos  de  alcance  máximo, 
o de  40  centímetros  si  se  coloca  la  cinta  pegada  al  cuerpo, 
una  circunferencia  craneana  de  33  centímetros  y una  circun- 
ferencia torácica  de  40  centímetros.  Su  puntuación  apgar 
al  minuto  fue  de  6. 

Al  examen  físico  (Fig.  1)  se  observó  una  posición  opisto- 
tónica  con  hiperex tensión  de  la  cabeza  y deformidades  en 
flexión  de  las  extremidades.  Destacan  en  él  diversas  caracterís- 
ticas cefábcas,  torácicas  y de  las  extremidades  que  nos  motiva- 
ron a nombrar  la  condición,  y que  se  detallan  en  la  Tabla  I. 

Radiológicamente  se  observó  fusión  vertebral  a distintos 
niveles  cervicales,  torácicos,  lumbares  y lumbosacro,  con  au- 
mento de  la  mineralización  en  algunas  vértebras  lumbares 

(Fig.  2). 

Estudios  cromosómicos  en  sangre  periférica  (sin  bandas), 
el  aminograma  plasmático  y los  mucopolisácaridos  en  orina 
fueron  normales. 

La  evaluación  de  la  familia  revela  que  no  hay  consangui- 
neidad  aparente  en  4 generaciones.  En  la  línea  materna  se 
sospecha  un  caso  similar  en  un  hermano  de  la  abuela  materna 
del  niño.  Este  señor  de  62  años  presenta  anomab'as  algo 
similares  constatadas  por  fotografías,  pero  no  por  examen 
físico  del  individuo.  En  él  se  da  la  salvedad  de  que  son  uni- 
laterales. Realiza  casi  todas  sus  actividades  en  una  silla  de 
ruedas  y nunca  contrajo  matrimonio. 


De  la  Sección  de  Endocrinología  Pediátrica  y Genética 
Médica,  Hospital  Dr.  R.  E.  Betances,  Centro  Médico  de 
Mayagüez,  Mayagilez,  Puerto  Rico  00708. 

Presentado  en  II  Congreso  Latinoamericano  de  Genética, 
I Congreso  Mexicano  de  Genética,  Centro  Médico  Nacional  del 
Instituto  Mexicano  de  Seguridad  Social,  Noviembre  ¡0-16, 
1974,  Ciudad  de  México. 


Discusión 

Para  poder  definir  una  condición  siempre  se  precisa 
más  de  un  caso,  ya  que  de  esta  forma  se  establecerán 
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TABLA  I 

DISPLASIA  CEFALO-TORACICO  MELICA 
Caracteres  Prominentes 


—occipucio  prominente 
—frente  en  declive 
—inclinación  palpebral 
mongoloide 

—puente  nasal  deprimido 
—piltro  alargado 
—boca  en  carpa 
— retromicrognatia 
—orejas  de  inserción  baja 
—helix  prominente 
—hemangioma  cutáneo  en 
frente  y cara 

— anomah'as  vertebrales 
(fusión) 


—cuello  corto  con  limitación 
de  movimiento 
—lordosis  severa 
—escoliosis  leve 

—extremidades  acortadas,  con  defectos  de  contractura 
en  flexión  en  codo,  muñeca  y rodilla 
— pterigium  cutáneo  en  codo  y rodilla 
—dedos  de  las  manos  alargados  y con  desviación 
cubital 

—hoyuelos  en  codo,  muñeca,  dorso  de  las  manos  y 
rodilla 

—talón  prominente 
—pié  equinovaro 
— artrogriposis 


con  más  certeza  las  características  específicas  de  la  en- 
fermedad. Al  evaluar  las  características  de  nuestros 
pacientes  y la  paciente  de  Fujimoto  encontramos  ca- 
racterísticas similares  localizadas  en  áreas  cefálicas, 
torácicas  y en  las  extremidades.  La  paciente  de 
Fujimoto  se  diferencia  tan  solo  en  que,  en  ella, 
las  anomalías  de  las  orejas  están  circunscritas  al  lado 
derecho,  que  presenta  paladar  blando  hendido,  con 
úvula  bífída,  y que  es  del  sexo  femenino.  Los  hallaz- 
gos encontrados  permiten  clasificar  esta  nueva  entidad 
como  “displasia  céfalo-torácico-mélica”;  cuyas  carac- 
terísticas más  importantes  se  enumeran  en  la  Tabla  1. 

El  hecho  de  que  se  observen  2 casos  en  una  familia 
sugiere  un  factor  hereditario.  En  nuestra  familia  se 
presentan  en  2 varones,  pero  el  caso  de  Fujimoto  es 
una  hembra,  lo  cual  tiende  a favorecer  una  herencia 
autosómica  recesiva.  Siempre  cabe  la  posibilidad  de 
que  se  trate  de  mutaciones  nuevas,  pero  esto  se  des- 
carta al  existir  dos  casos  en  una  misma  familia.  Al 
haber  sujetos  de  ambos  sexos  afectados  descartamos 


las  condiciones  ligadas  y limitadas  por  el  sexo;  la 
herencia  dominante  se  descarta  al  no  observarse  trans- 
misión directa  de  generación  en  la  familia  afectada. 
En  ninguno  de  los  progenitores  se  observan  hallazgos 
de  la  condición. 

Los  tres  pacientes  son  de  ascendencia  latinoamerica- 
na, siendo  el  de  Fujimoto  de  ascendencia  méxico- 
norteamericana  y los  nuestros  puertorriqueños. 

Los  medicamentos  tomados  por  la  madre  durante 
el  embarazo  podrían  tener  importancia  desde  el  punto 
de  vista  de  inductores  de  malformaciones  congénitas. 
En  ellos  no  se  ha  observado  efecto  teratogénico  expe- 
rimental alguno  (4-7),  salvo  en  el  caso  de  la  epinefrina 
(8-11).  Esta  última,  al  ser  inyectada  a fetos  de  conejos 
entre  los  18-22  días  de  gestación  produce  hemorragias, 
edema  y necrosis  de  las  extremidades  distales.  Efectos 
similares  se  han  observado  en  ratas  y pollos. 

El  pronóstico  “quo  ad  vitam”  podría  ser  bueno, 
al  igual  que  la  mentalidad,  por  lo  observado  en  el  caso 
del  tío  abuelo  del  paciente  informado.  Sin  embargo 
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Figura  1:  Obsérvese  las  características  faciales;  inserción 
baja  de  orejas  y helix  prominente;  deformidad  torácica  y de 
extremidades;  cuello  corto;  pterigium  en  codos  y rodillas. 


cabe  la  posibilidad  de  alguna  variabilidad  tanto  desde 
el  punto  de  vista  de  la  condición,  como  por  las  limita- 
ciones envueltas,  de  que  el  niño  pueda  afectarse  en  su 
desarrollo  psicosocial. 

Resumen 

Se  establecen  las  bases  de  una  nueva  entidad  conocida 
como  “displasia  céfalo-torácico-mélica”,  nuevo  síndrome 
de  anomalías  congénitas  múltiples,  caracterizado  funda- 
mentalmente por  caracteres  faciales  y cefálicos,  deformi- 
dad torácica  y de  extremidades  marcada,  destacando 
pterigium  en  codos  y rodillas. 

La  condición  ha  sido  observada  en  una  niña  de  ascen- 
dencia mexicana  y en  2 sujetos  varones  puertorriqueños, 
y parece  ser  hereditaria  con  herencia  probablemente  au- 


tosómica  recesiva. 

Summary 

A new  condition  characterized  by  cephalic  and  facial 
characteristics,  as  well  as  thoracic  and  extremities  defor- 
mities is  reported.  It  has  been  observed  in  2 portorrican 
males  and  in  1 mexican-american  female.  Outstanding 
features  are  facial  hemangioma,  peculiar  facies,  opisto- 
tonic  position  with  marked  deformity  of  chest,  cuta- 
neous pterigia  in  elbows  and  knees,  arthrogryposis, 
flexion  deformities  of  hands,  and  other  anomalies 
that  permit  us  to  name  the  condition  as  “cephalo- 
thoracico-melic  displasia”.  The  condition  appears  to 
be  hereditary  with  probable  autosomal  recessive  inhe- 
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Figura  2;  Obsérvese  fusión  vertebral  a diversos  niveles, 
lordosis  y escoliosis. 


y referido  al  niño  A.  V.,  y al  Departamento  de  Fotografía 
del  Centro  Médico  de  Mayagüez  por  la  iconografía. 
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FOUNDATION  FOR  MEDICAL  CARE  OF  P.  R. 
AND  PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION  (PSRO) 


Osvaldo  Lastra,  MD 


The  Social  Security  Amendments  Act  of  1972, 
P.  L.  92-603,  was  enacted  by  the  U.  S.  Congress 
in  October  1972,  which  Section  249-F  provides  for  the 
creation  of  Professional  Standards  Review  Organizations 
(PSRO).  The  PSROs  will  be  responsible  for  promoting 
“the  effective,  efficient  and  economic  delivery  of  health 
care  services  of  proper  quality”  for  those  programs 
under  which  healtli  care  services  are  paid  for  in  whole 
or  part,  with  Federal  funds  (Medicare,  Medicaid  and  the 
Maternal  and  Child  Health  Programs). 

The  review  of  services  provided  to  Medicare,  Medi- 
caid and  Maternal  and  Child  Health  beneficiaries  must 
assure  that  such  services  are  (1)  medically  necessary, 
(2)  meet  professional  standards,  and  (3)  are  provided 
in  the  most  economical  medically  appropriate  site  of 
treatment.  Initially,  the  PSRO  is  expected  to  establish 
a system  of  review  in  short-stay  general  hospitals  and 
develop  a phased  plan  for  review  in  long-tenn  care  set- 
tings such  as  mental  health  institutions,  tuberculosis 
hospitals,  skilled  nursing  facilities  and  intermediate 
care  facilities.  Once  the  PSRO  has  established  its 
capabilities  and  has  obtained  approval  by  the  Secretary 
it  may  also  extend  its  activities  to  review  ambulatory 
services. 

PSRO  — Purpose  and  Objectives 

The  purposes  of  a PSRO  are: 

(a)  Provide  a professional  standards  review  orga- 
nization and  mechanism  for  reviewing  the 
quantity,  quality  and  appropriateness  of  me- 
dical care,  and  the  utilization  of  medical  and 
hospital  facilities,  furnished  for  and  in  con- 
nection with  the  treatment  and  care  of  per- 
sons in  hospitals,  nursing  homes  and  other 


facilities  which  are  paid  for  by  public  funds, 
as  may  be  required  by  laws  and  regulations 
enacted  pursuant  thereto,  or  which  may  be 
provided  or  paid  for  by  other  medical  or 
hospital  plans  or  programs  which  the  PSRO 
may  agree  to  review. 

(b)  Compile  and  utilize  information  concerning 
such  review  to  encourage  and  promote  the 
improvement  of  medical  care  and  the  utiliza- 
tion of  health  care  services  and  facilities. 

The  objectives  with  which  a PSRO  should  be  con- 
cerned are: 

a)  Provide  for  a policy-making  process  which  is 
representative  of  and  responsive  to  the  ma- 
jority of  practicing  physicians. 

b)  Solicit  a meaningful  input  in  policy  decisions 
and  design  of  operational  procedures  by  hos- 
pitals, fiscal  intermediaries,  governmental  heal- 
th agencies,  and  representatives  of  the  public. 

c)  Provide  a mechanism  for  organizing  peer  re- 
view activities. 

d)  Provide  for  monitoring  of  operational  peer 
review  programs. 

e)  Provide  for  adequate  administrative  support 
either  direct  or  by  subcontract  to  conduct 
continued  research  and  development,  disse- 
minate information,  and  provide  managerial 
consultative  services  to  peer  review  units. 

There  are  three  stages  of  PSRO  development:  1) 
planning  organizations;  2)  conditional  PSROs;  and 
3)  operational  PSROs.  In  addition,  support  centers 
may  be'  established  in  states  with  five  or  more  PSRO 
area  designations  to  assist  in  PSRO  development.  Ini- 
tially, only  planning  and  conditional  PSROs  and  sup- 
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port  centers  will  be  functioning. 

Planning  PSRO  are  organizations  demonstrating  the 
potential  to  qualify  for  designation  as  a Conditional 
PSRO  and  with  the  financial  assistance  of  DHEW  will 
satisfy  the  organizational  and  formal  plan  requirements 
that  are  pre-requisites  for  conditional  designation. 

On  March  18,  1974  final  PSRO’s  areas  were  publi- 
shed in  The  Federal  Register  and  Puerto  Rico  was 
designated  as  a Single  Professional  Standards  Review 
Organization  area. 

Conditional  PSRO  are  organizations  qualified  to  as- 
sume PSRO  medical  care  review  responsibilities  on  a 
conditional  basis. 

On  June  28,  1974,  a contract  (Planning  Contract) 
was  signed  between  DHEW  and  the  Foundation  for 
Medical  Care  of  Puerto  Rico,  Inc. 

In  performance  of  this  Contract  the  Foundation 
was  required  to: 

a)  Develop  an  organizational  structure. 


b)  Enlist  members  and  develop  plans  for  continued 
physician  recruitment. 

c)  Develop  plans  for  collection  of  baseline  data 
and  other  data  required  by  DHEW. 

d)  Develop  plans  for  health  care  review  of  inpatient 
care  in  short-stay  hospitals,  and  a phased  plan 
for  review  in  long  term  care  settings. 

e)  Formulate  methodology  to  develop,  and/or  adopt, 
and/or  modify  criteria  and  standards;  and  for- 
mulate a methodology  to  select  nonns  for  use  in 
the  review  process. 

f)  Develop  plans  for  involvement  of  non-physicians 
health  care  professionals  in  the  planning  and  con- 
duct of  review  and  in  the  development  of  criteria 
and  selections  of  norms  of  care. 

g)  Develop  a plan  to  train  PSRO  personnel. 

h)  Develop  |)lans  for  integration  of  review  findings 
into  existing  programs  of  continuing  medical 
education. 

i)  Estimate  type,  level,  and  (juantity  of  resources 
outside  the  organization  necessary  for  perfor- 
mance of  PSRO  functions  under  conditional  de- 
signation. 

j)  Formulate  strategy  for  acquisition  of  the  projec- 
ted organizational  resources  (staff,  consultation, 
equipment,  span)  which  would  he  required  for 
performance  as  a conditionally  designated  PSRO. 

Proposal  Program  Operation 

Following  is  a brief  description  of  our  proposed  Pro- 
gram Operation; 

a)  Admission  Certification  Review 

Initially,  admission  review  will  be  performed  on  all 
elective  admis.sions  and  (unergency  admissions 
during  the  first  working  day  of  the  admission  to 
the  hospital.  Overtime,  as  the  PSRO  performs 
the  concurrent  admission  review  it  will  identify 
physicians,  diagnosis  (or  problems),  and/or  insti- 
tutions which  no  longer  require  admission  review. 
A program  coordinator,  a PSRO  or  delegated 
Hospital  review  employee,  according  to  the  cri- 
terias,  will  look  at  quality  as  well  as  the  necessity 
for  admission,  the  appropriateness  and  the  length 
of  stay.  A physician  advisor,  consultant  to  PSRO, 
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will  assist  the  program  coordinator  in  making  all 
decisions  requiring  professional  judgment.  The 
physician  advisor  may  deny  certification,  if  after 
reasonable  evaluation  of  the  information  submit- 
ted he  detennines  that  hospital  confinement  is 
not  medically  necessary.  The  hospital  and  phy- 
sician will  he  notified.  In  the  event  that  the 
physician  and  physician  advisor  are  not  in  com- 
plete agreement  as  to  the  medical  necessity  of  an 
admission,  a peer  review  committee  action  will 
resolve  the  issue. 

b)  Continue  Stay  Review 

Not  less  than  two  days  prior  to  the  initially 
certified  date  of  discharge  the  program  coordina- 


tor will  review  the  patient’s  chart,  for  the  purpose 
of  noting  whether  discharge  is  in  fact  being  or- 
dered as  planned,  or  whether  an  extension  of 
stay  is  required.  On  the  basis  of  criteria,  the 
coordinator  reaches  a decision  if  further  stay 
is  justified.  The  physician  advisor  will  review  all 
program  coordinator  questions  regarding  the  at- 
tending physician’s  reasons  for  extension  in  res- 
pect to  conformance  to  tlie  criteria  and  reaches 
a decision  to  whether  requested  extension  is  me- 
dically necessary.  The  hospital  and  attending 
physician  will  be  notified.  In  the  event  that  the 
attending  physician  and  tlie  physician  advisor 
are  not  in  complete  agreement  as  to  the  medical 
necessity  of  the  extension,  a peer  review  com- 
mittee action  will  again  resolve  the  issue. 

c)  Discharge  Planning  Review 

The  program  coordinator  will  identify,  as  soon 
after  admission,  those  patients  who  may  be  can- 
didates for  other  types  of  care  after  discharge 
from  the  discharge  planning  information  provided 
by  the  attending  physician.  One  working  day 
prior  to  the  planned  patient’s  date,  the  program 
coordinator  will  determine  if  the  information 
provided  by  the  attending  physician  conforms 
to  the  criteria  and  past-hospital  care,  or  if  other 
level  of  care  is  required.  The  program  coordina- 
tor will  make  recommendation  for  an  appropriate 
destination.  The  physician  advisor  will  review 
ail  program  coordinators’  questions  regarding  the 
discharge  planning  suggested  by  the  attending 
physician.  The  physician  advisor  will,  in  coope- 
ration with  the  attending  physician,  hospital  staff, 
patient,  and  patient’s  family,  make  recommenda- 
tions for  an  appropriate  discharge  destination. 

d)  Profile  Analysis 

A profile  is  a presentation  of  selected  information 
which  identifies  patterns  of  health  care  delivery 
during  a period  of  time.  The  presentation  takes 
the  fonn  of  statistical  reports.  Profiles  will  be 
developed  for  patient,  practitioner,  provider  and 
other  data,  in  a monthly  and  quarterly  profile 
of  the  previous  six  (6)  months.  Profiles  will 
assist  PSRO  hospital  review  committees  or  hos- 
pital delegated  review  committees  in  the  manage- 
ment of  review  activities  within  a hospital  for  the 
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purpose  of;  concurrent  review  activities  identi- 
fying topics  for  MCE  studies,  and  identifying 
areas  where  program  changes  are  necessary.  Fi- 
nally, it  will  assist  in  the  management  of  review 
activities  within  a PSRO  and  comparison  to  other 
PSRO  s,  comparison  of  hospital,  practitioner,  wi- 
thin the  area  or  similar  data  over  time,  monitoring 
of  delegated  review  activities  in  a hospital,  and 
assessment  of  the  impact  of  specific  PSRO  activi- 
ties. 

e)  Medical  Care  Evaluation  Studies  (MCE) 

PSRO  hospital  review  or  delegated  hospital  review 
are  required  to  complete  a number  of  MCE  stu- 
dies during  the  year.  The  review  committees  select 
area  of  practice  in  need  of  MCEs  through  the  use 
of  reviewer’s  reporting  mechanism  and  profiles. 
From  the  analysis  of  these  sources  of  information 
topics  for  MCE  studies  will  be  selected.  Norms, 
criteria  and  standards  will  be  prepared  for  each 
MCE  study,  and  approved  by  FMCPR  (Foundation 


for  Medical  Care  of  Puerto  Rico),  PSRO  program. 
Preliminary  analysis  of  the  topics  will  be  made 
to  find  deviations.  A more  in-depth  analysis 
should  be  made  to  determine  cause  and  effect 
of  the  deviation.  After  evaluation  has  been  made 
on  the  basis  of  the  established  standards  and 
criteria,  the  committee  will  determine  the  need 
for  corrective  aetion  by  means  of  continuing 
education,  recommendation  for  change  in  stan- 
dards and  criteria,  or  programs,  or  direct  inter- 
vention. A continuing  education  committee  will 
develop  the  educational  program  for  reaching 
those  objectives.  After  the  correetive  measures 
are  implemented,  a review  committee  will  eva- 
luate the  effectiveness  of  the  eorrective  program. 
The  final  step  is  to  communicate  its  findings 
to  all  PSRO  program  participants. 

Our  final  plan  comprising  this  proposed  program 
operation  was  submitted  to  DHEW  on  March,  1975 
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The  long-lenn  objective  oí  research  in  cancer  treat- 
men  I is  to  develop  the  means  to  cure  or  completely 
control  cancer  in  man.  More  specific  and  immediate 
objectives  lor  each  form  of  cancer  are  to  increase  the 
number  oí  patients  responding  to  treatment  and  to 
prolong  the  period  of  disease-free  remission. 

I bis  year,  an  estimated  665,000  new  cases  of  cancer 
will  he  diagnosed  and  565,000  Americans  will  die  of 
cancer.  Cancer  continues  to  he  the  second  leading  cause 
of  death  in  the  1).  S.,  and  unless  present  trendscan  he 
changed,  it  will  strike  one  in  four  people  alive  in  this 
country  today. 

Nevertheless,  there  has  been  a slow  hut  steady 
improvenient  in  the  outlook  for  long-term  survival 
and  even  cure.  Advances  in  cancer  prevention,  early 
detection,  diagnosis  and  treatment  have  nearly  doubled 
the  survival  of  cancer  patients  over  the  last  four  de- 
cades. Presently,  t)ne  out  of  every  three  persons 
with  cancer  is  alive  hut  not  necessarily  cured  five 
years  after  initial  treatment,  and  one  and  a half 
million  Americans  who  have  had  cancer  are  now  well. 

Modes  of  Cancer  Treatment 

In  general,  cancer  can  he  classified  into  two  major 
categories;  solid  tumors,  which  build  up  in  the  lungs, 
brain,  breast  and  other  major  organs,  and  so-called 
hematological  njalignancies,  which  arise  from  the  blood 
and  lymph  systems.  Solid  tumors  originate  in  specific 
tissue  or  organ  sites  and  may  thus  be  treatable  by 
modes  of  localized  therapy— if  diagnosed  early.  In 
many  instances,  eure  is  achieved  by  removing  the 
tumor  with  surgery  or  destroying  it  with  radiation. 

Hematological  malignancies  usually  are  spread  thro- 
ugh the  body  (disseminated  diseases)  at  the  time  of 
diagnosis.  In  disseminated  disease,  chemotherapy  with 
anticancer  drugs,  sometimes  in  combination  with  other 
treatment  methods,  offers  the  greatest  hope. 


Surgery  is  the  form  of  cancer  therapy  most  widely 
used  as  primary  treatment.  It  offers  patients  afflicted 
with  many  types  of  early  solid  tumors  better  chances 
for  a cure  than  any  other  mode  of  treatment.  Progress 
in  cancer  surgery  is  responsible  for  extending  survival 
for  five  years  (but  not  necessarily  achieving  cure) 
in  at  least  85  ¡tercent  of  patients  with  skin  cancers, 
in  about  60  percent  of  women  with  breast  cancer,  in 
about  40  percent  of  patients  with  cancer  of  the  colon, 
and  in  70  percent  of  women  witli  cancers  of  the  uterus. 
Surgical  removal  of  suspicious  nodules,  ulcerations  or 
other  types  of  abnonnal  tissue  that  may  predispose 
to  cancer  is  practiced  increasingly  to  prevent  cancer. 

Radiation  therapy  is  second  in  importance  to  surgery 
as  a means  of  controlling  a wide  range  of  early  solid 
tumors.  It  is  used  either  in  combination  with  surgery 
or  alone  if  surgery  is  not  possible,  as  in  cases  where 
cancer  cells  are  at  a site  inaccessible  to  surgical  removal. 
In  patients  whose  disease  is  detected  early,  radiotherapy 
is  successful  in  extending  survival  for  five  years  or  more 
in  at  least  90  percent  of  men  with  seminoma  of  the 
testis,  in  at  least  80  percent  of  children  with  retino- 
blastoma, in  about  75  percent  of  patients  with  early 
Hodgkin’s  disease,  and  in  about  50  percent  of  patients 
witli  squamous  cancer  of  the  cervix  or  cancer  of  the 
nasopharynx. 

Chemical  means  to  control  disseminated  forms  of 
cancer  have  already  proved  successful  in  reducing 
mortality  among  patients  with  a number  of  different 
fonns  of  the  disease.  At  least  50  chemical  compounds 
are  effective  clinically,  of  which  36  are  now  commer- 
cially available.  Dnigs  alone  can  control  significant 
numbers  of  patients  witli  choriocarcinoma  or  Burkitt’s 
lymphoma.  There  are  eight  other  cancers  (acute  lym- 
phocytic leukemia,  Hodgkin’s  disease,  lymphomas,  Ew- 
ing’s sarcoma,  Wilms’  tumor,  embryonal  rhabdomyosar- 
coma, testicular  tumors  and  retinoblastoma)  in  which 
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chemotherapy  can  bring  about  nonnal  life  expectancy 
in  a significant  number  of  patients.  The  percentage  of 
patients  achieving  normal  life  expectancy  ranges  from 
about  90  percent  in  Wilms’  tumor  to  about  15  percent 
in  advanced  testicular  cancer. 

Immunotherapy— stimulating  the  body’s  natural  me- 
chanisms for  biochemically  attacking  forei^  cells  and 
substances— theoretically  could  be  useful  in  combating 
both  localized  and  disseminated  cancer.  However, 
investigators  have  not  yet  discovered  the  optimal  pro- 
cedures or  techniques  to  help  the  body’s  immune 
defense  system  reject  cancerous  cells. 

In  principle,  many  types  of  cancer  cells  have  dis- 
tinctive protein  structures  on  their  membranes,  which 
the  immune  system  should  be  able  to  recognize  as 
foreign  and  thus  as  subjects  for  protective  action. 
Cancer  cells  are  apparently  protected  from  this  immune 
response,  however,  and  major  research  is  under  way 
to  identify  both  the  protective  mechanisms  and  the 
complex,  interacting  components  of  tlie  immune  sys- 
tem. 

Certain  active  agents  such  as  BCG  (which  stimulates 
immune  mechanisms)  and  neuraminidase  (which  makes 
treated  cells  more  likely  to  stimulate  an  immune 
response)  have  effected  tumor  regressions  in  laboratory 
animals.  Extensive  clinical  studies  are  under  way 
against  several  forms  of  human  cancer,  usually  combin- 
ing immunotherapy  with  one  or  more  other  modes  of 
treatment. 

Breast  Cancer 

The  NCI  Breast  Cancer  Task  Force  has  organized  a 
comprehensive  program  of  clinical  studies  of  breast 
cancer  therapy.  Encouraging  results  crew  reported 
during  the  past  year  from  studies  of  the  extent  of 
primary  surgery,  combination  chemotherapy  for  ad- 
vanced cancer,  and  early  introduction  of  chemotherapy 
after  initial  surgery  to  prevent  relapse.  The  findings 
illustrate  the  effective  combination  of  chemotherapy 
with  surgery  early  in  cancer  treatment,  and  point  the 
way  toward  a similar  approach  for  the  other  forms 
of  cancer  that  occur  most  frequently  in  the  American 
population. 

The  National  Surgical  Adjuvant  Breast  Project,  one 
of  the  NCI  cooperative  clinical  groups,  has  conducted 
a study  to  determine  the  optimal  primary  treatment 
for  breast  cancer.  The  study  has  involved  1,700 


patients  at  34  institutions.  Dr.  Bernard  Fisher  of  the 
University  of  Pittsburgh  is  chainnan  of  the  cooperative 
group  and  directed  the  study. 

For  patients  with  operable  disease  limited  to  the 
breast,  the  study  compared  radical  mastectomy  (surgical 
removal  of  the  breast,  underlying  chest  muscles,  and 
surrounding  lymph  nodes),  total  mastectomy  (removal 
of  the  breast  only),  and  total  mastectomy  plus  radio- 
therapy of  the  chest.  For  patients  whose  disease  had 
spread  beyond  the  breast  to  the  axillary  (armpit)  lymph 
nodes,  radical  mastectomy  was  compared  with  total 
mastectomy  combined  with  postoperative  radiotherapy. 

The  results  after  two  years  indicated  that  the  various 
options  yielded  essentially  equal  recurrence  rates  among 
patients  with  cancer  limited  to  the  breast.  Recurrence 
rates  after  two  years  were  equKalent  also  among 
patients  with  cancer  in  axillar)  nodes.  The  recurrence 
rate  for  the  latter  group  was  about  35  percent,  about 
twice  that  for  the  group  without  apparent  spread  of 
cancer  beyond  the  breast.  Several  more  years  of 
follow-up  will  be  necessary  before  definitive  conclu- 
sions can  be  drawn  on  the  relative  efficacy  of  the 
different  types  of  primary  treatment. 

A second  treatment  study,  aimed  at  metastatic 
disease,  has  investigated  the  early  use  of  chemother- 
apy in  women  found  at  surgery  to  have  -positive 
axillary'  nodes.  The  study  includes  more  than  250 
patients  at  37  hospitals.  The  data  after  two  years 
indicated  that  the  rate  of  cancer  recurrence  was  re- 
duced significantly  for  women  receiving  L-phenyla- 
lanine  mustard  (L-PAJVl),  an  oral  anticancer  drug.  The 
results  have  been  particularly  striking  in  premeno- 
pausal women:  cancer  recurred  after  2 years  in  1 
out  of  30  patients  receiving  L-PAM,  compared  with  11 
recurrences  among  37  patients  receiving  surgery  but 
no  drug.  For  postmenopausal  women,  the  recurrence 
rates  were  also  reduced  in  the  group  treated  with 
L-PAM,  but  not  as  markedly. 

Bone  Cancer 

Recently  reported  studies  of  bone  cancer  therapy 
offer  further  illustration  of  tlie  principle  of  using 
chemotherapy  with  primary  treatment  in  patients  ap- 
parently free  of  cancer  but  known  to  have  a high 
likelihood  of  recurrence.  Osteogenic  sarcoma,  one 
of  the  major  forms  of  bone  cancer,  occurs  predominant- 
ly in  children  and  young  adults.  In  the  usual  course  of 
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this  disease,  surgical  amputation  of  the  primary  tumor 
is  followed  within  6 months  in  more  than  50  percent 
of  the  patients  by  development  of  metastatic  canéer 
in  the  lungs.  After  detection  of  the  metastasis,  90  per- 
cent of  the  patients  die  within  a year.  Overall,  only  20 
percent  of  osteogenic  sarcoma  patients  are  alive  5 years 
after  initial  diagnosis. 

In  one  approach.  Dr.  Norman  Jaffe  of  the  Children’s 
Cancer  Research  Foundation,  Boston,  Massachusetts, 
and  coworkers  have  treated  patients  after  surgery  with 
massive  doses  of  methotrexate,  an  anticancer  drug, 
followed  a short  time  later  by  citrovorum  factor,  which 
protects  the  patients  against  toxic  side-effects  of  metho- 
trexate. A group  of  19  patients  has  been  observed  for 
1 to  22  months,  with  only  2 cases  of  recurrence  in  the 
lungs.  The  study  is  supported  by  a NCI  grant  and 
includes  investigators  at  the  Children’s  Hospital  Medi- 
cal Center  and  the  Harvard  Medical  School,  Boston. 
Dr.  Engracia  P.  Cortes  of  Long  Island  Jewish  Medical 
Center,  New  Hyde  Park,  New  York,  and  other  members 
of  Acute  Leukemia  Group  B,  a NCI  cooperative  clinical 
group,  have  reported  encouraging  preliminary  results 
with  another  drug,  Adriamycin.  All  13  patients  treated 
with  the  drug  at  planned,  intennittent  intervals  remained 
free  of  cancer  from  1 to  23  months  after  surgery,  with 
half  of  the  patients  under  observation  for  5 and  a half 
months.  Of  five  patients  who  withdrew  from  the  re- 
gimen by  taking  smaller  or  less  frequent  doses,  four  had 
recurrences  of  cancer. 

Other  groups  of  investigators  have  begun  to  combine 
high-dose  methotrexate  and  Adriamycin  with  other 
drugs.  From  past  experience,  some  patients  are  ex- 
pected to  develop  resistance  to  methotrexate.  Adria- 
mycin can  damage  the  heart  if  used  beyond  a known 
cumulative  dosage.  The  drugs  being  used  in  combina- 
tion include  cyclophosphamide,  a drug  with  a different 
mechanism  of  action,  and  vincristine,  which  may  en- 
hance the  uptake  of  methotrexate  by  cancer  cells. 
Early  reports  from  the  combination  studies  have  in- 
dicated a similar  lengthening  of  the  disease-free  period 
after  surgery. 

Ewing’s  sarcoma  is  the  other  major  form  of  bone 
cancer  in  young  patients.  Investigators  have  reported 
prolonged  prevention  of  recurrence  with  drug  com- 
binations started  after  initial  treatment  with  radiothera- 
py. The  survival  rate  among  patients  with  Ewing’s 
sarcoma  with  therapy  directed  only  at  the  primary 


tumor  has  been  a discouragingly  low  10  percent  at 
5 years,  regardless  of  whether  surgery  or  radiation 
was  employed.  Chemotherapy  started  after  recurrence 
has  been  of  limited  effectiveness. 

Dr.  Gerard  Rosen  and  colleagues  at  the  Memorial 
Sloan-Kettering  Cancer  Center,  New  York  City,  reported 
findings  from  a study  of  Ewing’s  sarcoma  treated  with 
primary  radiotherapy  followed  by  a four-drug  combina- 
tion of  cyclophosphamide,  vincristine,  Adriamycin  and 
actinomycin  D administered  for  24  months.  Thirteen 
of  14  patients  have  remained  free  of  disease,  for  times 
ranging  from  15  to  48  months  after  the  start  of  thera- 
py. By  comparison,  in  a group  of  18  patients  treated 
prior  to  1970  with  only  radiation  or  surgery  of  the 
primary  tumor,  all  but  one  of  the  patients  developed 
metastatic  disease— half  of  them  within  6 months. 
The  study  was  funded  in  part  by  NCI  grants. 

Combined  Treatment 

Combinations  of  anticancer  drugs,  often  in  further 
combination  with  other  modes  of  therapy,  have  been 
applied  with  increasing  effectiveness  against  several 
major  forms  of  cancer  in  recently  reported  studies. 
Cancers  of  the  digestive  organs  account  for  one-fourth 
of  new  cancer  cases  in  the  U.  S.  each  year  and  more 
than  one-fourth  of  cancer  deaths.  Only  a small  pro- 
portion of  patients  with  these  cancers  in  advanced 
stages  have  responded  even  briefly  to  treatment  with 
single  anticancer  drugs.  By  combining  several  of 
the  drugs  with  some  individual  activity,  however.  Dr. 
Charles  G.  Moertel  and  coworkers  at  the  Mayo  Clinic, 
Rochester,  Minnesota,  have  produced  responses  in  30 
to  50  percent  of  patients  with  advanced  cancer  origina- 
ting in  the  stomach,  pancreas  or  large  intestine.  Dr. 
Moertel  reported  preliminary  findings  of  slight  but 
significant  increases  in  survival  rates.  The  drugs  in- 
cluded 5-fluorouracil  and  members  of  the  nitrosourea 
group. 

Ovarian  cancer  is  the  fifth  leading  cause  of  cancer 
deaths  among  American  women.  In  patients  with 
advanced  ovarian  cancer,  a four-drug  combination  of 
cyclophosphamide,  hexamethylmelamine,  5-fluorouracil 
and  methotrexate  has  produced  an  overall  response 
rate  of  more  than  70  percent,  as  compared  with  a 45 

percent  response  with  a standard  single  agent,  L-PAM. 
Responses  with  the  four-drug  combination  included 
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a complete  disappearance  of  cancer  symptoms  in  some 
patients.  Similar  drug  combinations  may  be  used  in 
future  studies  as  part  of  tbe  initial  treatment  of 
patients  with  early  stages  of  ovarian  cancer,  because 
about  30  percent  of  patients  with  early  ovarian  cancer 
eventually  die  of  the  disease. 

Several  studies  are  exploring  combination  chemo- 
therapy for  lung  cancer.  In  one  type  of  lung  cancer, 
small  cell  carcinoma,  a response  rate  of  50  percent  and 
some  prolongation  of  survival  have  been  achieved 
with  a three-drug  combination  of  cyclophosphamide, 
methotrexate  and  CCNU  (l-(2-chloroethyl)-3-cyclohe- 
xyl- 1-nitrosourea).  Small  cell  carcinoma,  which  includes 
oat  cell  carcinoma,  constitutes  10  to  20  percent  of  lung 
cancer  cases  in  the  U.  S. 

Research  physicians  at  NCI  have  reported  the  first 
evidence  that  patients  with  various  types  of  advanced 
non-Hodgkin’s  lymphomas  can  he  rendered  free  of 
disease  for  up  to  seven  years  by  the  use  of  combina- 
tion chemotherapy  alone.  In  a group  of  80  patients 
treated  since  1965  with  one  of  three  basic  treatment 
programs,  36  (45  percent)  achieved  complete  responses. 
Twenty-five  percent  of  the  patients  have  had  disease- 
free  survivals  lasting  from  1 to  7 years  after  termina- 
tion of  6 months  of  combination  chemotherapy.  Thir- 
ty-seven percent  of  patients  with  diffuse  histiocytic 
lymphoma,  which  has  a clinical  reputation  of  being 
rapidly  fatal,  achieved  complete  responses  and  have 
not  had  a recurrence  of  disease  for  up  to  9 and  one- 
half  years. 

Wilms'  tumor,  a childhood  cancer  of  the  kidney, 
has  been  treated  effectively  with  a combination  of 
surgery,  radiotherapy  and  chemotherapy  in  a study 
conducted  by  the  National  Wilms’  Tumor  Study  Group, 
one  of  the  NCI  cooperative  clinical  groups.  Dr. 
Giulio  J.  D’Angio,  Memorial  Sloan-Kettering  Cancer 
Center,  New  York  City,  and  chairman  of  the  group, 
reported  a 2-year  survival  rate  of  about  80  percent 
in  196  patients  treated  with  surgery,  radiation  and 
2 anticancer  drugs:  actinomycin  D and  vincristine. 
In  early  stages  of  the  disease,  survival  rates  approached 
100  percent  at  2 years,  with  no  evidence  of  disease 
in  more  than  80  percent  of  the  patients. 

Investigators  at  the  University  of  Texas  System 
Cancer  Center,  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  Houston,  reported  encouraging  results  with 
advanced  malignant  melanoma  that  point  the  way 
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toward  use  of  immunotherapy  in  combination  with 
other  modes  of  cancer  therapy.  Malignant  melanoma 
is  a rare  but  generally  fatal  fonn  of  skin  cancer.  Dr. 
Jordan  U.  Gutterman  and  coworkers,  in  a NCI-funded 

study,  treated  melanoma  patients  with  DTIC,  an  anti- 
cancer drug,  and  BCG,  a bacterial  preparation  that 
stimulates  the  immune  defense  system.  DTIC  and 
BCG  produced  at  least  a partial  response  in  24  (27 
percent)  of  89  patients,  as  compared  to  responses 
in  16  (14  percent)  of  111  patients  treated  with  DTIC 
alone  in  a previous  study  at  the  Houston  center.  In  20 
patients  with  spread  of  the  disease  only  to  the  lymph 
nodes,  55  percent  responded  to  DTIC  and  BCG.  Only 
18  percent  responded  in  a group  of  17  patients  treated 
with  DTIC.  DTIC  and  BCG  also  improved  the  duration 
of  responses  and  survival. 

The  table  of  Clinical  Studies  in  Cancer  therapy  sum- 
marizes the  current  clinical  research  effort  directed  or 
funded  by  the  NCI  to  develop  better  means  of  treatment 
for  tlie  principal  forms  of  cancer.  More  than  20,000 
patients,  more  than  2,000  physicians,  and  more  than 
400  hospitals  and  other  institutions  are  participating 
in  these  studies. 

Two  anticancer  drugs,  Adriamycin  and  mitomycin  C, 
were  approved  by  the  Food  and  Drug  Administration  in 
1974  for  use  in  standard  medical  practice.  Three  other 
agents  were  approved  for  initial  studies  with  cancer 
patients.  More  than  51,000  materials  were  screened  by 
NCI  during  the  past  year  for  activity  against  experimen- 
tal animal  tumor  systems.  The  materials  included 
34,000  synthetic  compounds  and  17,000  natural  pro- 
ducts from  microorganisms,  plants  or  animals. 

Laboratory  Research 

Advances  in  basic  research  with  potential  for  impro- 
ved cancer  treatment  have  occurred  recently  in  several 
areas:  methods  for  monitoring  or  guiding  the  course  of 
treatment,  systems  for  predicting  the  effect  of  anticancer 
drugs,  and  association  of  viruses  with  human  cancers. 

Biochemical  markers— substances  that  correlate  with 
the  amount  of  tumor— may  provide  a valuable  means 
for  monitoring  the  response  of  patients  to  treatment. 
Ideally,  blood  or  urinary  levels  of  these  substances 
would  be  elevated  in  patients  with  otherwise  undetecta- 
ble cancer  cells,  and  these  levels  would  decrease  as  the 
patient  responds  to  therapy. 
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In  a recent  NCI  study  of  eight  biochemical  markers 
from  breast  cancer  patients,  three  were  found  to  be 
elevated  in  significant  numbers  of  patients.  These  were 
human  chorionic  gonadotropin  (HCG),  carcinoembryo- 
nic  antigen  (CEA),  and  a compound  called  N^N^-dime- 
thylguanosine.  Investigators  found  that  63  patients 


(97  percent)  in  a group  of  65  with  advanced  breast  can- 
cer had  abnormal  levels  of  at  least  one  of  the  markers. 
In  a group  of  15  postoperative  patients  with  positive 
nodes,  10  (67  percent)  had  elevated  levels.  Other  studies 
have  indicated  that  CEA  and  HCG  may  decrease  as  the 
patient  responds  to  therapy. 
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’ A number  of  scientists  are  studying  a test  that  may 
t aid  in  selecting  the  type  of  therapy  for  individual  pa- 
1,  tients  with  advanced  breast  cancer.  The  test  measures 
I the  presence  of  hormone  receptors  on  cancer  cells  and 
may  predict  whether  the  patient  will  respond  to  hor- 
mone therapy.  Patients  whose  cells  lack  the  receptors 
may  be  placed  on  other  therapies  without  delay. 

Cancer  cells  removed  at  surgery  are  assayed  in  the 
I laboratory  for  their  ability  to  bind  the  hormone 
estrogen.  In  results  from  several  studies,  approximate- 
ly 50  percent  of  biopsies  of  breast  cancer  have  been 
found  to  contain  the  receptors.  Fifty-two  percent 
of  patients  with  a positive  hormone  receptor  test 
responded  to  honnone  therapy,  compared  to  respon- 
ses in  only  4 percent  of  patients  who  had  a negative 
test. 

The  search  continues  for  animal  models— experimen- 
tal animals  harboring  tumors— that  will  predict  more 
accurately  the  activity  of  new  anticancer  drugs  in  man. 
Because  animal  tumors  differ  in  basic  biologic  proper- 
ties from  human  cancers,  the  animal  systems  often 
give  erroneojis  impressions  of  drug  activity.  Thus, 
drugs  that  show  activity  in  preliminary  screens  can 
fail  when  tested  in  clinical  trails  with  cancer  patients. 
In  NCI-sponsored  research  at  the  Royal  Marsden  Hos- 
pital, Surrey,  England,  scientists  have  induced  tumors 
with  human  cancer  cells  in  mice.  Because  the  mice 
have  been  made  imrnunologically  deficient  by  removal 
of  the  thymus  gland,  the  human  cancer  cells  grow 
almost  like  an  organ  transplant.  Preliminary  results 
with  this  new  animal  model  indicated  that  it  is  more 
accurate  than  other  mouse  tumors  as  a barometer 
of  drug  activity  against  human  cancers. 

Experimental  animal  models  are  also  useful  for 
determining  drug  scheduling— the  times  at  which  anti- 
cancer drugs  should  be  given.  Animal  tumors  have  an 
advantage  over  test  tube  systems  in  that  the  effect 
of  the  drug  on  both  normal  and  tumor  cells  can  be 
determined  simultaneously.  In  an  animal  model  stu- 
died recently  at  the  NCI,  cells  of  Leukemia  1210 
are  grown  in  the  abdominal  cavity  of  a mouse.  Most 
anticancer  agents  act  by  interfering  with  DNA  (deo- 
xyribonucleic acid,  the  hereditary  material  of  cells) 
synthesis,  a critical  stage  in  the  division  of  a cell. 
In  the  mouse  system,  DNA  synthesis  and  its  inhibi- 
tion by  anticancer  drugs  is  measured  by  following 
the  incorporation  of  a radioactive  component  into 


DNA. 

NCI  scientists  have  shown  that  DNA  synthesis  in 
cancer  cells  as  well  as  actively  dividing  normal  cells 
(bone  marrow  and  stomach  lining)  is  inhibited  to  the 
same  extent  by  certain  anticancer  drugs.  However, 
the  normal  cells  recover  and  resume  synthesis  of  DNA 
before  the  cancer  cells.  This  delay  in  cancer  cell  reco- 
very can  be  used  to  schedule  a second  drug  dose.  The 
second  dose  can  be  given  at  a time  when  the  cancer  cells 
are  synthesizing  DNA  and  the  nonnal  cells  are  in  a rest- 
ing stage  of  the  cell  cycle  where  the  anticancer  agent 
is  not  effective.  In  tliis  way  the  drug  can  be  used  to 
achieve  maximal  destruction  of  tumor  cells  with  mini- 
mal toxicity  (destruction  of  nonnal  cells). 

Viruses  with  cores  of  ribonucleic  acid  (RNA)  are 
known  to  cause  cancer  in  a variety  of  animals  including 
monkeys.  Sophisticated  techni(]ues  for  detecting  RN.A 
viruses  or  their  components  have  been  used  to  probe 
human  cancer  cells.  .Much  of  this  work  has  been  done 
with  human  leukemias,  lymphomas  and  sarcomas,  be- 
cause many  viruses  that  cause  these  cancers  in  animals 
have  been  isolated. 

Identification  of  a virus  or  its  components  in  con- 
sistent association  with  any  form  of  human  cancer 
would  open  the  way  for  new  therapeutic  approaches. 
Cancer  cells  might  be  destroyed  by  stimulating  the 
body’s  immune  system  to  attack  viral  components 
on  cell  surfaces.  If  a virus  is  essential  for  the  develop- 
ment of  cancer,  new  anticancer  agents  might  be  found 
that  block  the  action  of  the  vims  or  its  components. 

During  the  past  few  years,  a team  of  NCI  scientists 
has  concentrated  on  one  type  of  human  leukemia 
that  primarily  affects  adults— acute  myelogenous  leu- 
kemia (A.ML).  Dr.  Robert  C.  Gallo  and  coworkers 
have  succeeded  in  detecting  and  isolating  a RN.A 
vims  from  leukemic  cells  of  a patient  with  AML. 
These  cells  were  grown  in  a laboratory  tissue  culture 
system  they  developed.  Extensive  studies  comparing 
the  components  of  this  vims  with  components  pre- 
viously isolated  from  fresh  leukemia  cells  indicated 
tliat  the  vims  is  indeed  of  human  origin  and  not  an 
animal  vims  contaminant. 

One  component  is  the  viral  RNA,  which  fonns 
the  hereditary  infonnation  of  the  vims.  The  other 
component  is  an  enzyme,  reverse  transcriptase,  which 
may  enable  the  vims  to  alter  cellular  DNA.  The 
components  from  human  leukemic  cells  were  not 
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found  in  normal  cells  and  are  closely  related  to  com- 
ponents of  a RNA  virus  that  causes  myelogenous 
leukemia  in  the  gibbon  ape,  a close  evolutionary 
relative  of  man. 

The  isolation  of  this  “candidate”  human  leukemia 
virus  will  be  important  in  redirecting  research  efforts 


for  treatment.  Attempts  to  treat  AML  with  the 
available  modalities— radiotherapy  or  chemotherapy- 
have  been  generally  ineffective.  Antibodies  or  drugs 
directed  against  the  virus  and  its  components  may  offer 
new  alternatives  to  conventional  treatment. 


PAM  RELIEF 
FOR  THE  MAJORITY 


N0.4~(or  pain  intensity  bdow  ttie  need  ior  injectables 


As  a rtile,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  antitussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus  for  all  patients  who 
require  potent  analgesia.  ^ 

N0.3~loralniostallotlier  kinds  oí  lesser  pain  ^ 


Burroughs  Wellcome  Co. 


Most  Other  kinds  of  lesser  pain  respond  to  Empirin  Comppund 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose" 
analgesic  — not  too  little,  not 
too  much.  Just  right  for 
out-patients  ip  the^i 


f Wherever  it  hurts 

PIRIN  COMPOUND  c CODEI 


No.3, codeine phosphate*(32. 4 mg) gry2  ■ No.4,  codeine  phosphate*(64.8mg)grl 


Each  tablet  also  contains  aspirin  gr  3V2,  phenacetin  gr  2V2,  caffeine  gr  V2 


Warning  — may  be  habit-forming. 


Ascríptíri 

9 1/ revolt-» 

with  Codeine 


No.  2 — /4 Grain  Codeine  Tablets 
No.  S — Vz  Grain  Codeine  Tablets 


for  the  relief  of  severe  pain. . . 
with  the  protection  of  Maalox® 


355  ml. 


NDC  0067  033073 


Available  in  two  dosage  strengths: 

No.  2 — 14  grain  (16.2  mg.) 

Codeine  Phosphate 
No.  3—1/2  grain  (32.4  mg.) 

Codeine  Phosphate 

- . . both  with  five  grains  of 
Maalox-protected  aspirin. 

Ascriptin,®  an  excellent  analgesic, 
antipyretic,  and  anti-inflammatory 
combined  with  codeine  to  give 
effective  relief  from  severe  pain  with 
minimal  aspirin-induced  gastric 
distress. 

indication:  As  an  analgesic  for  the  relief  of  pain  of 
all  degrees  of  severity  up  to  that  which  requires 
morphine. 

Side  Effects:  Side  effects  are  rare.  Nausea,  constipa- 
tion and  drowsiness  may  occur. 

Warning  — may  be  habit  forming. 

Usual  Aduh  Dose:  Ascriptin  with  Codeine  No.  2 
(14  grain):  Two  tablets  every  3 or4  hrs.  when 
necessary 

Ascriptin  with  Codeine  No.  3(  grain);  One  or 
two  tablets  every  3 or  4 hrs.  when  necessary. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 
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When  a patient  comes  to  you  with  a 
sore  throat,  you  often  prescribe  antibiotics. 
But  why  not  give  him  something  for  the  pain 
as  well— Chloraseptic.  M 

As  you  know,  sore  throat  pain  can  H 
be  annoying  because  of  the  many  nerve  H 
endings  in  the  throat.  And  Chloraseptic  H 
provides  efficient  topical  anesthetic/  i 
analgesic  action  which  numbs  nerve  end- 1 ts 
ings  at  the  site  of  the  pain— to  relieve  pain  \ 
almost  immediately.  ! ^ 


With-his  pain  alleviated,  the  patient  can  rest 
more  comfortably  and  wait  for  the  antibiotic's 
long-term  benefits  to  take  effect. 

Available  as  Liquid,  Aerosol  Spray  or  Lozenges. 

m CHIDRASEPTIC 

EATON  laboratories/ Norwich  International 
^ 410  Park  Avenue,  New  York,  N.Y.  U.S.A. 
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SEPIRA 

Each  tablet  contains: 


80  mg  trimethoprim  an(l400mgsulfamethoxazole 

For  chronic  urinary  tract  infections  in  the  broad  sense 


persistent  relapsing  or  reinfecting 
cystitis,  pyelitis,  pyelonephritis  due  to 
susceptible  organisms 

• sequentially  blocks  two  bacterial 
enzymes— both  vital  for  the  survival  of 
most  bacteria 

• shown  superior  both  in  vitro  and 


INDICATIONS;  For  the  treatment  of  chronic  urinary  tract  infec- 
tions evidenced  by  persistent  bacteriuria  (symptomatic  or 
asymptomatic),  frequently  recurrent  infections  (relapse  or  rein- 
fection), or  infections  associated  with  urinary  tract  complica- 
tions such  as  obstruction. 

Primarily  for  use  in  cystitis,  pyelonephritis  or  pyelitis  due  to 
susceptible  strains  of  the  following  organisms;  Escherichia  coli, 
Klebsiella-Enterobacter,  Proteus  mirabiUs,  Proteus  vulgaris, 
Proteus  morgana. 

NOTE:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents, 
especially  in  the  treatment  of  these  urinary  tract  infections 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register  37:20527-29,  1972;  Bauer  AW,  Kirby  WMM, 
Sherris  JC,  and  Turck  M:  Antibiotic  susceptibility  testing  by  a 
standardized  single  disk  method.  Am  J Clin  Pathol  45:493, 1966) 
may  be  used  for  estimating  the  susceptibility  of  bacteria  to 
Septra  With  this  procedure,  a report  from  the  laboratory  of 
Susceptible  to  trimethoprim-sulfamethoxazole'  indicates  that 
the  infection  is  likely  to  respond  to  therapy  with  Septra.  If  the 
infection  is  confined  to  the  urine,  a report  of  Intermediate 
susceptibility  to  trimethoprim-sulfamethoxazole  also  indicates 
that  the  infection  is  likely  to  respond.  A report  of  Resistant  to 
trimethoprim-sulfamethoxazole  " indicates  that  the  infection  is 
unlikely  to  respond  to  therapy  with  Septra. 

CONTRAINDICATIONS;  Hypersensitivity  to  trimethoprim  or 
sulfonamides.  Pregnancy  and  during  the  nursing  period.  (Be- 
fore prescribing,  please  consult  package  insert.) 

WARNINGS;  Deaths  associated  with  the  administration  of  sul- 
fonamides have  been  reported  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias. 
Experience  with  trimethoprim  alone  is  much  more  limited,  but  it 
has  been  reported  to  interfere  with  hematopoiesis  in  occasional 
patients  In  elderly  patients  concurrently  receiving  certain 
diuretics,  primarily  thiazides,  an  increased  incidence  of  throm- 
bopenia  with  purpura  has  been  reported 

The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood 
disorders.  Complete  blood  counts  should  be  done  frequently  in 
patients  receiving  Septra  If  a significant  reduction  in  the  count 
of  any  formed  blood  element  is  noted.  Septra  should  be 
discontinued 

At  the  present  time  there  is  insufficient  clinical  information  on 
the  use  of  Septra  in  infants  and  children  under  1 2 years  of  age  to 
recommend  its  use. 

PRECAUTIONS;  Septra  should  be  given  with  caution  to  pa- 
tients with  impaired  renal  or  hepatic  function,  to  those  with 
possible  folate  deficiency  and  to  those  with  severe  allergy  or 
bronchial  asthma  In  glucose-6-phosphate  dehydrogenase- 
deficient  individuals,  hemolysis  may  occur  This  reaction  is 
frequently  dose-related.  Adequate  fluid  intake  must  be  main- 
tained in  order  to  prevent  crystalluria  and  stone  formation. 
Urinalyses  with  careful  microscopic  examination  and  renal 
function  tests  should  be  performed  during  therapy,  particularly 
for  thoáe  patients  with  impaired  renal  function 


clinically  to  sulfamethoxazole  alone^ 
double  blockade  of  bacterial  metabolism 
discourages  development  of  resistance 
rapid,  high  levels  attained  in  both  blood 
and  urine 

convenient  dosage:  2 tablets  b.i.d.  for 
10-14  days 


ADVERSE  REACTIONS;  For  completeness,  all  major  reactions 
to  sulfonamides  and  to  trimethoprim  are  included  below  even 
though  they  may  not  have  been  reported  with  Septra. 

Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia,  megalo- 
blastic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia, 
purpura,  hypoprothrombinemia  and  methemoglobinemia. 

Allergic  Reactions:  Erythema  multiforme,  Stevens-Johnson 
syndrome,  generalized  skin  eruptions,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
phylactoid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis 

Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  Reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness 

Miscellaneous  Reactions:  Drug  fever,  chills,  and  toxic 
nephrosis  with  oliguria  and  anuria  Periarteritis  nodosa  and  L E 
phenomenon  have  occurred 

The  sulfonamides  bear  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral 
hypoglycemic  agents.  Goiter  production,  diuresis  and  hypo- 
glycemia have  occurred  rarely  in  patients  receiving  sulfona- 
mides. Cross-sensitivity  may  exist  with  these  agents.  Rats 
appear  to  be  especially  susceptible  to  the  goitrogenic  effects  of 
sulfonamides,  and  long-term  administration  has  produced 
thyroid  malignancies  in  the  species. 

DOSAGE  AND  ADMINISTRATION;  Not  recommended  for  use 
in  children  under  12  years  of  age. 

The  usual  adult  dosage  is  2 tablets  every  12  hours  for  10  to  14 
days 

For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

usual  standard  Regimen'  ^ 

15-30 

2 Tablets  Every  24  Hours 

Below  15 

Use  Not  Recommended 

HOW  SUPPLIED:  Tablets,  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole— bottles  of  40,  100  and  500  tablets 
and  strip  packages  of  100  tablets,  each  tablet  individually 
packed 

References:  1.  Acar  JF,  Goldstein  F.  Chabbert  YA:  J Infect  Dis 
(SuppI)  728:  470,1973  2.  Bushby  SRM:  3 /rrfect  Dis  (SuppI)  728; 
442,1973  3.  Data  on  file  in  the  Medical  Department.  Burroughs 
Wellcome  Co. 

/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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FROM  THE  INTERSTATE  POSTGRADUATE  MEDICAL  AS- 
SOCIATION OF  NORTH  AMERICA 

The  60th  Annual  International  Scientific  Assembly  of 
Interstate  Postgraduate  Medical  Association  will  be  held  at 
the  New  Orleans  Marriott  Hotel,  November  3-6.  This  pro- 
gram, primarily  designed  for  Primary  Physicians  practicing 
in  the  U.  S.  and  Canada,  has  been  planned  cooperatively 
with  the  Louisiana  Academy  of  Family  Practice,  and  provides 
20  hours  of  prescribed  credit  for  members  of  the  American 
Academy  of  Family  Physicians  and  the  College  of  Family 
Physicians  of  Canada  who  attend.  A similar  number  of  hours 
of  credit  toward  the  AMA  Physician’s  Recognition  Award  is 
provided  through  attendance. 

The  program  will  consist  of  lectures,  informal  group  dis- 
cussions, “live”  closed-circuit  TV  and  medical  movies  on  a 
variety  of  topics,  with  major  emphasis  in  pediatrics,  internal 
medicine,  obstetrics  and  gynecology  and  psychiatry.  Guest 
lecturers  include  Drs.  Edward  A.  Banner  and  James  C.  Hunt, 
Mayo  Clinic,  Rochester,  Minnesota;  Sidney  B.  Effer,  Hamilton, 
Ontario,  Canada;  Ward  0.  Griffen,  Lexington,  Kentucky;  Mal- 
colm A.  McCannel,  Minneapolis,  Minnesota;  Albert  1.  Mende- 
loff,  Baltimore,  Maryland;  John  M.  Optiz,  Madison,  Wisconsin; 
Thomas  Joe  Reeves,  Beaumont,  Texas;  and  Robert  E.  Switzer, 
Menninger  Clinic,  Topeka,  Kansas.  In  addition  20  M.  D.’s 
from  New  Orleans  will  assist  with  the  instruction. 

The  Assembly  is  open  to  any  licensed  M.D.  in  the  U.  S. 
and  Canada  at  a fee  of  $40  in  advance  or  $60  at  the  meeting. 
Those  interested  in  full  details  of  the  meeting  and  hotel  forms 
should  write  Dr.  Alton  Ochsner,  Program  Chairman,  Interstate 
Postgraduate  Medical  Association,  P.  0.  Box  1109,  Madison, 
Wisconsin,  53701. 


HEW  NEWS: 

HEW  Secretary  Caspar  W.  Weinberger  announced  that  social 
security  benefits  and  supplemental  security  income  payments 
will  increase  automatically  by  8,0  percent  beginning  with  tlie 
checks  beneficiaries  receive  in  July. 


Under  the  law,  social  security  and  SSI  checks  increase 
automatically  when  the  Consumer  Price  Index  rises  by  3 
percent  or  more  over  specified  measuring  periods. 

“A  comparison  of  the  average  montlily  CPI  in  the  second 
quarter  of  1974  to  tliat  of  the  first  quarter  of  1975,  which 
is  the  measuring  period  for  the  1975  benefit  increase,  sliows 
an  8.0  percent  increase  in  tlie  CPI.  This  increase  requires  an 
automatic  8.0  percent  in  social  security  and  SSI  payments,” 
the  Secretary  said. 

Secretary  Weinberger  noted  that  the  President’s  budget 
for  fiscal  1976  proposed  a 5 percent  limit  on  increases  in 
social  security  benefits,  SSI  payments  and  other  Federal 
benefit  programs. 

“Congress  has  failed  to  act  on  tliat  proposal  with  the 
result  that  we  will  be  making  a substantial  addition  to  the 
already  large  Federal  budget  deficit,”  the  Secretary  said. 
“I  fear  this  will  add  additional  inflationary  pressures  to 
the  economy,  and  inflation  unfortunately  hurts  people  of 
low  income  more  than  any  other  group.” 

The  Secretary  said  the  fiscal  1976  cost  of  a 5 percent 
increase  would  have  been  $3.5  billion,  compared  to  $5.7 
billion  for  an  8.0  percent  increase. 

The  increase  in  social  security  benefits  will  take  effect 
for  the  month  of  June  and  will  be  reflected  in  tlie  checks  the 
31.3  milbon  beneficiaries  receive  July  3.  The  SSI  increase 
takes  effect  in  July  and  is  payable  to  the  4 million  recipients 
beginning  witli  the  July  1 SSI  check. 

The  Secretary  said  that  SSI  recipients  who  live  in  States 
that  pay  a State  supplement  as  part  of  the  Federal  SSI  checks 
will  get  a higher  SSI  check  only  if  the  State  acts  to  pass  along 
the  higlier  Federal  payment. 


MEMORANDUM  EXPLICATIVO  - CURSO  DE  ACTUALIZA- 
CION MEDICA 

Reorganización  de  la  División: 

El  Departamento  de  Salud,  como  parte  de  las  medidas  que 
tuvo  que  adoptar  en  su  programa  de  austeridad,  canceló  el 
contrato  que  tenía  con  la  Escuela  de  Medicina  para  ayudar  a 
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sostener  el  Curso  de  Actualización  Médica.  Ante  esta  situación, 
la  Escuela  de  Medieina  ha  llevado  a cabo  una  reorganización 
de  su  División  de  Educación  Médica  Continuada  con  el  propó- 
sito de  establecer  una  estructura  más  permanente  y disminuir 
los  costos.  Se  eliminaron  puestos,  se  han  acortado  los  gastos 
proyectados  y se  planea  trabajar  a base  del  menor  costo  posible. 
Dicba  División  seguirá  siendo  dirigida  por  el  Dr.  Egidio  S. 
Colón  Rivera,  quien  estará  trabajando  a medio  tiempo;  contará 
con  la  ayuda  del  Sr.  Donald  Keillor  como  Ayudante  Especial 
y con  la  Srta.  Adelaida  Coffie  como  secretaria  y a cargo  de  la 
oficina.  Todos  ellos  conscientes  de  que  para  llevar  a cabo  esta 
labor,  tendrán  que  trabajar  a un  máximo. 

También  la  Escuela  de  Medicina  decidió  que  dicho  curso 
debe  ayudar  a pagarse  sus  gastos  y para  lograr  dicho  propósito 
se  tomó  la  decisión  de  que  se  cobrará  una  matrícula  de  mil 
dólares  ($1,000.00)  por  el  curso  completo.  Para  aquellas 
personas  que  solo  desean  tomar  la  mitad  o alguna  asignatura 
en  especial  se  cobrará  la  parte  correspondiente  de  dicha  matrí- 
cula. Por  supuesto  esto  está  basado  en  que  haya  un  mínimo 
de  personas  matriculadas,  que  hasta  ahora  se  han  calculado 
entre  quince  (15)  y veinte  (20)  personas.  Este  mínimo  es  ab- 
solutamente necesario  ya  que  los  fondos  se  utilizarían  para 
pagar  la  Facultad  de  dicho  curso  y costear  los  otros  gastos 
envueltos  en  ofrecer  dicho  curso. 

Nuevo  Curso: 

El  curso  se  ha  estructurado  para  que  llene  mejor  las  nece- 
sidades actuales  del  mismo.  Dicha  reestructuración  se  ha  hecho 
siguiendo  el  patrón  del  examen  del  Tribunal  Examinador  de 
Médicos  de  Puerto  Rico  y del  Tribunal  Nacional  de  Exa- 
minadores Médicos  de  Estados  Unidos.  (National  Board  of 
Medical  Examiners  of  the  United  States  of  America).  El 
contenido  de  dicho  curso  estará  basado  en  el  contenido  que  se 

cubre  actualmente  en  los  exámenes  nacionales  y el  examen 
de  reváüda  de  Puerto  Rico. 

Se  dedicarán  aproximadamente  dos  meses  y medio  a las 
Ciencias  Básicas  y dos  meses  y medio  a las  Ciencias  Cb'nicas 
lo  cual  preparará  la  persona  para  la  parte  una  y dos  del 
examen  de  reválida.  Además  tendrá  dos  semanas  adicionales 
de  Experiencias  Clínicas  que  le  ayudarán  para  la  parte  tres  de 
la  reváüda  y otras  dos  semanas  adicionales  que  se  dedicarán 
a la  Autoeducación  Supervisada  para  ayudarles  a desarrollar 
el  hábito  y enseñarles  la  manera  más  eficiente  de  seguir 
estudiando  eUos  mismos  durante  toda  su  vida  profesional. 

Esperamos  que  con  el  cambio  anterior  podamos  llevar 
a cabo  los  siguientes  propósitos; 

1.  Darle  oportunidad  al  médico  de  poder  cumplir  con  el 
requisito  que  establece  la  Ley  22  (según  enmendada) 
de  que  “Los  candidatos  a examen,  solo  tendrán  cinco 
oportunidades  para  tomar  dicho  examen;  requiriéndosele 
que  demuestre  haber  recibido  entrenamiento  adicional 
de  seis  (6  meses)  por  lo  menos......  para  que  el  Tribunal 

les  brinde  oportunidades  adicionales  para  tomarlo”. 

2.  Al  estar  diseñado  siguiendo  el  patrón  del  examen  de 
reváüda  de  Puerto  Rico,  los  prepara  mejor  para  que 


puedan  aprobar  dicho  examen  y les  ayudará  a eumpür 
con  el  requisito  que  establece  la  Ley  22  (según  en- 
mendada) de  que  para  poder  obtener  una  ücencia 
provisional  para  hacer  un  internado  o residencia,  el 
candidato  haya  “aprobado  aqueUa  parte  del  examen  de 
reváüda  que  el  Tribunal  tenga  a bien  exigir.”  Ya  el 
Tribunal  decidió  exigir  el  haber  aprobado  la  primera 
parte  del  examen  de  reváüda.  Este  curso  ayudaría  a pre- 
pararse mejor  a los  que  van  a tomar  dicho  examen  por 
primera  vez  o a los  que  hayan  fracasado  anteriormente. 

3.  El  estar  diseñado  siguiendo  el  patrón  de  los  exámenes 
nacionales  los  prepara  mejor  para  aprobar  dichos  exá- 
menes. Esto  incluye  no  solamente  los  “National  Boards” 
sino  también  el  “FLEX”  y el  “ECFMG”.  El  que  ayude 
a prepararse  para  el  examen  del  “National  Board”  es  es- 
pecialmente importante  para  los  puertorriqueños  que 
estudian  actualmente  en  Escuelas  de  Medieina  en  el 
extranjero  y que  dessen  transferirse  a nuestra  Escuela 
al  terminar  sus  estudios  de  Ciencias  Básicas,  ya  que  uno 
de  los  requisitos  es  aprobar  la  primera  parte  del  “Natio- 
nal Board”  y esto  les  ayudaría  a prepararse  mejor  para 
dicho  examen. 

4.  Ayudará  a la  persona  a familiarizarse  mejor  con  el  sistema 
moderno  de  exámenes  objetivos  de  “Contestaciones 
Múltiples.”  Esto  es  importante  ya  que  se  ha  probado 
de  que  el  estar  famiüarizado  con  esta  técnica  puede  re- 
presentar una  diferencia  de  un  cinco  (5)  a diez  (10) 
por  ciento  en  su  nota  final  Y cuando  uno  calcula  que 
un  gran  número  de  candidatos  no  aprueban  dichos 
exámenes  por  solo  algunos  puntos  en  sus  notas,  esto 
puede  representar  la  diferencia  entre  pasar  o fracasar 
dicho  examen. 

5.  La  educación  de  un  médico  no  termina  al  graduarse 
en  una  Escuela  de  Medicina,  ni  tampoco  cuando  com- 
pleta sus  estudios  en  una  especiaüdad.  El  médico 
tiene  que  seguir  estudiando  toda  su  vida  profesional 
para  poder  rendir  una  labor  adecuada.  Esperamos 
que  aprendan  a educarse  eUos  mianos  y que  al  adquirir 
dicho  hábito  de  autoeducación,  que  eUos  mismos  sigan 

estudiando  por  su  cuenta  y mejorándose  profesional- 
mente todo  el  tiempo. 

6.  Esperamos  que  este  curso,  no  solamente  ayude  al  que 
va  a tomar  un  examen  de  reváüda,  sino  que  sirva  para 
actualizar  los  conocimientos  médicos  de  aqueUos  que 
así  lo  deseen.  Esto  incluye  médicos  que  Uevan  muchos 
años  en  su  práctica  y necesitan  ponerse  al  día,  o médicos 
que  no  han  practicado  la  medicina  por  años  y quieran 
volver  a practicarla  como  aqueUos  en  posiciones  adminis- 
trativas o doctores  que  han  estado  atendiendo  su  fami- 
üa.  También  sirve  para  cumplir  con  los  requisitos  anua- 
les recomendados  para  un  omantenerse  al  día  en  sus 
conocimientos  y también  para  repasar  para  los  exámenes 
de  especialista  especialmente  en  el  caso  de  los  especialis- 
tas en  Medicina  de  Familia. 

7.  El  estar  diseñado  por  asignaturas,  te  permite  a la  persona 
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tomar  solamente  aquella  asignatura  o asignaturas  donde 
más  deficiente  esté.  Es  lo  suficientemente  flexible  para 
que  la  persona  pueda  planear  mejor  qué  es  lo  que  más 
necesita  y tomar  eso  solamente.  La  evaluación  que  se 
hace  antes  de  tomar  dicho  Curso  y los  resultados  en 
exámenes  de  reválida  anteriores  le  serán  de  gran  ayuda 
a la  persona  al  tomar  esta  decisión  y la  División  está  en 
posición  de  poder  aconsejarle  objetivamente  al  tomarla. 

8.  Dicho  Curso  ha  tenido  y seguirá  teniendo  el  propósito 
fundamental  de  entrenarlos  para  practicar  mejor  la 
medicina  lo  que  redunda  en  beneficio  de  los  pacientes. 


Practica!  aspects  of  intra-aortic  balloon  pump 
and  intra-aortic  balloon  pump  in  cardiogenic 
shock  arid  cardiac  surgery  patients  will  be  stres- 
sed. 

Eee:  $140  (physicians  in  practice);  $75  (physicians 

in  training,  nurses  and  technicians) 

For  Info.;  Division  of  Continuing  Medical  Education, 

University  of  Miami  School  of  Medicine,  P.  O. 
Box  520875  Biscayne  Annex,  Miami,  Florida, 
53152,  Tel.  (305)547-6716. 


Otros  Programas 

La  División  contempla  seguir  trabajando  en  sus  otros  pro- 
gramas y empezar  a trabajar  en  algunos  nuevos,  dentro  de  las 
limitaciones  económicas  existentes.  Estos  incluyen  principal- 
mente los  siguientes: 

1.  Quinta  Trayectoria 

2.  Recopilar  y reproducir  material  Educativo 

3.  Mantener  al  día  el  Gmpo  de  Preguntas 

4.  Conseguir  grabar  en  “Video  Tape”  todas  las  conferencias 

5.  Reactivar  el  Programa  de  Profesores  Visitantes 

6.  Organizar  Cursillos 

7.  Establecer  el  programa  del  Octavo  Semestre  para  los 
estudiantes  de  Guadalajara. 


rWO  PROGRAMS  TO  BE  SPONSORED  BY  THE  UNIVER- 
SITY OF  MIAMI  SCHOOL  OF  MEDICINE: 


CLINICAL  APPLICATION  OF  INTRA  AORTIC  BALLOON 
PUMP 


Sponsor:  University  of  Miami  School  of  Medicine,  Di- 

vision of  Thoracic  & Cardiovascular  Surgery 
and  Cardiology. 


Dates;  November  14-15,  1975 

(This  course  precedes  the  Annual  Meqting 
of  the  Southern  Medical  Association  to  be  held 
on  Miami  Beach,  November  16-20,  1975,  and 
the  Annual  Meeting  of  the  American  Heart 

Association  held  in  Aneheim,  California,  No- 
vember 17-20,  1975) 

Meeting  Site:  Americana  Hotel,  9701  Collins  Avenue,  Bal 
Harbour,  Florida 


Course 

Description:  The  course  is  designed  to  provide  cardiologists, 

cardiac  surgeons  and  allied  professionals  with 
information  on  the  newest  developments  in  the 
area  of  treatment  of  shock  and  heart  failure. 


PRACTICAL  MODERN  NEUROLOGY 


Sponsor: 

Title  of 
Program; 

Dates: 

Meeting  Site: 
Description: 


For  informa- 
tion & Regis- 
tration Info.: 


Department  of  Neurology,  University  of  Miami 
School  of  Medicine 


3rd  Annual  Course  in  Practical  Modern  Neuro- 
logy 

February  2-6,  1976 

Hotel  Fontainebleau,  Miami  Beach,  Florida. 

This  course  is  designed  to  provide  practical 
and  useful  approaches  to  the  management  of 
common  neurological  problems.  It  is  directed 
primarily  to  physicians  who  wish  to  improve 
their  capabUity  in  handling  patients  with  neu- 
rological disease,  specifically  internists,  genera- 
lists, psychiatrists,  physiatrists,  orthopaedic  sur- 
geons, and  ophthalmologists.  The  course  will 
consist  of  a minimum  of  28  hours  of  lectures, 
demonstrations,  and  discussions.  The  faculty- 
will  be  chosen  for  their  demonstrated  expertise 
in  the  areas  of  their  presentations. 


Division  of  Continuing  Medical  Education 
University  of  Miami  School  of  Medicine,  P.  0. 
Box  520875,  Biscayne  .Annex,  Miami,  Florida 
33152,  Tel.  (305)  547-6716. 


AGRADECEMOS  al  doctor  Nelson  Fernández  Blasini,  el  envío 
de  una  copia  de  su  libro  “ATLAS”-Enfermedades  y Cirugía  del 
Oído.  Esta  publicación  científica  viene  a engro.sar  nuestra 
biblioteca  de  libros  escritos  por  médicos.  Su  publicación  fue 
auspiciada  parcialmente  por  la  Fundación  Médica  de  la  Socie- 
dad Española  de  Auxilio  Mutuo. 

El  contenido  de  esta  obra  será  de  mucho  interés  para  los 
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especialistas  en  Otorrinolaringología,  así  como  para  los  Pedia- 
tras, Generalistas,  Neurólogos  y Neurocirujanos. 

Los  interesados  pueden  adquirir  copia  de  este  libro  en  las 
principales  librerías  de  Puerto  Rico. 


CURSO  PARA  MEDICOS  CONTINUA  NO  OBSTANTE  RETI 
RO  FONDOS  DEPARTAMENTO  DE  SALUD 

La  Escuela  de  Medicina  de  la  Universidad  de  Puerto  Rico 
volverá  a ofrecer  su  Cur.so  de  Actualización  Médica  este  año 
a pesar  de  que  el  Departamento  de  Salud,  debido  a restricciones 
presupuestarias,  tuvo  que  retirar  su  apoyo  financiero,  fue  con- 
firmado hoy  por  el  decano  de  la  Escuela. 

Dijo  el  doctor  Carlos  E.  Girod  que  el  curso  está  señalado 
para  comenzar  en  julio  primero  y extenderse  hasta  el  31  de 
diciembre.  Los  candidatos  pueden  solicitar  el  cur.so  completo 
o cualquiera  de  sus  cuatro  segmentos  y 13  asignaturas  individua- 
les. 

Agregó  el  doctor  Girod  que  la  pérdida  de  fondos  estatales 
por  motivos  de  austeridad  podría  significar  una  reduccirm  en 
el  programa  de  becas  y estipendios  para  los  médicos  solicitantes, 
muchos  de  ellos  graduados  de  universidades  extranjeras.  Sin 
embargo,  dijo  que  no  se  vislumbra  una  baja  en  el  número  de 
solicitudes  ya  que  ciertos  cambios  en  el  reglamento  de  licen- 
ciatura pueden  aumentar  la  demanda  para  programas  de  esta 
índole. 

Dichos  cambios,  explicó,  proveen  que  si  un  aspirante 
fracasa  cinco  veces  al  tomar  la  reválida,  tiene  que  mostrar 
evidencia  de  haber  cursado  estudios  formales  por  no  menos 
de  seis  meses  para  poder  ser  elegible  a intentar  el  examen 
nuevamente. 

Un  resultado  de  la  re-estructuración  del  curso  es  que 
ahora  el  contenido  del  mi.smo  sigue  el  patrón  de  los  exámenes 
del  Tribunal  Nacional  de  Examinadores  Médicos  de  Estados 
Unidos  (National  Boards),  de  la  Comisión  Educativa  para 
Graduados  de  Medicina  en  el  Extranjero  (ECFMG),  y del 
“Flex”,  así  como  del  Tribunal  Examinador  de  Médicos  de 
Puerto  Rico. 

Está  diseñado,  señaló  el  doctor  Girod,  para  cumplir  con 
distintos  propósitos  además  de  la  preparación  para  exámenes, 
entre  ellos  el  mejoramiento  profesional,  motivación  hacia  el 
hábito  de  auto-educación,  y la  orientación  sobre  técnicas  de 
exámenes  de  respuestas  múltiples. 

Los  cargos  por  el  Sexto  Curso  de  Actualización  Médica 
varían  de  $100  para  asignaturas  individuales  a $1,000  para  el 
término  completo  de  seis  meses.  Los  segmentos  de  Ciencias 
Básicas  y Ciencias  Clínicas  conllevan  una  matrícula  de  $500 
cada  uno,  y los  de  Experineicas  Clínicas  y Autoeducación 
Supervisada,  $200  cada  uno,  según  se  informó. 

El  organizador  del  curso  es  el  doctor  Egidio  S.  Colón 
Rivera,  director  de  la  división  de  educación  continuada  de  la 


Escuela. 

PROPOSITOS  DEL  CURSO 

El  Curso  ha  sido  diseñado  para  que  llene  las  necesidades 
de  los  candidatos.  Se  ha  seguido  el  patrón  del  examen  del 
Tribunal  y del  “National  Board”  en  cuanto  a temas  y conteni- 
do. Las  metas  específicas  serán  proveer  oportunidades  de: 

1.  Actualizar  conocimientos  médicos. 

2.  Practicar  una  mejor  medicina. 

3.  Prepararse  para  los  exámenes  tales  como  el  National 
Board,  Flex,  ECFMG  o del  Tribunal  de  Puerto  Rico. 

4.  Desarrollar  hábito  de  autoeducación. 

5.  Cumplir  requisitos  de  Educación  Médica  Continuada. 

6.  Cumplir  requisito  de  Ley  para  los  que  fracasan  en  la 
reválida  de  Puerto  Rico  cinco  (5)  veces. 

7.  Familiarizarse  con  la  técnica  de  contestar  exámenes 
de  respuestas  múltiples. 

MATRICULA  (Mínimo  20  personas) 


Curso  Completo 

$1,000 

Ciencias  Básicas 

$500 

Ciencias  Clínicas 

$500 

Experiencias  Clínicas 

$200 

Autoeducación  Supervisada 

$200 

Asignaturas  Individuales 

$100 

(Excepto  Medicina  Interna) 

$200 

SEXTO  CURSO  DE  ACTUALIZACION  MEDICA  - CALEN- 
DARIO ESCOLAR  - JULIO  I DICIEMBRE  31 


CIENCIAS  BASICAS 


Julio  1 
Julio  2 
Julio  3 
Julio  7-15 
Julio  16-23 
Julio  24  - 
Agosto  5 
Agosto  6-14 
Agosto  15-25 
Agosto  26  - 
Sept.  4 
Sept.  5-11 
Sept.  12 


Matrícula  y Examen  Médico 
Evaluación  Preliminar-Ciencias  Básicas 
Evaluación  Prelim inar-Cincias  Clínicas 
Anatomía 

Ciencias  de  la  Conducta 

Fisiología 

Microbiología 

Patología 

Farmacología 

Bioquímica 

Evaluación  Terminal-Ciencias  Básicas 


CIENCIAS  CLINICAS 


Sept.  12 
Sept.  15-19 
Sept.  22-26 
Sept.  29  - 
Oct.  17 
Oct.  20-21 


Evaluación  Preliminar-Ciencias  Clínicas 

Psiquiatría 

Salud  Pública 

Medicina  interna 
Pediatría 
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Nov.  3-12  Obstetricia  y Ginecología 

Nov.  13-26  Cirugía  General  y Especialidades 

Nov.  28  Evaluación  Tenninal-CienciasCb'nicas 

Die.  1-12  Experiencias  Clínicas 

Die.  15-31  Autoeducación-Supervisada 


HORARIO 

Lunes  a Viernes  8:00  AM  - 12:00  M 

1:00  PM  -4:00  PM 

MIERCOLES  POR  LA  TARDE  - LIBRE 

RECURSOS 

Se  proyecta  utilizar  los  recursos  en  el  nuevo  edificio 
del  Recinto  de  Ciencias  Médicas.  Entre  estos  se  encuentran: 


1.  Biblioteca:  Completa  y adecuada. 

2.  Departamento  Audiovi.sual:  Con  el  íiltimo  eípiipo  y 
materiales  para  la  autoeducación  incluyendo  autoin.s- 
truceión  con  ayuda  de  computadoras. 

3.  Librería:  Buena  selección  de  libros  a un  precio 

razonable. 

4.  Cafeterías:  Accesibles. 

5.  Estacionamiento:  Areas  de  visitantes. 

6.  Servicio  de  Orientación  al  Estudiante:  Disponible  para 
nuestros  matriculados. 

7.  Salones  de  Clase:  Con  equipo  audiovi.sual  moderno 
incluyendo  televisión. 

Para  información  adicional  favor  de  dirigirse  a:  l)r.  Egidio 
S.  Colón  Rivera,  Director,  División  de  Educación  Médica 
Continuada,  GPO  Box  5067,  San  Juan,  Puerto  Rico  00936, 
Tel.  766-6117. 


97-796 


U.  S.  DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
PUBLIC  HEALTH  SERVICE 
CENTER  FOR  DISEASE  CONTROL 
ATLANTA,  GEORGIA  30333 

GONORRHEA 

CDC  Recommended  Treatment  Schedules,  1974 

Note:  Physicians  are  cautioned  to  use  no  less  than  the  recommended  dosages  of  antibiotics. 

UNCOMPLICATED  GONOCOCCAL 
INFECTIONS  IN  MEN  AND  WOMEN 

Drug  Regimen  of  Choice 

Aqueous  procaine  penicillin  G (APPG)  4.8  million  units  intramuscularly  divided  into  at  least  2 
doses  and  injected  at  different  sites  at  one  visit,  together  with  1 gm  of  probenecid  by  mouth  just 
before  the  injections. 

Alternative  Regimens 

A.  Patients  in  whom  oral  therapy  is  preferred: 

Ampicillin  3.5  gm  by  mouth,  together  with  1 gm  probenecid  by  mouth  administered  at  the 
same  time.  There  is  evidence  that  this  regimen  may  be  slightly  less  effective  than  the 
recommended  APPG  regimen. 

B.  Patients  who  are  allergic  to  the  penicillins  or  probenecid  (i.e.  allergy  to  penicillin,  ampicillin, 
probenecid,  or  previous  anaphylactic  reaction): 

1.  Tetracycline  hydrochloride,  1 .5  gm  initially  by  mouth,  followed  by  0.5  gm  by  mouth 
4 times  per  day  for  4 days  (total  dosage  9.5  gm).  Other  tetracyclines  are  not  more  effective 
than  tetracycline  hydrochloride.  All  tetracyclines  are  ineffective  as  single-dose  therapy. 

2.  Spectinomycin  hydrochloride,  2 gm  intramuscularly  in  1 injection. 

Treatment  of  Sexual  Partners 

Men  and  women  with  known  recent  exposure  to  gonorrhea  should  receive  the  same  treatment  as 
those  known  to  have  gonorrhea.  Male  sex  partners  of  persons  with  gonorrhea  must  be  examined  and 
treated  because  of  the  high  prevalence  of  nonsymptomatic  urethral  gonococcal  infection  in  such 
men. 

Follow-up 

Follow-up  urethral  and  other  appropriate  cultures  should  be  obtained  from  men,  and  cervical, 
anal,  and  other  appropriate  cultures  should  be  obtained  from  women,  7 to  14  days  after  completion 
of  treatment. 

Treatment  Failures 

Most  recurrent  infection  after  treatment  with  the  recommended  schedules  is  due  to  reinfection. 
True  treatment  failure  after  therapy  with  penicillin,  ampicillin,  or  tetracycline  should  be  treated  with 
2 gm  of  spectinomycin  intramuscularly. 

Postgonococcal  Urethritis 

Tetracycline  0.5  gm  4 times  a day  by  mouth,  for  at  least  7 days. 

Pharyngeal  Infection 

Pharyngeal  gonococcal  infections  may  be  more  difficult  to  treat  than  anogenital  gonorrhea. 
Posttreatment  cultures  are  essential  follow-up  for  pharyngeal  infection.  The  schedules  of  ampicillin 
and  spectinomycin  recommended  for  anogenital  gonorrhea  are  ineffective  in  pharyngeal  gonorrhea. 
Patients  whose  infection  is  not  eradicated  after  treatment  with  4.8  million  units  of  APPG  plus  1 gm 
of  probenecid  may  be  treated  with  9.5  gm  of  tetracycline  in  the  dosage  schedule  outlined  above 
(Alternative  Regimens). 


Syphilis 

All  patients  with  gonorrhea  should  have  a serologic  test  for  syphilis  at  the  time  of  diagnosis. 
Seronegative  patients  without  clinical  signs  of  syphilis  who  are  receiving  the  recommended  parenteral 
penicillin  schedule  need  not  have  follow-up  serologic  tests  for  syphilis.  Patients  treated  with 
ampicillin,  spectinomycin,  or  tetracycline  should  have  a follow-up  serologic  test  after  3 months  to 
detect  inadequately  treated  syphilis. 

Patients  with  gonorrhea  who  also  have  syphilis  should  be  given  additional  treatment  appropriate 
to  the  stage  of  syphilis. 

Not  Recommended 

Although  long-acting  forms  of  penicillin  (such  as  benzathine  penicillin  G)  are  effective  in 
syphilotherapy,  they  have  NO  place  in  the  treatment  of  gonorrhea.  Oral  penicillin  preparations  such 
as  penicillin  V are  not  recommended  for  the  treatment  of  gonococcal  infection. 

TREATMENT  OF  UNCOMPLICATED 
GONORRHEA  IN  PREGNANT  PATIENTS 

A.  For  women  who  are  not  allergic  to  penicillin; 

Use  the  regimen  of  APPG  plus  probenecid  or  use  ampicillin  plus  probenecid  as  defined 
above. 

B.  For  pregnant  patients  who  are  allergic  to  penicillins  (Note:  there  are  several  possible  alternative 
regimens,  each  of  which  has  potential  disadvantages): 

1.  Erythromycin,  1.5  gm  orally,  followed  by  0.5  gm  4 times  a day  for  4 days  for  a total  of  9.5 
gm.  This  regimen  is  safe  for  mother  and  fetus,  but  its  efficacy  has  not  been  established. 
Erythromycin  estolate  should  not  be  used  in  patients  with  underlying  liver  disease. 

2.  Cefazolin,  2 gm  intramuscularly,  with  1 gm  of  probenecid.  Because  of  the  possibility  of 
cross-allergenicity  between  penicillins  and  cephalosporins,  this  regimen  should  not  be  used  in 
patients  with  a history  of  penicillin  anaphylaxis. 

3.  Spectinomycin,  2 gm  intramuscularly,  is  an  effective  dose,  but  safety  for  the  fetus  has  not 
been  established. 

Contraindicated 

Tetracycline  should  not  be  used  for  uncomplicated  gonococcal  infection  in  pregnant  women 
because  of  potential  toxic  effects  for  mother  and  fetus. 

ACUTE  SALPINGITIS  (PELVIC 
INFLAMMATORY  DISEASE) 

The  diagnosis  of  acute  salpingitis  should  be  considered  in  women  with  acute  lower  abdominal 
pain  and  adnexal  tenderness  on  pelvic  examination.  Since  there  are  no  completely  reliable  clinical 
criteria  on  which  to  distinguish  gonococcal  from  nongonococcal  salpingitis,  endocervical  cultures  for 
Neisseria  gonorrhoeae  are  essential  in  such  patients.  Therapy,  however,  should  be  initiated 
immediately,  without  waiting  for  the  results  of  the  cultures. 

A.  Hospitalization.  It  should  be  strongly  considered  for  women  with  suspected  salpingitis  in  these 
situations: 

1 . Uncertain  diagnosis,  where  surgical  emergencies  must  be  excluded 

2.  Suspicion  of  pelvic  abscess 

3.  Pregnant  patients  with  salpingitis 

4.  Inability  of  the  patient  to  follow  an  outpatient  regimen  of  oral  medication,  especially  because 
of  nausea  and  vomiting 

5.  Failure  to  respond  to  outpatient  therapy 

B.  Antimicrobial  Agents.  Controlled  studies  of  the  treatment  of  acute  salpingitis  are  not  available. 
Initial  management  must  AT  LEAST  be  adequate  for  gonococcal  salpingitis.  These  regimens  are 
known  to  be  adequate  for  the  treatment  of  gonococcal  salpingitis: 

1,  Outpatients 

a.  1 .5  gm  tetracycline  hydrochloride  given  as  a single  oral  loading  dose,  followed  by  500  mg 
taken  orally  4 times  a day  for  10  days. 


b.  APPG  4.8  million  units  intramuscularly,  divided  into  at  least  2 doses  and  injected  at 
different  sites  at  one  visit  OR  3.5  gm  of  oral  ampicillin.  One  gm  of  oral  probenecid  is 
given  along  with  either  penicillin  or  ampicillin,  and  both  are  followed  by  500  mg  of 
ampicillin  taken  orally  4 times  a day  for  10  days. 

2.  Hospitalized  patients 

a.  Aqueous  crystalline  penicillin  G 20  million  units  given  intravenously  each  day  until 
clear-cut  improvement  occurs,  followed  by  500  mg  of  ampicillin  taken  orally  4 times  a 
day  to  complete  10  days  of  therapy.  The  need  for  additional  or  alternative  antibiotics  for 
the  treatment  of  nongonococcal  salpingitis  requires  further  study.  Since  it  is  impossible  to 
distinguish  gonococcal  from  nongonococcal  salpingitis  clinically,  many  physicians  also  use 
an  aminoglycoside  in  addition  to  penicillin  and/or  antibiotics  which  are  effective  against 
Bacteroides  fragilis  as  initial  therapy. 

b.  Tetracycline  hydrochloride  500  mg,  given  intravenously  4 times  a day  until  improvement 
occurs,  followed  by  500  mg  taken  orally  4 times  a day  to  complete  10  days  of  therapy. 
This  regimen  should  not  be  used  for  pregnant  women  or  for  patients  with  renal  failure. 

3.  Failure  to  improve  on  the  recommended  regimens  does  not  necessarily  indicate  the  need  for 
stepwise  additional  antibiotics,  but  requires  reassessment  of  the  possibility  of  other  diagnoses 
and  of  the  specific  microbial  etiology. 

C.  The  effect  of  the  removal  of  an  intrauterine  device  on  the  respoiise  of  acute  salpingitis  to 
antimicrobial  therapy  and  on  the  risk  of  recurrent  salpingitis  requires  further  study. 

D.  Adequate  treatment  of  women  with  acute  gonococcal  salpingitis  must  include  examination  and 
appropriate  treatment  of  their  male  sex  partners  because  of  the  high  prevalence  of  nonsympto- 
matic  urethral  gonococcal  infection  in  such  men.  Failure  to  treat  male  sex  partners  is  a major 
cause  of  recurrent  gonococcal  salpingitis. 

E.  Follow-up  of  patients  with  acute  salpingitis  is  essential.  All  patients  should  receive  repeat  pelvic 
examinations  and  cultures  for  A’,  gonorrhoeae  after  treatment. 


DISSEMINATED  GONOCOCCAL  INFECTION 

A.  Equally  effective  treatment  schedules  in  the  arthritis-dermatitis  syndrome  include; 

1.  Aqueous  crystalline  penicillin  G,  10  million  units  intravenously  per  day  for  3 days  or  until 
there  is  significant  clinical  improvement.  This  may  be  followed  with  ampicillin,  500  mg  4 
times  a day  orally  to  complete  7 days  of  antibiotic  treatment. 

2.  Ampicillin,  3.5  gm  orally,  plus  probenecid  1 gm,  followed  by  ampicillin,  500  mg  4 times  a 
day  orally  for  at  least  7 days. 

B.  In  penicillin-  and/or  probenecid-allergic  patients; 

1.  Tetracycline  1.5  gm  orally  followed  by  500  mg  4 times  a day  orally  for  at  least  7 days. 
Tetracycline  should  not  be  used  for  complicated  gonococcal  infection  in  pregnant  women 
because  of  potential  toxic  effects  for  mother  and  fetus. 

2.  Erythromycin  0.5  gm  intravenously  every  6 hours  for  at  least  3 days. 

C.  Additional  measures  ' „ 

1.  Hospitalization  is  indicated  in  patients  who  are  unreliable,  have  uncertain  diagnosis,  or  have 
purulent  joint  effusions  or  other  complications. 

2.  Immobilization  of  the  affected  joint(s)  appears  helpful.  Repeated  aspirations  and  saline 
irrigations  appear  beneficial,  but  controlled  studies  of  these  procedures  have  not  been 
performed.  Open  drainage  of  joints  other  than  the  hip  is  now  generally  discouraged  in 
patients  with  gonococcal  arthritis. 

3.  Intra-articular  injection  of  penicillin  is  unnecessary,  since  penicillin  levels  in  the  synovial  Huid 
of  inflamed  joints  approximate  serum  levels;  furthermore,  intra-articular  injection  per  se  may 
produce  a toxic  synovitis. 

D.  Meningitis  and  endocarditis  due  to  the  gonococcus  require  high-dose  intravenous  penicillin 

therapy  (at  least  10  million  units  per  day)  for  longer  periods;  usually  at  least  10  days  for 

meningitis  and  3-4  weeks  for  endocarditis. 


GONOCOCCAL  INFECTION  IN  PEDIATRIC  PATIENTS 

Pediatric  patients  encompass  those  from  birth  to  adolescence.  When  a child  is  postpubertal 
and/or  over  100  pounds,  he  or  she  should  be  treated  with  dosage  regimens  as  defined  above  for 
adults. 

The  efficacy  of  therapeutic  regimens  for  uncomplicated  and  complicated  gonococcal  infections 
of  childhood  is  unproven  at  present. 

With  gonococcal  infection  in  children,  the  possibility  of  child  abuse  must  be  considered. 
Prevention  of  Neonatal  Infection 

All  pregnant  women  should  have  endocervical  cultures  examined  for  gonococci  as  an  integral  part 
of  prenatal  care. 

Prevention  of  Gonococcal  Ophthalmia 

A.  One  percent  silver  nitrate  (do  not  irrigate  with  saline,  as  this  may  reduce  efficacy). 

B.  Ophthalmic  ointments  containing  tetracycline,  erythromycin,  or  neomycin  are  also  probably 
effective. 

C.  Not  Recommended:  Bacitracin  ointment  (not  effective)  and  penicillin  drops  (sensitizing). 

Management  of  Infants  Born  to  Mothers 
With  Gonococcal  Infection 

Orogastric  and  rectal  cultures  should  be  taken  from  all  patients.  Blood  cultures  should  be  taken  if 
septicemia  is  suspected.  Aqueous  crystalline  penicillin  G,  50,000  units/kg/day  should  be  administered 
in  2 daily  doses  intravenously  if  cultures  or  Gram-stained  smears  reveal  gonococci.  The  duration  of 
therapy  should  be  determined  by  clinical  response.  In  suspected  septicemia,  an  aminoglycoside 
should  also  be  given. 

Neonatal  Disease 

A.  Gonococcal  ophthalmia:  Patient  should  be  hospitalized.  Antimicrobial  agents:  Aqueous 
crystalline  penicillin  G 50,000  units/kg/day  in  2 or  3 doses  intravenously  for  7 days  PLUS 
frequent  saline  irrigations  and  instillation  of  penicillin,  tetracycline,  or  chloramphenicol 
eyedrops. 

B.  Complicated  infection:  Arthritis  and  septicemia  should  be  treated  by  hospitalization  and 
administration  of  aqueous  crystalline  penicillin  G 75,000-100,000  units/kg/day  in  4 doses  or 
procaine  penicillin  G 75,000-100,000  units/kg/day  in  2 doses  for  7 days.  Meningitis  should  be 
treated  with  aqueous  crystalline  penicillin  G 100,000  units/kg/day,  divided  into  2 or  3 
intravenous  doses  a day  and  continued  for  at  least  10  days. 

Qiildhood  Disease 

Gonococcal  ophthalmia  should  be  treated  with  hospitalization  and  by  the  administration  of 
aqueous  crystalline  penicillin  G intravenously  75,000-100,000  units/kg/day  in  4 doses  or  procaine 
penicillin  G intramuscularly  75,000-100,000  units/kg/day  in  2 doses  for  7 days  PLUS  saline 
irrigations  and  instillation  of  penicillin,  tetracycline,  or  chloramphenicol  eyedrops.  Topical 
antibiotics  alone  are  NOT  recommended  in  therapy  of  gonococcal  ophthalmitis.  The  source  of  the 
infection  must  be  identified. 

Uncomplicated  vulvovaginitis  and  urethritis  usually  do  not  require  hospitalization.  Both  may  be 
treated  at  one  visit  with  APPG  75,000-100,000  units/kg  intramuscularly  and  probenecid  25  mg/kg  by 
mouth.  Topical  and  systemic  estrogen  therapy  are  of  no  benefit  in  vulvovaginitis.  All  patients  should 
have  follow-up  cultures,  and  the  source  of  infection  should  be  identified,  examined,  and  treated. 

Infection  complicated  by  peritonitis  or  arthritis  should  be  treated  by  hospitalization  and 
administration  of  aqueous  crystalline  penicillin  G intravenously  75,000-100,000  units/kg/day  in  4 
doses  or  procaine  penicillin  G 75,000-100,000  units/kg/day  intramuscularly  in  2 doses  for  7 days. 

Treatment  of  patients  with  allergy  to  penicillin:  Patients  under  6 years  of  age  should  be  treated 
with  erythromycin  40  mg/kg/day  in  4 doses  by  mouth  for  7 days  for  uncomplicated  disease. 
Complicated  disease  should  be  treated  with  cephalothin  60-80  mg/kg/day  in  4 doses  intravenously 
for  7 days.  Patients  older  than  6 may  be  treated  with  an  oral  regimen  of  tetracycline  25  mg/kg  as  an 
initial  dose  followed  by  40-60  mg/kg/day  in  4 doses  for  7 days  or  an  intravenous  regimen  of 
tetracycline  15-20  mg/kg/day  in  4 doses  for  7 days. 
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In  patients  with  chronic  or 
frequently  recurrent  urinary 
tract  infections 

Bactrim 

outperforms 

ampicillin. 

In  new  multicenter  studies  a higher  percentage 
of  Bactrim-treated  patients  maintained  clear  cultures 
for  four,  six  and  eight  weeks. 


Before  prescribing,  please  consult  complete  product 
informaticr,.  a summary  of  which  follows: 

INDICATIONS:  Chronic  urinary  tract  infections  evidenced 
by  persistent  bacteriuria  (symptomatic  or  asymptomatic), 
frequently  recurrent  infections  (relapse  or  reinfection), 
or  infections  associated  with  urinary  tract  complications, 
such  as  obstruction.  Primarily  for  cystitis,  pyelonephri- 
tis or  pyelitis  due  to  susceptible  strains  of  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  Proteus 
vulgaris  and  Proteus  morganii. 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
these  urinary  tract  infections. 

The  recommended  quantitative  disc  susceptibility 
method  {Federal  Register  37:20527-20529,  1972) 
may  be  used  to  estimate  bacterial  susceptibility  to 
Bactrim.  A laboratory  report  of  "Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicates  an  infection 
likely  to  respond  to  Bactrim  therapy,  "Intermediate 
susceptibility”  also  indicates  a likely  response  and 
"Resistant”  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or 
sulfonamides;  pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias 
have  been  associated  with  sulfonamides.  Experience 
with  trimethoprim  is  much  more  limited  but  occa- 
sional interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombo- 
penia  in  elderly  patients  on  certain  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaun- 
dice may  be  early  signs  of  serious  blood  disorders. 
Frequent  CBC’s  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted.  Data  are  insufficient 
to  recommend  use  in  infants  and  children  under  12. 


See  charts  on  following  page  for  details  of  studies. 


For  chronic  cystitis  or  pyelonephritis 
evidenced  by  persistent  bacteriuria, 
frequently  recurrent  infections  or  infections 
associated  with  urinary  tract 
complications,  when  infection  is  due 
to  susceptible  organisms. 


Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  he- 
molysis, frequently  dose-related,  may  occur.  During 
therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  exami- 
nation, and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported 
with  Bactrim.  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  megaloblastic  anemia,  thrombopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  re- 
actions: Erythema  multiforme,  Stevens-Johnson 
syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosen- 
sitization, arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuri- 
tis, mental  depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo,  insomnia,  apathy,  fatigue, 
muscle  weakness  and  nervousness.  Miscellaneous 
reactions:  Drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E. 
phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  in  patients;  cross-sensitivity  with 
these  agents  may  exist.  In  rats,  long-term  therapy 
with  sulfonamides  has  produced  thyroid  malignancies. 


DOSAGE:  Not  recommended  for  children  under  12. 

Usual  adult  dosage:  2 tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Bactrim 

(80  mg  trimethoprim/400  mg  sulfamethoxazole) 


i^r^ 


Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


In  new  multicenter  studies 
of  patients  with  chronic  or  frequently 
recurrent  urinary  tract  infections 


Bactrim 

(80  mg  trimetho|5rim/400  mg  sulfamethoxazole) 


outperforms  ampicillin 


Bactrim  vs  arnpicillin.  10-day  therapy.  157  patients. 


4 weeks  of  clear  culture  6 
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Criterion  for  clear  culture:  1000  or  fewer  organisms/ml  of  urine. 
Numbers  in  parentheses;  No.  of  patients  evaluated  for  this  time  period. 


17.5%The  Bactrim  plus. 

Patients  maintaining  clear  cultures  for  8 weeks 

Bactrim:  70.3% 
arnpicillin:  52.8% 


Bactrim  vs  arnpicillin.  28-day  therapy.*  53  patients. 
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37. 1%  The  Bactrim  plus. 

Patients  maintaining  clear  cultures  for  8 weeks; 

Bactrim:  76.0%  ' 

arnpicillin:  38.9% 


In  two  nmiticlinic,  double-blind  studies  of  pa- 
tients with  chronic  or  frequently  recurrent  urinary 
tract  infections,  Bactrim  maintained  a higher  rate  of 
clear  cultures  than  arnpicillin.  All  patients  had  "sig- 
nificant bactcriuria  (100,000  or  more  organisms/ml 
of  urine)  on  two  consecutive  pretreatment  cultures; 
many  had  previously  undergone  multiple  treatment 
programs  and/or  surgery.  Organisms  were  E.  coli  and 
Proteus  mirabilis. 

Side  effects  were  relatively  mild  (e.g.,  nausea, 


vomiting,  rash),  but  more  serious  side  effects  can 
occur  with  the  agents  studied.  Please  consult  the 
manufacturers'  product  information  for  all  warnings, 
precautions,  contraindications  and  adverse  reactions.  ! 

*While  the  usual  therapy  regimen  for  Bactrim  is  10  to  14  days,  patients  E 
with  chronic  urinary  tract  infections  can  be  and  are  treated  for  sub-  I 
stantially  longer  periods  with  standard  agents  such  as  arnpicillin. 

These  studies,  therefore,  include  both  10-day  and  28-day  courses  of 
therapy.  In  both  studies  dosage  was  one  500-mg  arnpicillin  capsule 
q.i.d.  or  two  Bactrim  tablets  b.i.d.  plus  placebos  to  make  each  drug 
regimen  appear  identical. 


Please  see  preceding  page  for  summary 
of  product  information. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows; 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  anglé  glau- 
coma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc) 
and/or  severity  of  grand  mal  seizures  maj  | 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 1 
gestión  of  alcohol  and  other  CNS  depres-  J 
sants.  Withdrawal  symptoms  (similar  to  í 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsioné,  tremor,  abdominal  and  mus  [ 
ele  cramps,  vomiting  and  sweating).  Keep  j 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 
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in  the  patient  within  a few  BOSTON 

days  rather  than  in  a week  orXQ  A rj  ^7c 

two,  although  it  may  take  * f WfD 

longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS- acting  agents, 
caution  patients  agamstlhaz- 
ardous  occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


antibacterial 


antipruritic 


p antifungal 


I It’s  plain  to  see  that  you  need  more  than 
n ordinary  topical  steroid  to  clear  a 
ermatitis  infected  with  fungi  or  bacteria, 
i Vioform-Hydrocortisone,  with  its  four- 
7ay  action,  provides  the  kind  of  comprehen- 
;ive  therapy  many  common  dermatoses* 
jequire. 

¡S  drug  has  been  evaluated  as  possibly  effective  for  these  indi- 
itions.  See  brief  prescribing  information. 

.®1 


Worm-Hydrocortisone 
odochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

"Possibly"  effective:  Contact  or  atopic  dermatitis;  impetigi- 
nized  eczema;  nummular- eczema;  infantile  eczema;  endoge- 
nous chronic  infectious  dermatitis;  stasis  dermatitis;  pyoderma; 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani); 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis):  moniliasis;  intertrigo. 
Final  classification  of  the  less-than-eff active  indications  requires 
further  investigation. 


)NTRAINDICATIONS 

persensitivity  to  Vioform-Hydrocortisone,  or  any  of  its  ingredi- 
s or  related  compounds;  lesions  of  the  eye;  tuberculosis  of  the 
in;  most  viral  skin  lesions  (including  herpes  simplex,  vaccinia, 
d varicella). 

I^RNINGS 

Is  product.  Is  not  for  ophthalmic  use. 

the  presence  of  systemic  infections,  appropriate  systemic  anti- 
)tics  should  be  used. 

ag*  In  Prei 

rted  to  have  an  adverse  effect  on  preg 
ncy,  the  safety  of  their  use  in  pregnant  fe- 
iles  has  not  been  established.  Therefore, 

!y  should  not  be  used  extensively  on  preg- 
nt  patients  in  large  amounts  or  for  pro- 
nged periods  of  time. 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 
positive result  if  Vioform  is  present  in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for  long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
and  1%  hydrocortisone  in  a petrolatum  base;  tubes  of  5 and  20  Gm. 
Lotion,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic  acid,  cetyl  alcohol,  lanolin, 
propylene  glycol,  sorbitan  trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
squeeze  bottles  of  15  ml.  Mild  Cream,  3%  iodochlorhydroxyquin 
and  0.5%  hydrocortisone  in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petrolatum,  sodium 
lauryl  sulfate,  and  glycerin  in  water;  tubes  of  V2  and  1 ounce. 

Mila  Ointment,  3%  lodochlorhydroxyquio  and  0.5%  hydrocortisone 
in  a petrolatum  base;  tubes  of  Vz  and  1 ounce. 

Cor  suit  complete  product  literature  before  prescribing. 

GIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  2/5007  17 


!•  In  Pregnancy 

DUgh  topical  steroids  have  not  been  re- 
sdlo  have  an  adverse  effect  on  preg- 


\^oform- 
Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 


Another  fact... 
the  most  widely 
prescribed  form.. 
20  Gm  cream 
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PRINCIPIOS  OPTICOS  IMPORTANTES  EN  LA 
PRESCRIPCION  DE  LENTES  CORRECTIVOS, 
ESPECIALMENTE  PARA  CASOS  DIFICILES. 


Manuel  N.  Miranda,  M.  D. 


Recetamos  lentes  correctivos  para  mejorar  la  agude- 
» za  visual  del  individuo  tanto  para  distancia  como 
para  de  cerca  y para  aliviar  los  síntomas  producidos  por 
las  anomalías  de  refracción. 

A pesar  de  nosotros  recetar  los  mejores  lentes  correc- 
tivos siempre  habrá  algunos  pacientes  que  no  podrán 
tolerar  los  mismos  y volverán  a visitar  al  oftalmólogo 
para  presentarle  sus  quejas.  Mientras  más  conocimientos 
de  óptica  y refracción  tenga  el  oftalmólogo,  menos  serán 
los  pacientes  descontentos. 

El  propósito  de  mi  presentación  es  mencionar  algunos 
principios  ópticos  útiles  en  la  prescripción  científica 
de  lentes  correctivos.  Trataremos  sobre  la  distancia 
interpupilar,  centros  ópticos,  efectos  prismáticos  de  los 
bifocales,  desplazamientos  prismáticos  verticales  desi- 
guales inducidos  en  correcciones  anisometrópicas  y ani- 
seiconia  como  resultado  de  la  anisometropia. 


Distancia  Interpupilar 


Es  sumamente  importante  medir  la  distancia  interpu- 
pilar. Un  procedimiento  rápido  y bastante  correcto 
es  utilizando  una  luz  que  debe  ponerse  al  frente  del  ojo 


Del  Depto.  de  Oftalmología,  Escuela  de  Medicina,  Univer 
sidad  de  Puerto  Rico. 

Presentado  en  México,  El  Salvador,  Panamá,  Colombia, 
Ecuador,  Perú  y Venezuela,  ante  las  Sociedades  Oftalmológicas 
de  estos  países  en  junio  y julio  de  1974,  durante  una  gira 
profesional,  como  Profesor-  visitante,  invitado  de  la  Asociación 
Panamericana  de  Oftalmología. 

Favor  de  solicitar  reproducciones  a:  Manuel  A.  Miranda,  MD, 
GPO  Box  D,  San  Juan,  Puerto  Rico,  00936. 


izquierdo  del  examinador.  Se  le  indica  al  paciente  que 
mire  la  luz  y se  alinea  la  marca  cero  de  una  regla  en 
milímetros  que  descansa  en  la  nariz  del  paciente,  con  el 
reflejo  corneal  de  su  ojo  derecho.  Sosteniendo  la  regla 
fijamente  se  le  pide  al  paciente  que  mire  a la  luz  que 
ahora  se  sostiene  al  frente  del  ojo  derecho  del  examina- 
dor. La  distancia  en  la  regla  que  coincida  con  el  reflejo 
normal  del  ojo  izquierdo  del  paciente  será  la  distancia 
mterpupilar  para  distancia.  No  hay  necesidad  de  medir 
la  distancia  interpupilar  para  de  cerca,  ya  que  ésta  se 
calcula.  Usualmente  los  segmentos  del  bifocal  se  decen- 
tran de  1.5  a 2 mm.  en  cada  ojo. 

Algunas  veces  no  se  decentran  adecuadamente  hacia 
adentro  los  lentes  de  lectura,  bien  sea  de  visión  sencilla 
o bifocales,  produciendo  malestar  en  los  ojos  del  pa- 
ciente o dolores  de  cabeza  cuando  lee.  Al  no  decentrarse 
adecuadamente  producen  un  efecto  de  base  hacia  afuera, 
por  lo  cual,  el  paciente  es  forzado  a converger  en  exceso. 
Esto  es  muy  importante  especialmente  en  las  correccio- 
nes hiperópicas  fuertes  y en  afáquicos  (Figura  1). 

Aun  cuando  en  la  corrección  afáquica  los  ejes  visuales 
pasen  a través  de  los  centros  ópticos  de  los  segmentos, 
se  producirá  un  efecto  de  prisma  base  hacia  afuera  en  el 
segmento  de  lectura  para  cada  ojo.  El  efecto  será  de  2.6 
prismas  base  hacia  afuera  en  cada  ojo  cuando  se  lee  a una 
distancia  de  15  pulgadas  y cuando  la  corrección  es  de 
+ 10.00  D en  ambos  ojos  (Figura  2). 

Para  evitar  este  exceso  de  convergencia  inducida  en 
correcciones  hiperópicas  fuertes  y afáquicas  se  recomien- 
da decentrar  hacia  adentro  la  corrección  de  distancia 
de  1 a 1 1/2  mm.  y los  segmentos  de  lectura  de  2 a 3 
mm.  cada  uno  para  producir  un  efecto  base  hacia  aden- 
tro que  tienda  a aliviar  la  convergencia. 

T 

La  decentración  del  bifocal  depende  mayormente 
de  la  potencia  del  lente  para  distancia,  de  la  medida 
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+ 6.00  D 


Fig.  1:  Efecto  prismático  base  hacia  afuera  para  lectura 
en  correcciones  hiperópicas. 


* 10.00  D 


los  lentes. 

Si  se  asume  que  los  lentes  estén  a 12  mm.  de  la 
comea  y que  la  distancia  de  lectura  sea  37  1/2  cm. 
(15”)  se  puede  calcular  la  decentración  del  bifocal 
usando  la  siguiente  fórmula  simplificada:  (1) 

i = DP  (mm) 

3/4  (40-D)  + 2 

Ejemplo:  DP  = 65  mm.  D = + 10  D 

i = 65 = _65 = 2.6  mm. 

3/4  (40-10) + 2 24.5 

S Se  puede  calcular  la  decentración  del  bifocal  también 
usando  la  fórmula  de  Lebensohn: 

0:?.:__í^stm^ia^n  mm^ 

Distancia  lectura  en  pulg.  + 1 

Ejemplo:  DP  = 65  mm.;  distancia  lectura  = 15” 

Decentración  bifocales  = ^5^  = 4 mm. 

16 

Cada  segmento  debe  decentrarse  2 mm. 


Fig.  2:  Efecto  de  2.6  prismas  base  hacia  afuera  en 

cada  ojo  para  lectura  en  corrección  de  "Vi 0.00  D. 


-5.00  D 


Fonda  recomienda  que  cada  segmento  de  lectura 
debe  decentrarse  1 mm.  por  cada  dioptría  de  adición 
para  cada  ojo  (2). 

Ejemplo:  OD  + 2.00  esf. 

OS  + 2.00  esf. 
add  + 2.50 

Los  segmentos  deben  descentrarse  de  acuerdo  con 
Fonda  2.5  mm.  cada  uno. 

Correcciones  miópicas  no  presentan  estos  problemas, 
ya  que  el  eje  visual  para  lectura  pasa  por  el  área  del 
cristal  que  da  un  efecto  de  base  adentro;  por  consi- 
guiente, el  esfuerzo  convergente  viene  a ser  menor 
(Figura  3). 


Fig.  3:  Efecto  prismático  base  hacia  adentro  en  correc- 
ciones miópicas. 

interpupilar  para  distancia,  de  la  distancia  de  lectura 
y de  la  distancia  de  la  córnea  a la  cual  se  coloquen 


Efectos  Prismáticos  de  los  Bifocales 

Se  producen  dos  efectos  prismáticos  en  los  bifocales, 
desplazamiento  de  la  imagen  y desplazamiento  del 
objeto. 
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SAITO  DE  IMAGEN 


Fig.  4:  Desplazamiento  de  la  imagen  en  bifocales. 


DESCONTINUIDAD  PRISMATICA  (SALTO  DE  IMAGEN) 
EN  El  BORDE  SUPERIOR  DEL  BIFOCAL 
PARA  CORRECCION  PLANO  ADD  ♦2.00 


TOPE  RECTO  KRYPTOK  UITEX  A 


Fig.  5:  Desplazamiento  de  la  imagen  en  bifocales  de 
tope  recto,  tope  redondo,  y Ultex  A. 


Fig.  6:  Relación  del  eje  visual  al  centro  óptico  del 

segmento  para  distancia  y al  tope  del  bifocal  en  la  lectura. 


El  desplazamiento  de  la  imagen  ocurre  en  la  unión 
del  segmento  de  lectura  y de  la  corrección  para  distan- 
cia y el  desplazamiento  del  objeto  se  produce  en  la  parte 
del  lente  donde  el  eje  visual  pasa  a través  del  bifocal. 

El  desplazamiento  de  la  imagen  depende  de  la  poten- 
cia del  segmento  de  lectura  y de  la  distancia  a la  que 
el  centro  óptico  del  segmento  se  encuentra  de  su  tope 
(Figura  4). 

En  bifocales  de  tope  recto  la  distancia  del  centro 
óptico  del  segmento  de  lectura  a su  tope  es  de  alrededor 
de  4 mm.,  en  bifocales  de  tope  redondo  es  de  11  mm.  y 
en  bifocales  Ultex  A es  de  19  mm. 

Aplicando  la  regla  de  Prentice,  desplazamiento  pris- 
mático es  igual  a la  potencia  dióptrica  del  cristal  en  diop- 
trías multiplicado  por  la  distancia  en  centímetros  que  la 
línea  visual  pase  del  centro  óptico,  encontramos  que 
para  una  corrección  plano  con  adición  de  + 2.00  D el 
desplazamiento  de  la  imagen  sería:  (Figura  5) 

0. 4. X 2 = 0.8  Prisma  en  bifocales  de  tope  recto, 

1.1x2  = 2.2  Prismas  en  bifocales  de  tope  redondo  y 

1.9  X 2 = 3.8  Prismas  en  bifocales  Ultex  A 

Los  bifocales  de  tope  recto  causan  menos  desplaza- 
miento de  la  imagen. 

La  excursión  de  la  línea  visual  es  tan  rápida  cuando 
se  cambia  la  dirección  de  distancia  a lectura  que  este 
desplazamiento  de  imagen  apenas  sí  se  nota.  Solamente 
causa  problemas  a aquellos  individuos  que  usan  bifocales 
por  primera  vez  y leen  a través  de  la  línea  del  segmento. 
Una  vez  éstos  aprenden  a subir  la  cabeza  o a bajar  el 
papel  cuando  leen  desaparecerá  toda  la  dificultad. 

El  desplazamiento  del  objeto  que  se  produce  cuando 
el  eje  visual  pasa  a través  del  bifocal  no  producirá 
síntomas  cuando  es  poca  la  diferencia  en  la  corrección 
de  ambos  ojos;  sin  embargo,  el  bifocal  puede  ser  in- 
tolerable en  algunas  correcciones  anisometrópicas  por- 
que se  puede  producir  un  desplazamiento  prismático 
vertical  desigual  del  objeto  en  ambos  ojos  que  no  fuera 
compensable. 

Para  poder  calcular  el  efecto  prismático  en  bifocales 
tenemos  que  asumir,  según  Fonda:  (Figura  6) 

1.  que  el  tope  del  bifocal  está  colocado  usualmente 
4 mm.  debajo  del  centro  óptico  del  lente  para 
distancia; 

2.  que  el  paciente  lee  en  un  punto  8 mm.  debajo  del 
centro  óptico  para  distancia;  v 
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RECETA:  « 00  ADD  « 00 


DO  DISTANCIA  = 0.0  *2  = 1.6  BASE  ARRIBA 
DO  LECTURA  = 0.7  « 2 = 1.4  BASE  ABAJO 
EFECTO  PRISMATICO  =0.2  BASE  ARRIBA 


Fig.  7;  Desplazamiento  del  objeto  en  un  lente  esférico 
de  ~V2.00  D usando  un  bifocal  tipo  redondo  de  22  mm. 


RECETA:  1*4.00  ADD  i*2.00 


DO  DISTANCIA  = 0.  8 K 4 = 3.  2 BASE  ARRIBA 
DO  LECTURA  = 1. 5*2  = 3 0 BASE  ABAJO 
EFECTO  PRISMATICO=0.2  BASE  ARRIBA 


Fig.  8:  Desplazamiento  del  objeto  en  un  lente  esférico 
de  '^'4.00  D con  una  adición  de  ~V2.00  D usando  un  bifocal 
tipo  Ultex  A de  38  mm. 


3.  que  el  paciente  lee  en  un  punto  localizado  4 mm. 
debajo  del  tope  del  segmento  del  bifocal. 

Ejemplos: 

1.  Desplazamiento  del  objeto  en  un  lente  esférico 
de  + 2.00  con  una  adición  de  + 2.00  usando  un 
bifocal  de  tipo  redondo  de  22  mm.  (Figura  7) 


Djj  (desplazamiento  del  objeto)  = d (decentración 
en  cm.)  x 1 (potencia  del  cristal  en  dioptrías). 

lente  distancia  = 

0.8  X 2 = 1.6  Prismas  B.  Arriba 

segmento  lectura  = 

0.7  X 2 = 1.4  Prismas  B.  Abajo 

Efecto  Prismático 

Total  - 0.2  Prisma  B.  Arriba 

2.  Desplazamiento  del  objeto  en  un  lente  esférico 
de  + 4.00  con  una  adición  de  + 2.00  usando  un 
bifocal  tipo  Ultex  A de  38  mm.  (Figura  8) 

D^  lente  distancia  = 

0.8  X 4 = 3.2  Prismas  Base  .\rriba 

Dq  segmento  lectura  = 

1.5  X 2 = _^.0  Prismas  Base  Abajo 

Efecto  Prismático 

Total  - 0.2  Prisma  Base  Arriba 

3.  Desplazamiento  del  objeto  en  un  lente  esférico 
de  -8.00  con  una  adición  de  + 2.00  usando  un 
bifocal  Ultex  tipo  A de  38  mm.  (Fig.  9) 

Dq  distancia  = 

0.8  X 8 = 6.4  Prismas  Base  Abajo 


RECETA:  -8.00  ADD  12.00 


DO  DISTANCIAS  O.B  X 8=  6.4  BASE  ABAJO 
DO  LECTURA  =1.5  *2  = 3.0  BASE  ABAJO 
EFECTO  PRISMATICO  = 9.  4 BASE  ABAJO 


Fig.  9:  Desplazamiento  del  objeto  en  un  lente  esférico 
de  -8.00  D con  una  adición  de  +2.00  usando  un  bifocal 
Ultex  tipo  A de  38  mm. 
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RECETA:-8.00  ADD  »2.00 


DO  DISTANCIA  a 0.  8 X 8 a 6.  4 BASE  ABAJO 

DO  lECTUIA  >0.0x2=  0.0 

EFECTO  PtISMATICO  =6.4  BASE  ABAJO 


Fig.  10:  Desplazamiento  del  objeto  en  un  lente  esférico 
de  -8.00  D con  una  adición  de  A-2.00  usando  un  bifocal  de 
tope  recto. 


0^.  0.00  ADD  12.00  aJ.  14.00  ADD  12.00 


l.=  0.7X2=l.4  BASE  ABAJO  l.=  0. 7X2  = I.4  BASE  ABAJO 

E.F.  =0.6  BASE  ABAJO  E.P.  =1.6  BASE  AEBIBA 

OIFEBENCIA  PIISMATICA  VEtTICAl  = 2.4  PEISMAS 


Fig.  11:  Diferencia  prismática  vertical  inducida  en  una 
corrección  de  0.  D.  +1.00  esfera,  add  +2.00  y 0.  S.  +4.00 
esfera,  add  +2.00  usando  bifocales  de  tope  redondo  en  O.  U. 

lectura  = 

1.5  X 2 = 3.0J*rismas  Base  Abajo 

Efecto  Prismático 

Total  - 9.4  Prismas  Base  Abajo 

Desplazamiento  del  mismo  lente,  pero  usando  un 
segmento  de  tope  recto:  (Figura  10) 

distancia  = 

0.8  X 8 = 6.4  Prismas  Base  Abajo 

Dq  lectura  = 

0x2  = JTO 

Efecto  Prismático 

Total  - 6.4  Prismas  Base  Abajo 


Se  puede  apreciar  por  los  ejemplos  dados  que  el 
bifocal  de  tope  redondo  de  22  mm.  causa  menos 
de.splazamiento  del  objeto  para  una  corrección  esférica 
de  + 2.00  D,  que  el  segmento  de  tope  redondo  de  38 
mm.  produce  menos  desplazamiento  del  objeto  para  una 
corrección  esférica  de  + 4.00  D,  y que  un  segmento  de 
tope  recto  produce  menos  desplazamiento  en  correccio- 
nes negativas. 

No  importa  el  tipo  de  bifocal  que  use  el  individuo 
lo  tolerará  bien  a menos  que  la  corrección 'en  ambos 
ojos  difiera  bastante.  Si  el  paciente  está  cómodo  con  el 
estilo  de  bifocal  que  él  está  usando,  éste  no  debe  cam- 
biarse. 

El  desplazamiento  del  objeto  no  causará  molestias 
a menos  que  haya  una  diferencia  mayor  de  dos  dioptrías 
entre  los  dos  ojos  que  no  sea  compensada  por  una  aniso- 
foria  existente. 

Ejemplos  de  correcciones  anisometrópicas: 

1.  0.  D.  + 1.00  Add  + 2.00  (Fig.  11) 

0.  S.  + 4.00  Add  + 2.00 

Bifocal  Kryptok  de  22  mm. 

distancia  D distancia  = 
o o 

0.8  X 1 = 0.8  Prisma  Base  Arriba 

lectura  = 

0.7  X 2 = ^_^Prismas  Base  Arriba 

Total  0.6  Prisma  Base  Abajo 

distancia  = 

0.8  X 4 = 3.2  Prismas  Base  Arriba 

Dy  lectura  = 

0.7  X 2 = _J^.4^rismas  Base  Abajo 

Total  1.8  Prismas  Base  Arriba 

Diferencia  Vertical  Inducida  = 2.4  Prismas 

Este  paciente  no  podrá  tolerar  esos  bifocales  porque 
le  producirían  diplopsia  o astenopia. 

Usando  un  bifocal  Ultex  tipo  A en  0.  S.  se  aliviarían 
sus  síntomas  (Figura  12). 

Dy  distancia  = 

0.8  X 4 = 3.2  Prismas  Base  Arriba 
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o.  D.  >1.00  ADD  >2.00 


I.  S 0.  7 K 2 s I.  4 BASE  ABAJO 
E.  P.  a 0.6  BASE  ABAJO 


QS.  U.OO  ADD  Í2.00 


l.sr  1.5  K 2 a 3.0  BASE  ABAJO 
e 0.2  BASE  ABtIBA 


DIfElfNCIA  niSMATICA  VE»TICA1  = 0.»  HI5MA 


O.D.-l  OO  Add  >2.00 


O.S.-4.00  Add  >2.00 


1.  = . ? < 2 = 1 4 «ASE  ABAJO 
= 2.2  BASE  ABAJO 


■ .=  0X2=0 

» 3.2  BASE  ABAJO 

OIEE.ENCIA  ABISMATICA  VEBTICAl  =1^  BASE  ABAJO 


Fig.  12;  Corrección  diferencia  prismática  vertical  sintomáti- 
ca usando  un  bifocal  tipo  Ultex  A en  0.  S. 


Fig.  14:  Corrección  de  la  diferencia  prismática  vertical 
sintomática  usando  un  bifocal  Kryptok  en  0.  D. 


O D.  -1  00  Add  >2.00 


O.  S.  -4.00  Add  >2.00 


I.  sOa2=0  i.  = 0X2=0 

t f »0  B base  abajo  E.r.  » 3. 2 BASE  ABAJO 

OIEEIENCIA  ABISMATICA  VEBTICAt  = 2.  4 BASE  ABAJO 


Fig.  13:  Diferencia  prismática  vertical  inducida  usando 
bifocales  de  tope  recto  en  la  siguiente  corrección:  0.  D.  -1.00 
add  +2.00  y 0.  S.  -4.00  add  +2.00. 


1.5x2 


lectura  = 


Dq  Total 


^0  ^Prismas  Base  Abajo 
0,2  Friona  Base  Arriba 


Dq  OD  = 0,6  Prisma  Base  Abajo 
Dq  os  = J^^Prisma  Base  Arriba 

0.8  Diferencia  vertical  inducida;  que  él 
puede  tolerar, 

2.  OD  -1.00  Add  + 2.00  (Fig.  13) 

OS  -4.00  Add  + 2.00 

Bifocal  de  Tope  Recto 

0.  D. 


0.8  X 1 

0x2 


Dq  distancia  = 


Dq  lectura  = 


0.8  Prisma  Base  Abajo 

ra  = 

0.0 


D^  Total  0.8  Prisma  Base  Abajo 


0.  s. 


0.8  X 4 

0x2 


D^  distancia  = 


Dq  lectura  — 


3.2  Prismas  Base  Abajo 

ra  = 

0.0 


Total  3.2  Prismas  Base  .Abajo 
Djj  OD  = 0.8  Prisma  Base  Abajo 
Dq  os  = 3.2  Prismas  Base  Abajo 

Diferencia  vertical  inducida  = 2.4  Prismas  Base  Abajo 

El  paciente  no  podrá  tolerar  esos  bifocales.  Sin 
embargo,  si  a OD  le  recetamos  un  bifocal  Kryptok 
de  tope  redondo  la  desviación  del  objeto  sería  como 
sigue:  (Figuras  14  y 15) 


D^  distancia  = 


0.8  X 1 

0.7  X 2 


Djj  lectura  = 


0.8  Prisma  Base  Abajo 
•a  = 

l_^4^Prismas  Base  Abajo 


Dq  Total  2.2  Prismas  Base  Abajo 
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o D -1,00  Add + 2.00 


Fig.  15:  Representación  diagramática  del  desplazamiento 
del  objeto  en  corrección  anisometrópica  de  0.  D.  -1.00  add 
+2.00  usando  bifocales  tope  recto  y Kryptok  y 0.  S.  -4.00 
add  +2.00  usando  bifocal  de  tope  recto. 


O.  D.- 2.00  Add  Í3.00 


O.  S.- 9.00  Add  >3.00 


l.s  o X 3 a o 

f.r.  = l.t  *A3t  A3A]0 


I.  s O X 3 s 0 

t.f.  a 7. a 3ASt  X3AJO 


OireiENCIA  flISMATICA  VHTICAL-5.A  3ASt  A3AJO 


Fig.  16:  Diferencia  prismática  vertical  inducida  usando 
bifocales  de  tope  recto  en  la  siguiente  corrección;  O.  D. 
■2.00  add  +3.00  y O.  S.  -9.00  add  +3.00. 


que  el  paciente  podría  tolerar. 

Anisometropias  hasta  de  7 dioptrías  se  pueden 
compensar  usando  un  bifocal  tipo  Ultex  A en  el  ojo 
que  presente  la  corrección  positiva  más  fuerte  o la 
corrección  negativa  más  débil  y un  segmento  de  tope 
derecho  en  el  ojo  con  la  corrección  positiva  más 
débil  o negativa  más  fuerte. 

Ejemplo: 

3.  OD  -2.00  Add  + 3.00  (Fig.  16) 

OS  -9.00  Add  + 3.00 
Bifocal  de  Tope  Recto 

OD  distancia  = 

= 1.6  Prismas  Base  Abajo 


0.8x2 

0x3 


Dq  lectura  = 


Dq  Total 


.Q:0_ 

1.6  Prismas  Base  Abajo 


OS 


0.8  X 9 


distancia  = 


7.2  Prismas  Base  Abajo 


Dq  lectura  = 


0x3  = JIO  _ 

Total  = 7.2  Prismas  Base  Abajo 


o.  D - 2.00  Add  >3.00 


O.S.-  9.00  Add  >3.00 


o.  o.  d.  =.l  X 2 s 1. 6 3ASE  A3A  JO 
.•  1.5  X 3s4.S  BASE  AtAJO 
E.P.  -6.1  BASE  ABAJO 


O.S.  d.-.BX9=7.2  BASE  ABAJO 
I.-  0X3-0 

E.P.  - 7.3  BASE  ABAJO 


DIEtlENCIA  PIISMATICA  VEBTICAl  - 1.1  BASE  ABAJO 


OD  = 2.2  Prismas  Base  Abajo 
Dq  os  = 3.2  Prismas  Base  Abajo 

Se  producirá  una  diferencia  vertical  de  1 prisma 


Fig.  17:  Corrección  de  ¡a  diferencia  prismática  vertical 
sintomática  usando  un  bifocal  tipo  Ultex  A en  0.  D. 
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OD-2.00  Add + 3.00 


OS- 9.00  Add  + 3.00 


7,  2 A BA 


° 6iAbA 


Fig.  18;  Representación  diagramática  del  desplazamiento 
del  objeto  en  corrección  anisometrópica  de  O.  D.  -2.00 
add  4'3.00  usando  bifocales  de  tope  recto  y Ultex  A y O.  S. 
•9.00  add  A'S.OO  usando  bifocal  de  tope  recto. 

SEGMENTOS  COMPENSADORES 
DE  LA  MARCA  UNIVIS 


O O O 


CD  GD 


CD  CD 

Fig.  19:  Segmentos  Compensadores 


Dq  OD  = 1.6  Prismas  Base  Abajo 
OS  = ^^J*rismas  Base  Abajo 

Diferencia  Vertical 

Inducida  5.6  Prismas  Base  Abajo 


Si  usamos  un  lente  bifocal  tipo  Ultex  A en  OD 
los  resultados  serían:  (Figuras  17  y 18) 

Djj  distancia  = 

0.8  X 2 = 1.6  Prismas  Base  Abajo 

Dq  lectura  = 

1.5  X 3 = _A^^rismas  Base  Abajo 

Dq  Total  6.1  Prismas  Base  Abajo 

Dq  OD  =6.1  Prismas  Base  Abajo 

D^  OS  “ ^.2  Prismas  Base  Abajo 

Diferencia 

Vertical 

Inducida  1.1  Prismas  Base  Abajo 

Es  recomendable  usar  un  bifocal  tipo  Ultex  A 
cuando  para  lectura  necesitamos  crear  el  máximo  efecto 
de  prisma  base  abajo,  el  bifocal  Kryptok  cuando  nece- 
sitamos un  efecto  intermedio  de  prisma  base  abajo,  el 
bifocal  de  tope  recto  cuando  no  necesitamos  crear 
efecto  prismático  alguno. 

Es  bueno  indicar  que  algunos  pacientes  pueden 
tener  síntomas  con  diferencias  verticales  tan  peque- 
ñas como  de  1/2  prisma. 

Diferencias  prismáticas  calculadas  en  anisometro- 
pias no  se  deben  compensar  automáticamente,  pues 
el  paciente  puede  tener  una  anisoforia  compensadora. 
Sólo  se  deben  compensar  cuando  el  paciente  presen- 
ta síntomas. 

Existen  otros  medios  para  compensar  diferencias 
verticales  en  anisometropias,  como  por  ejemplo: 

1.  Segmentos  compensadores  (Figura  19) 

2.  Adición  de  prismas  al  segmento  de  lectura. 

3.  Cristales  con  dos  centros  ópticos  (3)  (Figura 

20). 

Sin  embargo,  estos  medios  son  más  elaborados, 
más  costosos  y no  se  pueden  conseguir  en  todos  los 
laboratorios  ópticos. 

Anisometropia,  como  hemos  visto  en  los  ejemplos 
anteriores,  induce  desbalances  prismáticos;  pero  ya 
hemos  aprendido  a corregirlos.  También  es  una  de  las 
causas  de  aniseiconia  por  lo  cual  muchos  pacientes 
presentan  síntomas  astenópicos,  ya  que  les  ocasiona 
distorsiones  de  los  objetos  en  el  espacio. 

La  mayoría  de  las  personas  con  visión  binocular 
no  pueden  fusionar  adecuadamente  la  diferencia  en 
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TAUADO  BICENTRICO 


Fig.  20:  Tallado  Bicéntrko. 


imágenes  entre  los  dos  ojos  que  resulta  cuando  existe 
una  anisometropia  mayor  de  2.5  D.  El  grado  de  tole- 
rancia es  aún  menor  cuando  la  anisometropia  es  meridio- 
nal como  por  ejemplo  en  pacientes  con  astigmatismo 
anisóme  trópico  u bolicuo. 

En  el  tratamiento  exacto  de  la  aniseiconia,  se  usan 
limtes  iseicónicos  que  alteran  la  forma  de  las  imágenes 
retinianas  sin  cambiar  la  potencia  de  la  prescripción. 
Pero  estos  lentes  son  difíciles  de  prescribir  y muy  caros. 
También  son  difíciles  de  conseguir.  Sin  embargo, 
muchos  oftalmólogos  han  venido  usando  con  éxito 
ciertos  principios  en  la  manufactura  de  los  lentes 
ópticos  corrientes  que  mejoran  la  aniseiconia  produci- 
da por  las  correcciones  anisometrópicas. 

La  forma  y tamaño  de  las  imágenes  depende  de  la 
curvatura  de  la  superficie  anterior,  del  espesor  y de  la 
distancia  a que  se  encuentre  el  lente  del  ojo.  La  potencia 
del  lente  depende  de  la  superficie  posterior. 

Podemos  apreciar  el  efecto  en  la  magnificación  pro- 
ducida por  el  espesor  y la  superficie  anterior  del  cristal 
analizando  la  tabla  (próxima  página)  de  un  lente  plano'.(4) 

No  existe  relación  directa  entre  la  cantidad  de  anisei- 
conia y la  cantidad  de  anisometropia,  ya  que  uno  no 
puede  determinar  con  certeza  si  la  anomalía  óptica  et 
axial,  dióptrica  o una  combinación  de  ambas.  Por 
cada  dioptría  dióptrica  de  diferencia  en  los  dos  ojos 
habrá  una  diferencia  de  1.5  ^/o  en  el  tamaño  'de  las 
imágenes  y por  cada  dioptría  axial  habrá  una  diferencia 


I 2.00) 


( -•■4.001 


M X ^ **  m 0 8 % 
15 


M ~ 4X6  _ I ¿ ^ 
15 


M = ?JLSl=  1.6  * 
)S 


n.^*l.6_ 


-•-  8 0 D 


Fig.  21:  Fórmulas  para  calcular  por  ciento  de  magnifica- 
ción y corrección  de  la  diferencia  en  magnificación  inducida 
en  una  corrección  de  O.  D.  +2.00  esfera  y 0.  S.  +4.00  esfera. 


de  1 en  el  tamaño  de  las  imágenes.  Se  toma  el 
promedio  real  en  todos  los  casos  de  anisometropia,  bien 
sea  axial  o dióptrica,  como  si  por  cada  una  dioptría  de 
diferencia  resultara  1 ®/o  de  diferencia  en  el  tamaño 
de  las  imágenes. 

En  lentes  positivos  se  magnifica  el  tamaño  de  la 
imagen  si  se  aumenta  la  curvatura  de  la  superficie 
anterior,  si  se  aumenta  el  espesor  o si  se  aumenta 
la  distancia  vértice  del  cristal. 

En  lentes  negativos  se  magnifica  ligeramente  el 
tamaño  de  la  imagen  si  se  aumenta  la  curva  anterior 
del  lente  hasta  potencias  de  -2.00  D.  Sobre  dos 
dioptrías  se  magnifica  si  se  reduce  la  curva  anterior. 
También  se  magnifica  aumentando  el  espesor  del  lente 
o reduciendo  la  distancia  vértice. 


t 
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Por  Ciento  de  Magnificación  de  un  Lente  Plano 


Superficie  Anterior 
del  Lente 

1.0 

E spesor 

2.0 

del  Centro  en 
3.0 

m ni  . 

4.0 

5.0 

Plano 

3.00 

.2 

.4 

.6 

.8 

1.0 

6.00 

.4 

.8 

1.2 

1.6 

2.0 

9.00 

.6 

1.2 

1.8 

2.4 

3.0 

12.00 

.8 

1.6 

2.4 

3.2 

4.0 

15.00 

1.0 

2.0 

3.0 

4.0 

5.0 

El  ojo  que  sea  menos  hiperope  o más  miope  tendrá 
la  imagen  más  pequeña  y ésta  debe  aumentarse.  (5) 
Ejemplos: 

1.  Un  paciente  presenta  la  siguiente  corrección: 

OD  + 2.00  esfera  con  curva  anterior  de  + 6.50 

OS  + 4.00  esfera  con  curva  anterior  de  + 6.50 

Se  sospecha  una  aniseiconia  de  2 ^/o,  la  imagen 
más  pequeña  es  la  del  ojo  derecho.  Aumentando  la 
curva  anterior  del  ojo  derecho  de  + 6.50  a + 10.50  D 
produce  un  aumento  en  la  imagen  de  ese  ojo  de  1.1 
^/o  y de  6.50  a 4.50  en  el  O.  S.  produce  una  reducción 
de  la  imagen  de  0.9  *^/o.  (Tabla  I). 

2.  Un  paciente  presenta  la  siguiente  corrección: 

OD  -3.00  esfera  con  curva  frontal  de  + 6.50 

OS  -5.00  esfera  con  curva  frontal  de  + 6.50 

Se  sospeeha  una  aniseiconia  de  2 °/o,  la  imagen 
más  pequeña  es  la  del  ojo  izquierdo.  Reduciendo 
la  curvatura  de  + 6.50  a + 2.50  en  el  ojo  izquierdo 

se  produce  un  aumento  de  la  imagen  de  0.8  /o. 

Si  el  eristal  del  ojo  izquierdo  se  mueve  2 mm.  más 
cerca  del  ojo  biselando  su  borde  se  obtendrá  un 
aumento  adicional  de  1 ^/o  en  el  tamaño  de  la 
imagen.  Si  se  aumenta  la  curva  frontal  de  + 6.50 
a + 8.50  en  el  ojo  derecho  se  obtendrá  una  reducción 
de  0.2  ^/o  en  el  tamaño  de  la  imagen.  (Tablas  II  y 
Il-A). 

3.  Un  paciente  presenta  la  siguiente  corrección: 

OD  -8.00  esfera  distancia  vértice  de  14  mm. 

OS  -2.00  esfera  distancia  vértice  de  14  rnm. 


La  imagen  más  pequeña  es  la  del  ojo  derecho. 
Se  sospecha  una  aniseiconia  de  2 1/2  ®/o  a 3 ^/o 
porque  se  presume  que  la  anisometropia  del  ojo  de- 
recho es  axial.  Reduciendo  la  distancia  vértice  en 
ambos  ojos  de  14  mm.  a 10  mm.  se  produce  un  au- 
mento de  la  imagen  de  3.2  ^/o  en  el  ojo  derecho 
y de  0.8  °/o  en  el  ojo  izquierdo.  (Tabla  III) 

Aquellos  que  les  gusta  calcular  por  fórmulas  pueden 
calcular  la  magnificación  en  lentes  positivos  de  la 
siguiente  forma: 

°/o  M = e(cm)  Dj 
n 

que  podría  simplificarse  a: 


®/o  M = e(.l,  .2,  etc.  cm.)  Dj 

1.5 

‘^/o  M = e (mm)  Dj 

15 

e = Espesor  central  del  lente 
Dj=  Potencia  dióp trica  de  la  superficie  anterior  del 
lente 

n = Indice  de  refracción  del  lente 


Ejemplo: 

Si  tenemos  la  siguiente  corrección  anisometrópica: 


O.  D.  + 2.00  D 

0.  S.  + 4.00  D 
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TABLA  I 

CAMBIOS  MAGNIFICACION  CON  CAMBIOS  EN  CURVA  BASE  ANTERIOR 


Potencia 

Espesor  Centro 

-4  D 

C am  bios 

-2  D 

Curva  B ase 

+ 2 D 

A n terio r 

+ 4 D 

+ 6D 

+ 8 1) 

+8.00 

7 

-3.5 

-1.7 

+1.7 

+3.5 

+5.2 

+6.9 

+7.00 

6.2 

-3.0 

-1.5 

+1.5 

+3.0 

+4.5 

+6.0 

4^.00 

5.4 

-2.6 

-1.3 

+1.3 

+2.6 

+3.9 

+5.2 

+5.00 

4.6 

-2.2 

-1.1 

+1.1 

+2.2 

+3.3 

+4.4 

(+4.00) 

3.9 

-1.8 

(-0.9) 

-K).9 

+1.8 

+2.8 

+3.7 

+3.00 

3.2 

-1.5 

-0.7 

+0.7 

+1.5 

+2.2 

+2.9 

(+2.00) 

2.7 

-1.1 

-0.6 

+0.6 

(+1-1) 

+1.7 

+2.2 

+1.00 

2.2 

-0.8 

-0.4 

+0.4 

+0.8 

+1.2 

+1.6 

0.00 

1.8 

-0.5 

-0.2 

+0.2 

+0.5 

+0.7 

+1.0 

TABLA  II 

CAMBIOS  MAGNIFICACION  CON  CAMBIOS  EN  CURVABASE  ANTERIOR 

Potencia 

Espesor  Centro 

-4D 

C am  bios 

-2D 

C u rv  a B ase 

+ 2D 

A n terior 

+ 4D 

+ 6D 

+ 8D 

-1.00 

1.4 

-0.2 

-0.1 

+0.1 

+0.2 

+0.3 

+0.3 

-2.00 

1.0 

+0.1 

+0.1 

-0.1 

-0.1 

-0.2 

-0.3 

(-3.00) 

0.9 

+0.4 

+0.2 

(-0.2) 

-0.4 

-0.5 

-0.7 

-4.00 

0.9 

+0.6 

+0.3 

-0.3 

-0.6 

-0.8 

-1.1 

(-5.00) 

0.9 

(+0.8) 

+0.4 

-0.4 

-0.8 

-1.1 

-1.5 

-6.00 

0.9 

+1.0 

+0.5 

-0.5 

-1.0 

-1.4 

-1.9 

-7.00 

0.9 

+1.2 

+0.6 

-0.6 

-1.2 

-1.7 

-2.3 

-8.00 

0.9 

+1.4 

+0.7 

-0.7 

-1.4 

-2.0 

-2.7 

TABLA  II  A 


Potencia 

-1  mm. 

Cambio  distancia  Vértice  ■ 
-2  mm. 

■ Lente  se  Mueve  Hacia  el  Ojo 
-3  mm. 

-4  mm. 

-2D 

+0.2 

+0.4 

+0.6 

+0.8 

-4D 

+0.4 

+0.8 

+1.2 

+1.6 

(-5D) 

1 

+0.5 

(+10) 

+1.5 

+2.0 

1 
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TABLA  III 


Potencia 

-1  mm. 

Cambio  distancia  Vértice  ■ 
-2  mm. 

■ Lente  se  Mueve  Hacia  el  Ojo 
-3  nun. 

-4  mm. 

(-2D) 

+0.2 

+0.4 

+0.6 

(40.8) 

-4D 

+0.4 

-H).8 

+1.2 

+1.6 

-6D 

+0.6 

+1.2 

+1.8 

+2.4 

(-8D) 

+0.8 

+1.6 

+2.4 

(+3.2) 

-10  D 

+1.0 

+2.0 

+3.0 

+4.0 

Usando  una  curva  base  frontal  de  + 6.00  D en  ambos 
ojos  y un  espesor  en  el  centro  del  cristal  de  2 mm.  en 

O.D.  y de  4 mm.  en  O.S.,  encontramos  el  por  ciento 
de  magnificación  en  ambos  ojos  utilizando  la  fórmula 
®/o  M = e (mm)  Dj  (Fig.  21) 

15 

% M (0.  D.)  =_2_x_6_  = 0.8  ^/o 

15 

^/o  M (0.  S.)  = 4_x_6_  = 1.6  % 

15 

La  imagen  más  pequeña  es  la  del  ojo  derecho 
y debe  magnificarse.  Si  en  este  ojo  usamos  un  cristal 
de  un  espesor  central  mínimo  de  3 mm.,  encontraremos 
la  curva  frontal  necesaria  para  que  se  produzca  una 
magnificación  de  1.6  ^/o,  igual  a la  del  ojo  izquierdo, 

usando  la  fórmula  de  magnificación: 

1.6  = 3 X Dj 

15 

= 8.0D 

La  curva  frontal  del  cristal  del  ojo  derecho  debe  ser 
de  8D  para  que  se  produzca  una  imagen  igual  en  ambos 
ojos. 

Si  uno  pudiera  mantener  en  los  cristales  anisometró- 
picos  recetados  para  los  dos  ojos,  una  curva  base  esférica 
anterior,  un  espesor  central  y una  distancia  vértice  igual. 


habría  más  o menos  la  misma  magnificación  en  ambos 
ojos. 

Ejemplo: 

Corrección  0.  D.  + 2.00  D 
0.  S.  + 4.00  D 

Usando  una  curva  base  anterior  de  + 6.00  D y un 
espesor  central  de  3 mm.  en  los  cristales  de  ambos  ojos 
encontramos  que  el  por  ciento  de  magnificación  de  la 
imagen  será  igual  en  ambos  ojos. 

% M = e (mm)  Dj  =3x6  =1.2  ^/o 

15  ~ 15 

Sampson,  por  lo  tanto,  hace  las  siguientes  recomen- 
daciones prácticas  (6). 

1.  Recete  todos  los  cilindros  como  negativos  e indi- 
que curvas  bases  anteriores  iguales. 

2.  En  pacientes  con  astigmatismo  anisometrópico 
fuerte  que  siguen  con  síntomas  después  de  (1), 
aumente  la  curva  anterior  del  ojo  positivo  menor 
o reduzca  la  del  ojo  negativo  mayor  en  dos  a tres 
veces  la  del  ojo  opuesto. 

3.  Indique  que  el  espesor  central  del  lente  cuya  úna- 
gen  tiene  que  aumentarse  que  sea  por  lo  menos 
igual  o mayor  que  el  del  lente  opuesto. 

Ejemplo: 

OD  + 4.00  - 4.50  X lio 
OS  + 1.00  - 1.50  X 60 

Se  corrigió: 
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1.  Usando  cilindros  negativos 

2.  Curva  Base  Anterior  OD  + 4.50  D 

OS  + 10.50  D 


Resumen 

Se  presentan  en  detalle  los  principios  ópticos  re- 
lacionados con  la  distancia  interpupilar,  los  centros 
ópticos  de  los  diferentes  cristales,  los  efectos  pris- 
máticos de  los  bifocales,  los  desplazamientos  prismá- 
ticos desiguales  inducidos  en  correcciones  anisome- 
trópicas  y la  aniseiconia  producida  por  la  anisome- 
tropia. Se  dan  ejemplos  y soluciones  practicas,  es- 
pecialmente, para  casos  difíciles. 
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EL  SINDROME  DE  LA  ESPALDA 
RECTA  EN  PEDIATRIA 


Jorge  Sánchez,  M.  D. 
Joaquín  Mendoza,  M.  D. 
Mercedes  Vega  Vidal,  M.  D. 
Amalia  Martínez  Picó,  M.  D. 


Es  conocida  la  repercusión  de  las  defonnidades 
torácicas  como  el  pectus  excavatuin  (1),  la  es- 
coliosis y la  cifosis,  sobre  el  corazón  y los  grandes 
vasos.  Existe  otra  menos  frecuente  y más  difícil 
de  diagnosticar  que  es  el  síndrome  de  la  espalda 
recta.  Este  síndrome  originalmente  descrito  en  1960 
(2)  consiste  en  la  ausencia  de  la  curvatura  dorsal 
normal,  lo  que  ocasiona  una  disminución  del  diámetro 
antero-posterior  del  tórax  provocando  una  compresión 
y desplazamiento  de  las  estructuras  cardíacas.  Estas 
alteraciones  dan  lugar  a manifestaciones  que  simulan 
enfennedad  cardíaca  orgánica  como  lo  ilustra  el  caso 
descrito  a continuación,  el  cual  fue  seguido  por  un 
largo  período  de  tiempo  con  el  diagnóstico  de  una 
cardiopatía  congénita.  El  propósito  de  este  reporte 
es  también  discutir  los  aspectos  clínicos  y de  laborato- 
rio para  el  diagnóstico  de  esta  entidad. 

Reporte  del  Caso 

L.  A.  - Paciente  de  12  años  de  edad,  del  sexo  femenino 
que  se  presenta  con  un  soplo  cardíaco  descubierto  a la  edad 
de  2 años.  Aunque  se  ha  mantenido  asintomática,  la  presencia 
del  soplo  le  ha  causado  ansiedad  a la  paciente  y a la  familia, 
así  como  restricción  voluntaria  del  ejercicio.  Durante  el 
seguimiento  que  comprende  varios  años  sus  hallazgos  han 


De  la  Sección  de  Cardiología  Pediátrica,  Departamento 
de  Pediatría,  Hospital  Universitario,  San  Juan. 


permanecido  estables.  Algunos  diagnósticos  que  se  han  sos- 
pechado durante  sus  visitas  a la  Ch'nica  de  Cardiología  Pediá- 
trica del  Hospital  Universitario  comprenden:  estenosis  pul- 
monar leve,  soplo  funcional  y recientemente  comunicación 
interatrial.  Con  el  objeto  de  precisar  el  diagnóstico  se  le 
sometió  a un  cateterismo  cardíaco  en  noviembre  de  1973. 

Al  examen  físico  se  observó  una  niña  bien  desarrollada, 
acianótica,  con  un  peso  de  32  Kg.,  frecuencia  cardíaca  de 
72  por  minuto,  respiraciones  de  18  por  minuto  y presión 
arterial  de  100/60  mm  Hg. 

Los  hallazgos  positivos  se  encontraban  en  el  tórax  que  mos- 
traba una  dianinución  del  diámetro  antero-posterior  debido 
a una  pérdida  de  la  cifosis  dorsal  normal;  la  inspiración  au- 
mentaba moderadamente  el  diámetro  torácico,  siendo  la  ex- 
cursión respiratoria  costal  normal.  No  existían  deformidades 
anteriores  del  tórax.  El  punto  de  máximo  impulso  estaba 
localizado  en  el  5to.  espacio  intercostal  de  la  h'nea  medio- 
clavicular  izquierda  indicando  cardiomegalia  ligera,  no  se  pal- 
paba frémito.  El  primer  sonido  estaba  aumentando  en  intensi- 
dad, el  segundo  sonido  presentaba  un  desdoblamiento  de 
0.06  segundos,  mínima  variación  respiratoria  con  intensidad 
ligeramente  aumentada  del  componente  pulmonar.  En  el  apex 
había  un  tercer  sonido  de  intensidad  normal  y en  el  2do.  es- 
pacio intercostal  izquierdo  un  soplo  suave  grado  2/6  eyectivo 
sistólico  que  disminuía  hasta  casi  desaparecer  durante  la  ins- 
piración forzada,  acentuándose  en  la  expiración.  El  fono- 
cardiograma  (Figura  1)  corroboraba  los  hallazgos  ausculta- 
torios. 

La  radiografía  de  tórax  (Figura  2)  con  bario  demuestra 
un  corazón  de  tamaño  normal;  prominencia  de  la  arteria 
pulmonar  y vascularidad  normal;  en  la  vista  lateral  el  diámetro 
antero-posterior  está  disminuido  comprimiendo  el  corazón 
debido  a la  ausencia  de  cifosis  dorsal.  El  diámetro  trans- 
torácico constituía  un  35  por  ciento  del  diámetro  transversal 
de  la  proyección  anteroposterior.  El  electrocardiograma  (Fi- 
gura 3)  presenta  un  eje  desviado  a la  derecha. 

El  cateterismo  cardíaco  reveló  oximetrías  normales;  la 
curva  de  la  presión  diastólica  temprana  en  el  trazado  ventri- 
cular derecho  muestra  una  hendidura  profunda  (Figura  4). 
El  angiocardiograma  fiie  normal  excepto  por  un  ligero  des- 


200 


BoL  Asoc.  Méd.  P.  Rico 
Julio  1975 


Síndrome  de  la  Espalda  Recta  en  Pediatría 


201 


FONOCARDIOGRAMA 
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jra  1-A:  Fonocardiograma  obtenido  en  foco  pulmonar 
demostrando  un  soplo  sistólico  de  poca  intensidad  y desdobla- 
miento de  0.05  segundos  en  el  segundo  sonido  durante  la  ins- 
piración. 


Figura  1-B:  Fonocardiograma  en  el  mismo  foco  demostran- 
do un  soplo  sistólico  más  acentuado,  componente  tricúspideo 
del  primer  sonido  aumentado  y desdoblamiento  de  0.05  segun- 
dos. El  segundo  sonido  presenta  un  desdoblamiento  de  0.0b 
segundos. 


plazamiento  de  la  arteria  pulmonar  hacia  la  izquierda  que  ya 
apreciaba  en  la  radiografía  de  tórax.  Las  pruebas  de  función 
pulmonar  fueron  normales. 


Discusión 

Desde  que  Rawlings  (2)  describió  esta  malforma- 
ción congenita  de  la  columna  vertebral,  caracterizada 


por  la  ausencia  de  la  curvatura  dorsal  nonnal,  se  han 
reportado  según  Pérez  Treviño  (3)  aproximadamente 
64  casos.  El  presente  reporte  da  cuenta  del  primer 
caso  descrito  en  Puerto  Rico  y constitute  el  caso  65 
de  la  literatura.  Las  manifestaciones  clínicas  y hemo- 
dinámicas  en  este  síndrome  son  causadas  por  la  dis- 
minución del  espacio  que  ocupa  el  corazón  y los  gran- 
des vasos  entre  el  esternón  por  delante  y la  columna 
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Figura  2-A:  Radiografía  anteroposterior  del  tórax  en  la 
cual  se  aprecia  un  corazón  de  tamaño  normal,  arteria  pulmonar 
prominente  y vascularidad  normal 


vertebral  por  detrás.  Estas  estructuras  duras  comprimen 
las  cámaras  cardíacas,  las  cuales  se  desplazan  hacia  el 
hemitórax  izquierdo  para  liberarse  de  esta  compresión. 
Aunque  el  grado  de  compresión  y de  desplazamiento 
son  variables,  las  manifestaciones  que  son  consecuencia 
de  estas  tienen  ciertas  características  que  penniten 
agruparlas  bajo  una  entidad  clínica  relativamente  bien 
definida. 

El  cuadro  de  presentación  se  reduce  generalmente 
a la  presencia  de  un  soplo,  del  cual  está  consciente  el 
paciente,  lo  cual  le  causa  ansiedad  y restricción  volunta- 
ria del  ejercicio.  En  otros  casos  tiene  otras  consecuen- 
cias tales  como  lo  ocurrido  en  un  paciente  a quien  se  le 
rechazó  un  seguro  de  vida  y otro  que  padecía  de  franca 
neurosis  cardíaca  (2,  4).  La  razón  de  referimiento  en 
estas  personas  para  una  evaluación  cardiovascular  es 
usualmente  el  descubrimiento  de  un  soplo. 


Figura  2-B;  Radiografía  lateral  indicando  disminución  del 
diámetro  anteroposterior  y compresión  cardíaca,  debidas  a la 
ausencia  de  cifosis  normal 


En  el  examen  físico  la  inspección  y la  palpación 
de  la  columna  dorsal  descubren  la  anomalía  torácica. 
Esta  es  muy  fácil  de  pasar  desapercibida  por  las  siguien- 
tes razones:  1.  no  causa  deformación  estética  aprecia- 
ble, 2.  generalmente  se  inspecciona  al  paciente  acostado 
y 3.  es  una  entidad  descrita  recientemente  y menos 
conocida  que  otras  deformidades  del  tórax.  Además 
de  notarse  la  ausencia  de  la  curvatura  dorsal  se  puede 
también  apreciar  la  reducción  del  diámetro  antero- 
posterior del  tórax.  El  punto  de  impulso  máximo 
puede  estar  desplazado  hacia  la  izquierda  implicando 
agrandamiento  cardíaco. 

La  auscultación  brinda  hallazgos  muy  importantes 
tales  como:  aumento  en  la  intensidad  del  componente 
tricúspideo  del  primer  sonido  con  desdoblamiento  ma- 
yor al  nonnal  (5,  6).  El  segundo  sonido  puede  tener 
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CATETERISMO  CARDIACO 
PRESION  VENTRICULO  DERECHO 


Figura  3:  Electrocardiograma  con  un  eje  desviado  a la 
derecha. 


Figura  4:  Trazado  ventricular  derecho  demostrando  pre- 
sión diastólica  inicial  profunda. 


un  componente  pulmonar  aumentado,  con  desdobla- 
miento amplio  y poca  variación  respiratoria.  Esta 
última  característica  aparentemente  debido  a la  dismi- 
nución de  la  elasticidad  diastólica  del  ventrículo  dere- 
cho causado  por  la  compresión.  Los  soplos  mayor- 
mente son  sistólicos,  cortos,  suaves  y audibles  en  el  foco 
pulmonar.  La  característica  más  importante  según 
nuestra  opinión  es  que  la  intensidad  del  soplo  aumenta 
notablemente  con  la  expiración  (Figura  lA  y B)  y la 
compresión  manual  del  tórax  y disminuye  hasta  casi 
desaparecer  con  la  inspiración  profunda.  En  algunos 
casos  se  han  descrito  soplos  sistólicos  hasta  de  grado 


4/6  acompañados  de  frémito  cuando  la  compresión 
es  más  severa  que  obstruye  y/o  distorsiona  el  tracto 
de  salida  del  ventrículo  derecho  ocasionando  turbulen- 
cia en  la  corriente  sanguínea.  También  se  ban  encontra- 
do soplos  diastólicos  tempranos  atribuidos  a insuficien- 
cia de  las  válvulas  semilunares  que  por  la  distorsión 
se  hacen  insuficientes  (7,  8,  9).  La  fonocardiografía 
corrobora  estos  hallazgos  auscultatorios  con  bastante 
precisión,  (Figura  1)  en  la  mayor  parte  de  los  casos. 

En  la  radiografía  anteroposterior  del  tórax  se  puede 
ver  que  existe  un  desplazamiento  del  corazón  hacia  la 
izquierda  (que  a la  palpación  daba  la  falsa  impresión 
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de  cardiomegalía).  Además  la  arteria  pulmonar  principal 
aparece  prominente  debido  al  desplazamiento  de  estas 
estructuras.  La  vascularidad  pulmonar  es  normal  (3) 
ya  que  no  existen  cortocircuitos  de  izquierda  a derecha 
u obstrucciones  en  la  circulación  venosa,  que  puedan 
darnos  este  cuadro;  este  hallazgo  es  importante  para 
descartar  la  comunicación  interatrial  que  puede  presen- 
tarse con  las  mismas  manifestaciones  auscultatorias 
que  el  síndrome  de  la  espalda  recta. 

La  imagen  radiográfica  lateral  muestra  la  ausencia 
de  la  curvatura  dorsal,  la  disminución  del  diámetro 
anteroposterior  y un  corazón  comprimido.  De  León 
(5)  indica  que  en  todos  sus  casos  la  relación  entre  el 
diámetro  transtorácico  y el  diámetro  torácico  transverso 
fue  menor  de  40  por  ciento  que  se  considera  el  límite 
nonnal.  El  caso  nuestro  tiene  esta  relación  disminuida 
(Figura  2A  y B). 

El  trazado  electrocardiográfico  que  puede  presentarse 
es  el  de  un  eje  de  QRS  vertical  o semivertical,  en  el  plano 
frontal,  desviado  a la  derecha.  No  hay  hipertrofia  de 
cavidades  y un  patrón  de  rsr’  en  las  derivaciones  precor- 
diales derechas  (3)  (Figura  3).  Los  hallazgos  de  catete- 
rismo cardíaco  y angiografía  descritos  en  la  literatura 
(7,  8,  9,  10,  11)  comprenden:  elevación  en  la  presión 
del  atrio  derecho,  caída  brusca  de  la  presión  diastólica 
temprana  de  ventrículo  derecho  (presente  en  nuestro 
caso.  Figura  4)  y gradientes  leves  entre  ventrículo  dere- 
cho y arteria  pulmonar.  Tajnbién  hay  casos  con  gradien- 
tes entre  la  arteria  pulmonar  y la  rama  derecha.  Sin 
embargo  de  que  en  unos  pocos  el  débito  cardíaco 
no  subió  adecuadamente  con  el  ejercicio  éste  es  normal 
en  la  mayoría  de  los  pacientes. 

El  angiocardiograma  con  inyección  en  el  ventrículo 
derecho  comprueba  el  hallazgo  radiológico  de  desplaza- 
miento del  corazón  hacia  el  hemitórax  izquierdo  en 
la  proyección  anteroposterior.  En  la  vista  lateral 
se  observa  la  compresión  de  las  estructuras  cardíacas, 
usualmente  el  ventrículo  derecho  y/o  la  arteria  pul- 
monar. Hay  un  caso  reportado  con  compresión  en 
la  vena  pulmonar  causando  obstrucciém  venosa  (9). 
Los  efectos  causados  por  este  síndrome  se  han  limita- 
do en  la  mayoría  de  los  casos  al  aparato  cardiovascular, 
sin  embargo  se  ha  reportado  en  unos  pocos  alteraciones 
en  las  pruebas  de  la  función  respiratoria  (5)  tales 
como  disminución  de  la  capacidad  vital  y la  capacidad 
total  pulmonar. 

Antes  de  entrar  en  el  diagnóstico  diferencial  quere- 


mos mencionar  que  no  todas  las  manifestaciones  clí- 
nicas y de  laboratorio  descritas  se  presentan  en  todos 
los  pacientes  y que  la  forma  en  que  se  presentan  está 
en  relación  directa  con  la  severidad  de  los  trastornos 
hemodinámicos  producidos  por  la  compresión.  Tam- 
bién queremos  aclarar  que  existe  un  grupo  de  pacientes 
con  el  síndrome  de  la  espalda  recta  asociado  a cardio- 
patía  orgánica  (12)  que  se  manifiestan  clínicamente 
en  forma  diferente  y que  no  es  el  propósito  de  este 
artículo  comentar  sobre  ellos. 

El  diagnóstico  diferencial  incluye  en  primer  lugar 
la  comunicación  interatrial,  que  auscultatoria  y electro- 
cardiográficamente  puede  manifestarse  exactamente  co- 
mo el  síndrome  de  la  espalda  recta.  Los  hallazgos 
a favor  de  una  comunicación  interatrial  además  de  una 
columna  dorsal  normal  son  los  siguientes:  el  punto  de 
impulso  máximo  no  está  desplazado  hacia  la  izquierda, 
a la  palpación  hay  hiperactividad  diastólica  de  ventrículo 
derecho,  el  soplo  no  aumenta  en  la  expiración  y en  la 
radiografía  torácica  hay  aumento  de  la  vascularidad 
pulmonar  y no  hay  desplazamiento  cardíaco.  En  adi- 
ción a la  comunicación  interauricular  se  deben  conside- 
rar en  el  diagnóstico  diferencial  la  estenosis  pulmonar 
leve,  la  dilatación  idiopática  de  la  arteria  pulmonar  y 
el  soplo  funcional  que  se  oye  en  el  foco  pulmonar  (6). 

El  propósito  del  presente  reporte  es  el  de  hacer  con- 
ciencia de  la  existencia  del  síndrome  de  la  espalda  recta 
simulando  una  cardiopatía  orgánica,  además  el  de  des- 
cribir sus  manifestaciones  para  un  adecuado  diagnóstico 
con  los  consiguientes  beneficios  tanto  para  el  médico 
como  para  el  paciente. 


Resumen 

Se  reporta  el  primer  caso  pediátrico  en  la  literatura 
médica  puertorriqueña  con  el  síndrome  de  la  espalda 
recta  simulando  cardiopatía  congénita.  Se  describen 
las  manifestaciones  clínicas  y de  laboratorio  con  que  se 
presenta  esta  paciente.  También  se  discuten  los  aspec- 
tos más  importantes  de  la  literatura  con  el  propósito 
de  ayudar  en  el  diagnóstico  preciso  de  esta  entidad  y 
de  conocerlo  como  un  síndrome  actualmente  bien 
definido. 
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Summary 

The  first  pediatric  case  with  straight  back  syndrome 
simulating  congenital  heart  disease  is  reported  in  the 
medical  literature  in  Puerto  Rico.  The  patient's  clinical 
and  laboratory  manifestations  are  described.  The  per- 
tinent literature  is  analized  as  it  aids  in  the  diagnosis 
of  this  entity  actually  recognized  as  a well  defined 
syndrome. 
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terilization  for  limitation  of  family  unit  has  be- 
come  increasingly  popular  among  women  once 
they  reach  the  desired  number  of  children  (3,  5). 
Recent  social  and  personal  trends  have  made  this  me- 
thod of  contraception  even  more  acceptable.  One  of 
the  reasons  it  has  gained  so  many  adepts,  is  the  fact 
that  it  does  not  require  continuous  motivation,  but 
just  one  initial  effort  and  the  step  once  taken  affords 
pennanent  protection,  in  Puerto  Rico  where  maleness 
(machismo)  is  so  prevalent,  women  have  carried  the 
burden  and  responsibility  of  family  planning  for  years. 
Vázquez  Calzada  (6)  in  1968  reported  that  close  to 
34.1  percent  of  Puerto  Rico  women  between  15  and 
49  years  of  age  have  undergone  a sterilization  procedure 
showing  how  popular  this  method  of  family  planning 
is  in  the  island.  This  fact  has  prompted  many  critics 
to  denounce  honest  efforts  by  our  Department  of  Health 
to  provide  this  service  to  our  low  income  population. 
Although  Dr.  Vázquez  Calzada  showed  that  roughly 
one  third  of  women  in  Puerto  Rico  in  this  age  range, 
were  sterile,  his  study  did  not  specify  what  socio- 
economic level  they  proceeded  from;  however,  40 
percent  of  all  the  sterilization  of  his  sample  were  do- 
ne at  public  hospitals,  insinuating  that  the  remainder 
were  done  at  private  hospitals  and  so  belonged  to  a 
middle  or  high  socio-economic  strata.  Furthermore, 
that  study  failed  to  enumerate  the  reasons  for  the 


From  the  Department  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Puerto  Rico  School  of  Medicine. 


Sterilization  procedure  and  some  of  them  might  have 
undergone  the  sterilizing  operation  for  medical  reasons 
primarily  and  were  sterilized  as  a consequence.  Be  it 
as  it  may,  if  one  third  of  all  women  arc  sterile  we  must 
be  dealing  with  a very  prolific  other  two-third  that  is 
quite  active,  since  our  birth  rate  is  still  very  high. 

With  this  background  a group  of  medical  students 
and  tlie  author  devised  a study  with  the  following 
objectives: 

1.  To  find  out  what  percentage  of  our  pregnant 
patients  desire  sterilization. 

2.  To  try  to  find  out  what  are  the  true  motives 
in  these  women  for  desiring  sterilization. 

3.  To  try  to  establish  the  relation  between  income, 
educational  level,  parity  and  age  with  the  desire 
for  the  procedure. 

4.  To  determine  how  many  of  the  total  group  wan- 
ted to  be  sterilized  before  this  pregnancy,  did  not 
succeed  and  why  not. 

5.  To  relate  the  percentage  of  unplanned  pregnancies 
with  the  desire  for  sterilization. 

6.  To  find  out  what  facilities  are  offered  to  those 
seeking  family  planning  and  how  effective  they 
are. 

Materials  and  Methods 

The  sample  group  was  from  the  Matemo-Infantile  Project 
Prenatal  Clinic  of  the  Medical  Center  of  Puerto  Rico.  The 
total  group  was  composed  of  260  pregnant  women  at  different 
gestational  stages  attending  these  clinics,  many  of  them  with 
complications.  A series  of  questions  were  asked  by  a group  of 
senior  medical  students  following  a questionnaire  previously 
prepared  (Appendix).  The  m^ority  of  this  group  of  patients 
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APPENDIX 

QUESTIONNAIRE:  DESIRABILITY  FOR  STERILIZATION 


Initials 

Age 

G P 

Ab  Living  C/S 

Premature 

Income 

Education 

Present  Pregnancy: 

Desired:  No 

Yes 

Sterilization: 

Desired:  No 

Yes 

a) 

When 

1.  Previously 

2.  Now  (after  this  pregnancy) 

3.  In  the  future 

b) 

Sought  before: 

Unable  to  obtain  it  previously,  why  not? 

1.  Service  not  available 

2.  Inadequate  orientation 

3.  Lack  of  funds 

c) 

Reason  for  desiring  sterilization  now  or/and  previously: 

1.  Medical  Reasons 

2.  Economical  Reasons 

3.  Family  Reasons 

d) 

Why  sterilization  is  not  desired: 

1.  Wants  to  have  more  children 

2.  Lack  of  orientation 

3.  Family  reasons 

4.  Religious  reasons 

had  the  following  characteristics:  age  between  20  and  29 
years,  39  percent  were  multigravida,  education  level  between 
10-12th  years,  and  economic  level  of  $3,000  to  $6,000. 
(Graphs  1 to  IV) 

Of  the  total  sample,  62  percent  desired  sterilization;  47 


percent  of  those  who  desired  it  did  so  for  “medical”  reasons, 
38  percent  for  economic  reasons  and  16  percent  for  personal 
ones.  (See  Graphs  V and  VI).  Of  the  group  that  did  not 
want  sterilization  (38  percent)  the  reasons  for  not  desiring 
it  were;  the  desire  for  more  children  (60  percent),  lack  of 
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AGE  OF  THE  TOTAL  SAMPLE 


GRAPH  I 


DISTRIBUTION  OF  PARITY  OF  THE  TOTAL  SAMPLE 
GRAPH  11 


vldo 

Rority 


orientation  (15  percent),  family  reasons  (13  percent)  and 
religious  beliefs  (12  percent).  (Graphs  V and  VII) 

The  correlation  with  economic  status  showed  that  the 
group  with  the  highest  income  ($9,000  - $ 12,000/year)  de- 
sired sterilization  the  most  (75  percent)  while  the  group  with 
a scholarity  between  first  and  sixth  grade  level,  wanted  the 
procedure  in  the  highest  percentage:  76  percent.  (Tables  I 
and  II) 


Antonio  M órale s-Pereira,  M.  D. 
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DISTRIBUTION  OF  SCHOLARITY  OF  THE  TOTAL  SAMPLE 


GRAPH  III 


level 


DISTRIBUTION  OF  ANNUAL  INCOME  OF  THE  TOTAL  SAMPLE 
GRAPH  IV 


Annuo  I Income 


Among  multigravidas  (gravida  II  to  gravida  IV)  86  per- 
cent preferred  the  procedure,  more  so  than  grand -multípara 
(80  percent).  Even  among  primigrávidas  the  desire  was  8 
percent  (Table  III). 

When  tabulated  by  age,  the  group  30-39  years  of  age 
expressed  willingness  to  be  sterilized  in  80  percent  of  the 
instances.  Except  for  the  younger  group,  all  age  groups 
desired  sterilization  in  quite  a significant  percentage  (Table  IV). 
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TABLE  I 

DESIRE  FOR  STERILIZATION  ACCORDING  TO  ANNUAL  INCOME 


Annual  Income 

Yes 

No 

Unemployed 

59.61  percent 

40.39  percent 

$1,000 

$3,000 

65.62  percent 

34.38  percent 

$3,000 

$6,000 

58.38  percent 

41.62  percent 

$6,001 

$9,000 

70.60  percent 

29.40  percent 

$9,001 

12,000 

75.00  percent 

25.00  percent 

TABLE  II 

DESIRE  FOR  STERILIZATION  ACCORDING  TO  EDUCATION 

Education  Y es 

No 

Nothing 

66.00  percent 

34.00  percent 

1st 

6 

75.86  percent 

24.14  percent 

7 

9 

62.16  percent 

37.84  percent 

10 

12 

57.57  percent 

42.43  percent 

University 

39.13  percent 

60.87  percent 

GRAPH  SHOWING  THE  PERCENTAGE  OF  WOMEN 
INTERVIEWED  THAT  DESIRE  STERILIZATION  AND  THOSE 
WHO  DO  NOT 


GRAPH  SHOWING  THE  REASONS  FOR  THE 
DESIRE  FOR  STERILIZATION 
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TABLE  III 

DESIRE  FOR  STERILIZATION  ACCORDING  TO  PARITY 


Parity 


Yes 


No 


Primigrávida 
Segundigravida 
Multigravida 
Gran  Multípara 


8.47  percent 

64.00  percent 
86.27  percent 

80.00  percent 


91.53  percent 

36.00  percent 
13.73  percent 

20.00  percent 


TABLE  IV 

DESIRE  FOR  STERILIZATION  ACCORDING  TO  AGE  GROUP 


Age 

Yes 

No 

15 

19 

28.81  percent 

71.19  percent 

20 

- 

29 

69.54  percent 

30.46  percent 

30 

- 

39 

79.90  percent 

20.10  percent 

40 

- 

49 

66.00  percent 

34.00  percent 

GRAPH  SHOWING  THE  REASONS  FOR 
NOT  DESIRING  STERILIZATION 
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Graph  VII 
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Twenty-five  percent  of  the  pregnancies  were  unplamied  and 
of  this  group  47  percent  desired  sterilization  after  the  present 
pregnancy,  while  30  percent  wanted  the  procedure  before 
this  pregnancy  and  9 percent  would  want  it  in  the  future 
(Graphs  Vill  and  IX). 

Among  those  patients  that  wanted  sterilization  prior  to  this 
pregnancy  and  did  not  obtain  it,  39  percent  claimed  the  service 
was  not  readily  available,  31  percent  did  not  receive  proper 
orientation  and  31  percent  did  not  have  enough  money  to  go  to 
a private  doctor  (Graph  X). 


Comments 

From  the  analysis  of  the  results  of  this  study  it  can 
be  seen  that  the  findings  of  Vázquez  Calzada  should  not 
be  surprising  since  the  desire  for  sterilization  is  very 
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GRAPH  SHOWING  THE  PERCENTAGE 
OF  UNPLANNED  PREGNANCIES  OF  THE  TOTAL  SAMPLE 


GRAPH  SHOWING  THE  REASONS  WHY  THE 
PATIENTS  WERE  NOT  STERILIZED  PRIOR  TO  THIS  PREGNANCY 


GRAPH  VIII 


GRAPH  X 
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high  among  our  population.  It  can  be  claimed  that  this 
desire  is  high  in  this  particular  sample  of  women  because 
of  medical  complications  associated  with  their  pregnan- 
cies. This  may  be  so,  but  even  the  group  that  stated 
the  reasons  as  not  medical  showed  a high  percentage 
of  willingness  to  be  sterilized  (55  percent)  and  among 
those  quoting  “medical”  reasons  the  medical  complica- 
tions they  claimed  were  relatively  minor  when  reviewing 
their  records  (Graph  VI).  This  willingness  for  the  proce- 
dure appears  to  be  bom  out  of  the  fact  that  sterilization 
requires  no  motivation  once  it  is  performed,  and  from 
the  permanent  security  it  affords  the  couple. 

The  group  of  women  with  the  highest  income  showed 
the  highest  desire  for  sterilization  however  the  group 
with  the  highest  educational  level  did  not  show  the  same 
eagerness  for  the  procedure.  This  may  be  explained  per- 
haps in  the  fact  that  the  better  educated  women  may 
use  temporary  methods  of  contraception  with  more 
confidence  and  effectiveness.  The  difference  in  willing- 
ness among  the  income  groups  is  not  significant  how- 
ever. 

Of  the  patients  with  unplanned  pregnancies  that 
sought  sterilization  prior  to  tlie  present  pregnancy. 
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Üie  main  reason  for  not  obtaining  it  was  given  as  the 
non-avaiiability  of  the  service.  This  is  not  surprising 
since  we  have  a waiting  list  at  the  University  Hospital 
of  approximately  1,000  patients  who  desire  to  be 
electively  sterilized.  This  points  to  the  bare  necessity 
of  establishing  an  effective  program  not  only  at  this 
Hospital  but  island-wide.  From  the  economic  point 
of  view  it  has  been  estimated  by  Jaffe  (4)  that  for 
every  dollar  spent  in  family  planning  programs  in  U.  S. 
two  dollars  are  saved  per  year  because  of  the  averted 
births.  The  U.  S.  government  spent  174  million  dollars 
between  1966  and  1971  and  during  this  period  between 
614,000  and  874,000  births  were  averted.  From  these 
averted  births  the  government  saved  between  368  and 
524  millions  dollars,  a saving  of  between  11.80  and 
*2.50  for  every  dollar  spent. 

Of  interest  is  the  fact  that  of  the  patients  not 
desiring  sterilization  only  12  percent  metnioned  reli- 
gious beliefs  as  the  main  reason.  This  is  in  accord 
with  recent  findings  by  our  Department  of  Health 
studies  (1). 

From  the  data,  it  is  known  that  the  facilities 
at  present  available  offering  sterilization  procedures 
to  our  indigent  population  are  not  sufficient.  We 
cannot  expect  to  apply  our  findings  to  all  island 
women  in  the  reproductive  age,  but  assuming  that 
of  the  60  percent  that  desire  sterilization  while  ste- 
rilization while  pregnant  half  do  so  becuase  of  medical 
reasons,  we  still  will  be  left  with  a 30  percent  that 
do  desire  the  procedure.  At  the  University  District 
Hospital  where  we  delivered  6,752  women  in  fiscal 
year  1973-74  (2),  we  only  performed  558  sterilization 
procedures,  mainly  for  medical  or  obstetrics  reasons. 
This  figure  is  only  about  8 percent  of  the  total  deli- 
veries. What  happened  to  the  rest  of  the  patients  that 
desired  sterilization?  They  are  probably  reproducing 
themselves  again  and  will  be  back  next  year  or  tbe  year 
after  until  they  develop  some  serious  complications 
that  would  warrant  a sterilization  procedure.  If  they 
do  not  die  from  such  complications,  they  will  keep 
the  birth  rate  way  ahead  of  the  mortality  rate,  making 
sure  we  reach  the  5 to  7 millions  population  that  is 
projected  for  the  year  2,000  in  Puerto  Rico. 

Summary  and  Conclusions 

In  a sample  group  of  260  pregnant  patients  from 


our  clinics  of  the  Maternal  Infant  Care  Project  in 
Puerto  Rico  Medical  Center  desire  for  sterilization 
showed  the  following  findings: 

1.  The  over-all  desire  for  sterilization  is  around 
62  percent  of  the  total  sample,  even  if  we 
accept  medical  reasons,  for  this  desire,  we  still 
have  a group  of  30  percent  of  pregnant  women 
that  desired  the  procedure. 

2.  In  the  group  that  did  not  desire  sterilization, 
the  reasons  were:  wanted  more  children,  60  per- 
cent, lack  of  orientation,  15  percent,  family 
reasons,  13  percent  and  religious  beliefs,  12  per- 
cent. 

3.  The  group  with  the  highest  income  (*9-*  12,000/ 
year)  showed  that  75  percent  wanted  to  be  steri- 
lized. 

4.  When  grouped  according  to  scholarity  the  1-6 
years  group  showed  the  highest  wish  for  steriliza- 
tion, but  there  was  no  significant  difference  among 
them. 

5.  Multigravidas  (gravida  II-IV)  preferred  the  proce- 
dure in  86  percent  of  the  cases. 

6.  When  tabulated  by  age  the  30-39  years  old  group 
showed  preference  for  sterilization  in  80  percent 
of  the  instances. 

7.  Twenty  five  percent  of  the  pregnancies  were  un- 
planned, and  among  this  group  the  desire  for 
sterilization  after  tlie  present  pregnancy  was  47 
percent. 

8.  Among  patients  that  desired  sterilization  prior 
to  the  present  gestation  and  did  not  obtain  it, 
39  percent  of  them  claimed  the  service  was  not 
readily  available,  31  percent  did  not  receive  ade- 
quate orientation  and  31  percent  quoted  econo- 
mic reasons  for  not  obtaining  the  procedure. 

9.  The  desire  for  sterilization  among  our  clinic 
patients  is  quite  great  and  this  explains  the 
findings  of  a previous  study.  Furthermore  the 
present  facMities  performing  this  form  of  contra- 
ception are  not  adequate  and  should  be  improved 
at  least  in  the  University  District  Hospital.  The 
reasons  for  improving  this  type  of  service  are  ob- 
vious and  behooves  all  of  us  to  participate  in 
solving  the  population  growth  problem. 
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EDITORIAL 


INFORME  DE  CONGRESO 

AMERICAN  SOCIETY  OF  TRANSPLANT  SURGEONS 


El  siguiente  bosquejo  relata  los  puntos  principales  discutidos  en  el  primer  congreso  nacional  anual 
del  American  Society  of  Transplant  Surgeons  que  se  ¡levó  a cabo  el  día  23  de  mayo  de  1975  en  Chica- 
go, Illinois.  Se  discutieron  24  presentaciones  relacionadas  con  temas  inmunológicos  y técnicos  de  la 
cirugía  de  trasplante. 

El  grupo  de  la  Universidad  de  Northwestern  en  Chicago  discutió  el  uso  de  material  radionuclear para 
la  evaluación  de  función  renal.  Sugieren  que  en  adición  a escintigramas  renales  se  usen  estudios  de 
dinámica  renal  si  posible  con  la  preparación  de  trazados  por  una  computadora,  en  la  evaluación  de 
pacientes  trasplantados.  Aparentemente  el  uso  combinado  de  tecnecio  y de  hiparán  radioiodinado 
ayudarán  a diferenciar  entre  necrosis  tubular  aguda  de  origen  isquémico  y la  presencia  de  rechazo. 

A base  de  estudios  en  animales  experimentales  y en  un  grupo  de  pacientes  con  rechazo  renal  el  Dr. 
Anderson  y los  grupos  de  las  Universidades  de  San  Luis  y de  Washington  concluyen  que  los  niveles  de 
de-hidrogenasa  láctica  sérica  (LDH)  pueden  ser  predictivos  de  rechazo  de  riñón.  Aparentemente 
valores  repetidos  de  LDH  en  suero  de  sobre  500  unidades  sugieren  con  bastante  confianza  estadís- 
tica que  la  lesión  renal  por  rechazo  es  severa.  La  pérdida  de  riñones  en  este  grupo  es  mayor  de  90 
por  ciento. En  contraste, \el  grupo  depacientes  con  disfunción  renal  cuyo  LDH  es  menor  de  500,  aparen- 
temente tiene  una  probabilidad  mínima  de  perder  su  riñón. 

Una  ley  no  escrita  que  ha  surgido  en  los  ámbitos  de  trasplantes  durante  los  últimos  cinco  años  es 
el  no  intentar  salvar  riñones  con  rechazo  severo  con  inmunosupresión  intensa  pues  esto  puede  resultar 
en  una  mortalidad  más  alta.  Data  específica  ha  sido  por  fin  presentada  por  el  grupo  de  la  Universi- 
dad de  California  en  San  Francisco.  Como  política  operacional  este  grupo  decidió  alterar  su  régimen 
de  inmunosupresión  de  manera  que:  no  se  diera  terapia  de  rechazo  después  del  segundo  episodio 
de  rechazo;  no  se  hicieran  esfuerzos  adicionales  de  inmunosupresión  si  después  de  un  primer  episo- 
dio de  rechazo  la  función  renal  no  retorna  a lo  normal;  y no  tratar  con  inmunosupresión  adicional 
pacientes  con  rechazo  crónico.  Con  la  institución  de  esta  nueva  política  este  grupo  encontró  que 
la  pérdida  de  riñones  no  era  mayor  que  la  que  tenían  anteriormente,  y lograron  aumentar  en  un  10 
a 15  por  ciento  la  sobrevida  de  los  pacientes  así  tratados.  Este  es  el  primer  papel  que  ofrece  data 
objetiva  en  este  tan  importante  tema. 

Dr.  Merkel  del  Hospital  San  Luke  en  Chicago  presentó  una  serie  de  pacientes  pediátricos  con  ano- 
malías de  vías  urinarias  inferiores  en  las  cuales  la  implantación  del  riñón  se  hace  a conductos  artifi- 
ciales (Bricker  Pouch).  Nueve  pacientes  fueron  estudiados  con  resultados  aceptables  lo  cual  con- 
firma la  experiencia  anterior  de  Minnesota  y Nueva  York  de  que  es  factible  el  trasplantar  a vejigas 
artificiales.  Sin  embargo  el  Dr.  Cerili  de  Columbus,  Ohio,  cuestionando  la  necesidad  de  llegar  a 
estos  extremos,  presentó  una  serie  de  nueve  pacientes  en  los  cuales  después  de  hacer  nefrectomía 
bilateral,  darle  un  descanso  a las  vías  urinarias  inferiores,  corregir  la  presencia  de  infección,  y de  hacer 
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irrigaciones  frecuentes  a la  vejiga  pudo  lograr  hacer  el  trasplante  directamente  a una  vejiga  que  an- 
teriormente había  sido  diagnosticada  como  anormal.  Con  esto  obviaron  la  necesidad  de  incurrir  en 
operaciones  complicadas  y peligrosas.  Ellos  sugieren  que  se  intente  utilizar  la  vejiga  propia  y que  de 
un  modo  crítico,  se  cuestionen  los  diagnósticos  anteriores  pues  la  presencia  de  errores  puede  ser 
frecuente.  La  función  vesical  puede  mejorar  después  de  un  descanso  adecuado  y del  control  de  la 
infección  y la  remoción  de  ureteres  anormales. 

Se  debe  considerar  seriamente  hacer  una  anastomosis  individual  en  caso  de  vasos  polares  pequeños 
en  trasplante  de  riñón.  La  presentación  del  Dr.  Merkel  de  Chicago  y la  discusión  subsiguiente  por  los 
doctores  Penn,  Starzl,  y Najarían  aparentemente  sugieren  que  aunque  los  vasos  polares  al  polo  superior 
no  tienen  tanta  importancia  técnica,  los  vasos  polares  inferiores  pueden  originar  la  circulación  al  uréter 
de  modo  que  la  implantación  separada  de  los  vasos  polares  inferiores  es  de  importancia  técnica. 

El  grupo  del  Medical  College  of  Virginia  presenta  experiencia  utilizando  “plasma  protein  fraction” 
(Plasmanate)  en  preservación  renal  por  perfusión.  Este  grupo  confirma  la  experiencia  de  los  grupos 
suecos  utilizando  este  producto.  Sin  embargo,  otros  grupos  en  los  Estados  Unidos  incluyendo  San 
Francisco,  Minnesota,  y Georgia  no  han  podido  duplicar  estos  resultados,  y tan  solo  obtienen  buenos 
resultados  con  plasma  humana  o con  una  fracción  precipitada  con  sílice  (Silica  Gel  Fraction).  Se 
presentó  además  evidencia  de  que  los  resultados  con  preservación  renal  por  perfusión  son  idénticos 
o quizás  un  tanto  mejor  que  aquellos  riñones  de  cadáver  no  perfundidos  o solo  perfundidos  con  solu- 
ción cristaloide.  Estos  resultados  confirman  data  anterior  de  varios  grupos,  aunque  están  en  conflicto 
con  el  estudio  que  recientemente  presentara  el  Dr.  Terasaki  (New  England  Journal  of  Medicine)  en  el 
cual  concluye  que  perfusión  con  máquina  produce  resultados  inferiores  a infusión  de  líquido  crista- 
loide. 

El  Dr.  Monaco  de  Harvard  ha  utilizado  por  primera  vez  en  humanos  el  tratamiento  del  recipiente 
con  suero  antilinfocítico  e infusión  de  células  de  médula  ósea  del  donante.  Culmina  con  la  aplica- 
ción a humanos  una  vastísima  experiencia  del  Dr.  Monaco  en  los  últimos  10  años  en  animales  expe- 
rimentales. En  esencia,  se  intenta  con  una  infusión  con  células  del  mismo  donante,  obtener  “enhan- 
cement” activo  del  órgano  trasplantado. 

Dos  grupos  presentaron  evidencia  de  que  el  suero  antilinfocítico  y en  particular  el  antitimocítico 
produce  prolongación  adecuada  de  los  implantes  renales.  Aparentemente  se  ha  logrado  discriminar 
lo  suficiente  para  indicar  que  el  efecto  primordial  es  en  los  linfocitos  tipo  T y que  al  bajar  éstos  a 
cierto  nivel  se  ofrece  más  protección  al  riñón  trasplantado. 

El  grupo  de  la  Universidad  de  Minnesota  presentó  su  experiencia  con  94  pacientes  diabéticos 
trasplantados  en  los  últimos  cinco  años.  Este  es  el  grupo  con  la  experiencia  más  grande  en  trasplantes 
de  diabéticos,  y según  la  data  presentada,  los  resultados  en  diabéticos  son  inferiores  a los  de  la  po- 
blación normal  en  un  20  por  ciento.  Sin  embargo,  los  resultados  son  significativamente  más  altos 
que  con  manejo  médico  o por  diálisis.  De  esta  manera  se  ofrece  una  probabilidad  de  función  renal, 
de  vida,  y de  rehabilitación  de  un  50  a 70  por  ciento  a tres  años  en  comparación  con  el  pronóstico 
uniformemente  fatal  con  manejo  médico.  La  causa  de  muerte  principal  lo  fue  el  corazón.  Se  en- 
contró además  una  incidencia  más  alta  de  complicaciones  urológicas  y vasculares  en  este  grupo  que 
en  los  controles. 


E.  A.  Santiago  Delpín,  M.D. 


ACTUALIDADES  MEDICAS 


ISOLATION  OF  AN  RNA  TYPE-C  VIRUS  FROM 
HUMAN  ACUTE  MYELOGENOUS  LUEKEMIA  CELLS 

National  Cancer  Institute  scientists  have  reported 
the  isolation  of  a virus  from  the  laboratory-grown 
leukemic  cells  of  a 61-year-old  woman  with  acute 
myelogenous  leukemia. 

The  scientists  have  not  yet  detennined  whether 
the  human  virus  causes  acute  myelogenous  or  other 
leukemias  in  man.  Acute  myelogenous  leukemia, 
as  well  as  other  fonns  of  cancer,  may  be  caused  in 
an  unknown  fashion  by  combinations  of  external 
and  hereditary  factors.  However,  the  scientists  have 
demonstrated  the  biochemical  and  immunologic  si- 
milarity of  the  human  virus  to  two  viruses  that 
cause  cancer  in  primates  other  than  man.  One  of  tliese 
viruses  causes  myelogenous  leukemia  in  the  gibbon 
ape,  a close  relative  of  man;  the  other  causes  solid 
tumors  in  woolly  monkeys. 

Myelogenous  leukemias  are  cancers  of  the  blood 
in  which  precursor  cells  in  the  bone  marrow  fail  to 
mature  properly  into  normal  white  blood  cells.  The 
disease  primarily  affects  adults  and  is  extremely  diffi- 
cult to  treat  effectively.  Acute  myelogenous  leukemia 
is  a rare  form  of  cancer,  occurring  in  about  2 of  every 
100,000  persons  in  the  U.  S.  each  year. 

The  characteristics  of  the  virus,  as  detennined  so 
far,  clearly  indicate  that  it  was  derived  from  the  human 
cells.  The  virus  has  a core  of  RNA  (ribonucleic  acid) 
and  the  characteristics  of  a family  of  viruses  known 
as  type-C.  Viruses  of  this  type  can  cause  cancer  in  a 
wide  variety  of  animals. 

Isolation  of  the  virus  provides  scientists  for  the  first 
time  witli  a human  virus  that  may  be  useful  in  iden- 
tifying the  one  or  more  factors  that  cause  acute 
myelogenous  leukemia.  The  virus  also  may  enable 
scientists  to  develop  new  approaches  to  detection, 
diagnosis  and  treatment  of  human  leukemias. 

Drs.  Robert  E.  Gallagher  and  Robert  C.  Gallo  of 


NCI’s  Laboratory  of  Tumor  Cell  Biology,  Division  of 
Cancer  Treatment,  reported  their  findings  at  the  annual 
meeting  of  the  American  Society  of  Hematology  in 
Atlanta  in  December  1974.  The  scientific  paper  des- 
cribing isolation  of  the  virus  appeared  in  the  January 
31,  1975,  Science.  S.  Zaki  Salahuddin,  of  Litton 
Bionetics,  Inc.,  assisted  in  the  study.  The  team  is  sup- 
ported by  the  NCI  Virus  Cancer  Program  in  collabora- 
tion with  the  Division  of  Cancer  Treatment. 

At  the  same  time,  the  NCI  team  will  work  to  deter- 
mine whether  the  virus  produces  a protein  on  the  sur- 
face of  leukemic  cells.  Such  a protein,  if  isolated 
and  injected  into  laboratory  animals  such  as  rabbits, 
might  provide  antibody  preparations  that  could  be 
examined  for  their  ability  to  destroy  leukemic  cells 
growing  in  the  test  tube.  If  such  a technique  were 
successful,  tlie  antibody  might  be  useful  in  destroying 
residual  cancer  in  treated  leukemic  patients. 

Antibodies  to  the  virus  or  to  leukemic  cell  compo- 
nents produced  by  the  virus  might  have  other  uses 
in  detection  or  diagnosis  of  acute  myelogenous  leuke- 
mia. A test  for  early  detection  might  be  developed 
if  the  virus  or  related  components  appear  prior  to 
present  indicators  of  the  disease.  Similar  tests  might 
be  valuable  during  treatment  and  follow-up  to  monitor 
effectiveness  of  drugs  in  destroying  leukemic  cells. 

By  studying  cell  alterations  caused  by  the  vims,  the 
scientists  also  may  determine  whether  the  human  vims 
causes  damage  to  white  blood  cells  and  whether  these 
changes  are  permanent. 

The  weight  of  epidemiologic  evidence  indicates  that 
cancer  is  not  a contagious  disease  in  man,  either  by 
coupling,  sneezing  or  other  contact  with  a cancer  pa- 
tient. The  random  pattern  of  the  disease  and  the 
apparently  long  latent  period  before  development  of 
cancer  suggest  that  many  factors  contribute  to  sus- 
ceptibility. Hereditary  factors  and  environmental  effects 
that  probably  include  vimses  must  interplay  in  a com- 
plex process  not  yet  understood. 
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Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  itcontainsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporinf  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 


ADVERSE  REACTIONS;  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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makes  sense 


Each  capsule  contains  50  mg. 
of  Dyrenimn®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


For  long-term  control  of  hypertensiorf 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  (>5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide’,  check  serum  potassium  fre- 


quently—both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  ‘Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 

‘DVAZtDE’ 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an’ additive  hypotensive  effect.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz-  ^ 
ziness,  headache,  dry  mouth;  anaphylaxis;  rash,  ¿ 
urticaria,  photosensitivity,  purpura,  other  derma-  4 
tological  conditions;  nausea  and  vomiting  (may  in-  3 
dicate  electrolyte  imbalance),  diarrhea,  constipation,  * 
other  gastrointestinal  disturbances.  Necrotizing  ’ 
vasculitis,  paresthesias,  icterus,  pancreatitis,  I 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Just  once  or  twice  dail^  for  maintenance. 
Ifydrochlorothiaiide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


N 0_T  LC  LA  S. 


MEDICAL  STAFF  CONTROL  OF  CARE  ENDORSED 

A series  of  actions  aimed  at  preserving  medical  staff 
control  of  patient  care  in  hospitals  was  endorsed  by  the 
AMA  House  of  Delegates. 

A joint  report  by  the  Councils  on  Medical  Education 
and  Medical  Service  offered  a detailed  study  of  the  trend, 
prevalence,  arrangements,  and  possible  difficulties  to  mem- 
bers of  hospital  medical  staffs  as  a result  of  control  exer- 
cised by  hospital  governing  boards  through  appointment 
of  salaried  department  heads  and  salaried  chiefs  of  staff. 

It  concluded  that  full-time  department  heads  did  not 
seem  (according  to  1973  figures)  to  exist  in  such  large 
numbers  to  constitute  a threat  of  dominating  medical  staff 
executive  committees.  However  tlie  report  cautioned  phy- 
sicians to  consider  the  possibility  that  in  hospitals  that  have 
more  than  the  average  number  of  employed  department  heads, 
the  possibUity  exists  of  dominance  of  the  medical  staff  execu- 
tive committee  by  them  or  through  them  by  the  governing 
board. 

Among  recommendations  adopted  in  the  report  were: 

* Recognizing  that  when  the  administrative  functions  of 
a department  chief  may  become  so  varied  and  exten- 
sive that  the  medical  staff  seeks  the  employment  of  a 
full-time  physician,  his  or  her  duties  and  responsibilities 
should  be  clearly  defined. 

* The  director  of  a residency  program  in  hospitals  having 
a voluntary  staff  should  be  assisted  by  an  advisory 
committee  of  attending  physicians. 

* Every  physician  providing  medical  service  should  be 
subject  to  uniform  review  and  evaluation  by  the  medical 
staff. 

* Patient  care  must  always  be  under  the  direction  and 
control  of  the  organized  medical  staff. 

Along  similar  lines  was  a CME  report  that  dealt  with  some 
of  the  legal  questions  surrounding  employed  department  heads, 
and  the  need  for  medical  societies  to  develop  expertise  in  the 
art  of  negotiations.  It  criticized  the  recommendations  of  the 
American  College  of  Hospital  Administrators  and  the  Catholic 
Hospital  Assn,  concerning  medical  staff  structure  and  medical 


staff-administration-goveming  board  relations. 

The  board  recommended  to  hospital  medical  staffs  that 
they  assure  that  all  employed  physicians  qualify  for  member- 
ship. Language  was  recommended  to  be  included  in  the  con- 
tracts of  employed  physicians  to  the  effect  that  the  contracts 
would  terminate  if  the  physician’s  staff  privileges  were  revoked. 

Other  recommendations  included: 

* The  medical  staff  should  appoint  an  advisory  committee 
to  assist  physicians  employed  in  medico-administrative 
positions. 

* When  employment  of  a physician  for  administrative  or 
operational  functions  is  being  considered,  consideration 
should  be  given  to  employing  him  or  her  as  an  adminis- 
trative assistant  to  the  elected  chief. 

* Medical  staffs  should  take  a firm  stand  against  board 
control  of  staff  activities  relating  to  patient  care,  and 
care  should  be  taken  in  structuring  medical  staff  exe- 
cutive boards  to  avoid  dominance  by  employed  physi- 
cians. 

* State  and  local  medical  societies  should  supplement 
MAA’s  effort  to  assist  in  negotiations  and  be  prepared 
to  offer  legal  and  other  support  to  medical  staffs 
involved  in  negotiations  with  governing  boards  and 
administrators. 

Parts  of  recent  guidelines  issued  by  the  Catholic  Hospital 
Assn,  were  criticized  in  another  resolution,  which  called  for 
the  AMA  to  forward  its  objectives  to  CHA. 

A board  report  asks  the  AMA’s  members  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  board  to  push  for  amend- 
ment of  the  JCAH  standard  relating  to  due  process  for  physicians 
employed  by  hospitals  in  medico-administrative  positions. 

The  board  noted  that  some  confusion  exists  over  where  a 
physician’s  medical  responsibilities  end  and  his  or  her  adminis- 
trative responabUities  begin.  Former  language  in  the  JCAH 
standards  required  only  tliat  physicians  be  given  hearings  when 

their  medical  competence  was  in  question. 

New  language  sought  by  the  AMA  would  hold,  “When  the 
reason  for  the  action  involves  the  individual’s  medical  com- 
petence, which  includes  his  competence  to  supervise  the  pro- 
fessional activities  of  practitioners  under  his  direction,  (the 
individual  has  a right  to  a hearing).” 
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FROM  THE  INTERNATIONAL  ACADEMY  OF  PROCTO- 
LOGY 

The  28th  Annual  Congress  and  Teaching  Seminar  of  the 
International  Academy  of  Proctology  will  be  held  in  India- 
Bombay,  Jaipur,  Agra  and  New  Delhi  - March  17th  to  April 
4th,  1976. 

Scientific  Sessions  are  planned  in  Bombay,  Jaipur  and 
Delhi,  under  the  direction  of  Alvin  D.  Yasuna,  M.  D.  of  New 
York  City.  Prominent  physicians  in  India  will  participate  in 
the  program,  as  well  as  physicians  from  the  United  States  and 
other  countries  in  Europe  and  Asia,  and  other  parts  of  the 
world. 

All  physicians  are  invited  to  attend  the  Scientific  Sessions. 
Further  information  may  be  obtained  by  writing  directly  to 
the  Executive  Offices,  147-41  Sanford  Avenue,  Flushing,  N.  Y. 
11355,  attention  of  Alfred  J.  Cantor,  M.  D.,  Executive  Officer. 


NEWS  FROM  THE  AMERICAN  THORACIC  SOCIETY  OF 
LOUISIANA 

PULMONARY  COURSES  IN  NEW  ORLEANS  TO  FEATURE 
NEW  FORMAT 

The  three  annual  national  and  international  postgraduate 
courses  in  pulmonary  diseases  held  in  New  Orleans  each 
winter  will  be  consolidated  into  a single  week  and  called 
“SUPERCOURSE”  starting  February  16,  1976,  according  to 
the  American  Thoracic  Society. 

The  12th  Annual  International  Postgraduate  Course  for 
Physicians  on  “Pulmonary  Function  in  Health  & Disease”, 
the  5th  Atmual  National  Postgraduate  Course  for  Physicians 
on  “Pediatric  Pulmonary  Disease”,  and  the  8th  Annual  Course 
on  “Newer  Concepts  of  Care  for  Patients  With  Respiratory 
Disease”  for  the  medical  care  team,  will  take  place  simulta- 
neously and  be  held  at  Braniff  Place  (hotel)  in  New  Orleans. 

The  Respiratory  Care  Course  will  open  that  Monday, 
February  16,  1976;  followed  by  the  Pubnonary  Function 
Course  on  Tuesday,  February  17;  and  the  Pediatric  Pulmonary 
Course  beginning  on  Wednesday,  February  18. 

The  three  entities  will  be  sustained  as  distinct  programs, 
but  will  be  packaged  under  the  title  “NEW  ORLEANS  MAR- 
DI  GRAS  SUPERCOURSE”.  According  to  W.  Findley  Ray- 
mond, ATSL  administrator,  the  dates  fall  two  weeks  prior  to 
Mardi  Gras  and  registrants  will  have  the  option  of  remaining 
in  New  Orleans  for  the  weekend  of  February  20-22,  1976,  to 
partake  of  the  New  Orleans’  Carnival  season’s  first  street 
parades. 

Course  tuition  will  be  $150  for  any  of  Üie  individual  enti- 
ties within  the  SUPERCOURSE,  and  registrants  may  move  from 


one  course’s  session  or  lecture  to  another  as  the  week  progresses 
if  they  choose  to  do  so.  No  waiver  or  tuition  will  be  involved 
with  the  exception  of  residents  and  fellows,  medical  and  nursing 
students  in  the  New  Orleans  institutions  helping  to  plan  and 
stage  the  program. 

ATSL  IS  AMA  ACCREDITED,  CRITICAL  CARE  NURSING 
ACCREDITATION  ALSO  PLANNED 

The  American  Thoracic  Society  of  Louisiana,  administrating 
agency  for  the  programs,  is  fully  accredited  as  a continuing 
education  institution  by  the  American  Medical  Association.  The 
Respiratory  Care  Course  entity  has  been  accredited  by  the 
Association  for  Critical  Care  Nurses.  All  three  courses  have 
been  accredited  by  the  American  Academy  of  Family  Practice 
in  the  past  and  have  applied  for  such  in  1976  as  weU. 

Co-sponsors  of  the  SUPERCOURSE  will  include  the  Amer- 
ican Thoracic  Society,  The  American  Lung  Association,  the 
American  College  of  Chest  Physicians,  The  Critical  Care  Nursing 
Association,  the  National  League  for  Nursing,  the  American 
Nurses  Association  and  others,  as  well  as  local  medical  institu- 
tions including  Tulane  University  School  of  Medicine,  Alton 
Ochsner  Medical  Foundation,  and  Louisiana  State  University 
School  of  Medicine,  medical  centers  in  New  Orleans  and 
Shreveport. 

TEN  GUEST  FACULTY  MEMBERS  BEING  LINED  UP 

The  SUPERCOURSE  package  will  feature  ten  guest  faculty 
members,  all  of  national  and  international  stature  as  the  courses 
in  the  past  have  featured.  Lined  up  to  date  are:  Rolan  H. 
Ingram,  M.  D.,  Associate  Professor  of  Medicine,  Harvard 
Medical  School,  Chief  of  Respiratory  Division,  Peter  Bent 
Brigham  Ho^ital,  Boston,  Massachusetts;  John  West,  M.  D., 
Professor  of  Medicine  and  Bioengineering,  University  of  Cali- 
fornia School  of  Medicine,  San  Diego,  California;  and  Peter 
Macklem,  M.  D.,  Professor  of  Experimental  Medicine,  Director, 
Meakins-Christie  Laboratories,  McGill  University,  Montreal,  Ca- 
nada. 

Faculty  members  for  the  Respiratory  Care  Course  are: 
Carole  A.  Trout,  R.  N.,  A.  R.  R.  T.,  Clinical  Director,  Depart- 
ment of  Respiratory  Therapy,  Northwest  Hospital,  Chicago; 
Illinois;  Henrik  H.  Bendixen,  M.  D.,  Professor  and  Chairman, 
Department  of  Anesthesiology,  Columbia  University,  College 
of  Physicians  and  Surgeons,  New  York,  New  York;  Marvin  A. 
Sachner,  M.  D.,  Chief,  Division  of  Pulmonary  Disease,  Mt. 
Sinai  Medical  Center,  Professor  of  Medicine,  University  of 
Miami  Medical  SchooL  Miami  Beach,  Florida;  and,  Elmer  F. 
Klein,  Jr.,  M.  D.,  Associate  Professor  of  Anesthesiology  and 
Surgery,  Director  of  Surgical  Intensive  Care  Unit,  University 
of  Florida,  J.  Hillis  Miller  Health  Center,  Department  of  Anes- 
thesiology, Gainesville,  Florida. 

Confirmed  for  the  Pediatric  Course  is  Oscar  Lee  Frick,  M.  D., 
Professor  of  Pediatrics,  University  of  Cahfomia  Medical  Center, 
San  Francisco,  California.  Two  others  will  also  participate 
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speaker  addressing  all  participants  on  “Acute  Lung  Injury” 
the  final  day  of  the  course. 

PLANNING  COMMITTEES  NAMED 

Hurst  B.  Hatch,  Jr.,  M.  D.,  Head  of  the  Pulmonary  Unit 
at  Alton  Ochsner  Medical  Center  in  New  Orleans  and  Clinical 
Professor  of  Pulmonary  Medicine  at  Tulane  University  Medical 
School,  is  serving  as  the  Chairman  for  the  SUPERCOURSE. 
The  Vice-Chairman  is  Mrs.  Donna  Guinn  Klein,  R.  N.,  Res- 
piratory Care  Nurse  Specialist. 

Members  of  the  Pulmonary  Function  Course  Plaiming  Com- 
mittee are:  Ronald  B.  George,  M.  D.,  Chairman,  LSU  Medical 
School,  Shreveport;  John  B.  Bobear,  M.  D.,  LSU  Medical  School, 
New  Orleans;  Howard  A.  Buechner,  M.  D.,  LSU  Medical  School, 
New  Orelans;  C.  Thorpe  Ray,  M.  D.,  Ochsner  Clinic,  New  Or- 
leans; Rafael  C.  Sánchez,  M.  D.,  LSU  Medical  Center  (AAFP 
Representative)  New  Orleans;  Brooks  Emory,  M.  D.,  Ochsner 
Foundation  Hospital,  New  Orleans;  Richard  Lemen,  M.  D., 
Tulane  Medical  School,  New  Orleans;  and  Bettina  C.  Hilman, 
M.  D.,  LSU  Medical  School,  (ATSL  President)  Shreveport. 

Pediatric  Course  Planning  Committee  members  are:  Michael 
Sly,  M.  D.,  Chairman,  LSU  Medical  School,  New  Orleans;  Ho- 
ward Eigen,  M.  D.,  Tulane  Medical  School,  New  Orleans;  James 
Fruthaler,  M.  D.,  Ochsner  Foundation  Hospital,  New  Orleans; 
Judith  A.  Harris,  M.  D.,  LSU  Medical  Center,  New  Orleans; 
Bettina  C.  Hilman,  LSU  Medical  Center,  Shreveport;  Frances 
Hymel,  M.  D.,  (AAFP  Representative)  New  Orleans;  and 
William  W.  Waring,  M.  D.,  Tulane  Medical  School,  New 
Orleans. 

Members  of  the  Respiratory  Care  Course  Planning  Com- 
mittee are:  Jay  M.  Shames,  M.  D.,  Chairman,  Private  Practice, 
New  Orleans;  Miss  Jane  Blake,  R.  N.,  Southern  Baptist  Hospital, 
New  Orleans;  Mrs.  Pat  Boaz,  C.  R.  R.  T.,  Private  Practice,  New 
Orleans;  Miss  Seigina  Frik,  ALA  Nursing  Dept.,  New  York,  NY; 
Joanne  Gates,  M.  D.,  Tulane  Medical  School,  New  Orleans; 
Gerald  Gehringer,  M.  D.,  Private  Practice  (AAFP  Representa- 
tive), Denham  Springs;  Russell  C.  Klein,  M.  D.,  Charity  Hospital 
of  Louisiana,  New  Orleans;  Daniel  11.  Mattson,  M.  D.,  V.  A. 
Hospital  (ALAL  President),  Shreveport;  Mr.  Rocco  Tretola, 
C.  R.  R.  T.,  V.  A.  Hospital,  New  Orleans;  Richard  Light,  M.  D., 
LSU  Medical  School,  Shreveport;  Martha  Branyon,  R.  N.,  V.  A. 
Hospital;  New  Orleans;  and  Bettina  C.  Hilman,  M.  D.,  LSU  Me- 
dical School,  Shreveport. 

INQUIRIES  REGARDING  REGISTRATION 

Professionals  interested  in  receiving  final  registration  infor- 
mation may  do  so  by  contacting  the  .American  Thoracic  Socie- 
ty, 1740  Broadway,  New  York,  New  York  10019;  or  the  Amer- 
ican Thoracic  Society  of  Louisiana,  Suite  1504,  33.3  St.  Charles 
Avenue,  New  Orleans,  LA  70130,  Inquiries  should  be  directed 
to  Mr.  Ben  Fontaine,  Course  Coordinator. 


ACUPUNCTURE,  “ELECTROSTIMULATION”  DO  NOT  IM 
PROVE  HEARING:  RESEARCHERS 

EVANSTON,  ILL.  — Preliminary  research  on  the  use  of 
acupuncture  or  “transdermal  electrostimulation”  for  the  treat- 
ment of  hearing  loss  “has  failed  to  support  the  contention” 
that  the  therapies  can  help  improve  the  hearing  abibty  of 
patients,  four  researchers  have  reported  in  the  June  1975 
issue  of  Pediatrics,  the  monthly  scientific  journal  of  the  Amer- 
ican Academy  of  Pediatrics. 

Speaking  of  aeupuneture,  the  researchers  noted  that  of  111 
subjects  who  had  undergone  acupuncture  treatment  for  hearing 
loss  in  various  experiments,  “an  unremarkable  four  percent 
demonstrated  some  improvement  in  hearing  ability”  according 
to  pre-  and  post-experimental  hearing  tests. 

In  fact,  they  said,  “the  literature  clearly  revealed  that  as 
many  or  more  subjects  showed  a decrease  in  hearing  after 
acupuncture  therapy  as  there  were  who  demonstrated  improve- 
ment.” 

Yet,  they  said,  acupuncture  therapy  for  hearing  loss  should 
not  be  entirely  dismissed.  “While  there  appears  to  be  no  de- 
monstrable evidence  at  the  present  time  to  warrant  using 
acupuncture  with  hearing-impaired  and  deaf  persons,  conclusive 
value  judgments  must  be  withheld  until  more  cases  have  been 
reported  in  the  literature.” 

“Transdermal  electrostimulation”  involves  the  placement 
of  electrodes  across  the  head  region  followed  by  the  stimulation 
of  eleetrical  current.  Early  studies  of  the  procedure  beginning 
in  1969  indicated  that  the  therapy  did  help  hearing-impaired 
persons,  particularly  in  the  area  of  speech  discrimination. 

But  the  autliors  of  the  Pediatrics  article  said  these  early 
studies  were  not  as  well  conducted  as  later  research  which 
indicated  the  treatments  had  no  therapeutic  merit.  “These 
eonsiderations  lead  us  to  the  conclusion  that  the  improvement 
noted  in  the  first  three  studies  is  due  to  problems  in  experimen- 
tal design  and  that  transdermal  electrostimulation,  in  its  pre- 
sent form,  is  not  an  effective  therapeutic  procedure  to  use 
with  the  hearing-impaired.”  they  said. 

“The  possible  adverse  psychological  effects  on  the  famibes 
of  hearing-impaired  children  that  result  from  false  expectation 
are  of  paramount  importance  to  the  physician  and  allied 
health  personnel.”  the  report  concluded.  “Of  equal  importance 
is  the  potential  for  further  decrements  in  hearing  sensitivity 
following  treatments  with  either  of  these  two  procedures. 

“These  factors  . . . should  serve  as  a basis  for  viewing  the 
preliminary  data  on  acupuncture  and  transdermal  electrosti- 
mulation therapy  with  scrutiny  and  caution.” 

The  authors  of  the  report  are  Fred  H.  Bess,  Pd.  D.,  Daniel 
M.  Schwartz,  Ph.  D.,  Linda  1.  Seestedt,  M.  A.,  and  Freeman 
E.  McConnell,  Ph.  D.,  from  the  area  of  Communications  Di- 
sorders at  Central  Michigan  University  and  the  Department  of 
Hearing  and  Speech  Sciences  at  the  Vanderbilt  University 
Medical  Center. 
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HEW  NEWS:  SOCIAL  SECURITY  ADMINISTRATION 

HEW  Secretary  Caspar  W.  Weinberger  issued  final  regula- 
tions opening  records  of  the  Social  Security  Administration- 
other  than  records  relating  to  individuals— to  public  inspection 
under  tlie  Freedom  of  Information  Act. 

The  regulations,  published  in  the  Federal  Register,  set  out 
the  position  tliat  the  only  records  of  the  Social  Security 
Administration  protected  as  confidential  by  the  Social  Security 
Act  are  those  relating  to  individuals;  for  example,  appUcants 
for  a social  security  number,  contributors  of  social  security 
taxes,  and  claimants  or  recipients  of  social  security.  Medicare, 
or  supplemental  security  income,  the  Secretary  said. 

“Other  records  of  tlie  Social  Security  Administration  will 
be  available  to  the  public  in  accordance  with  the  Freedom 
of  Information  Act,”  the  Secretary  said. 

Such  records  specifically  include  reports  filed  by  or  about 
institutions  providing  services  under  Medicare,  such  as  survey 
reports  and  cost  reports  of  health  facilities,  he  added. 

Section  1106  of  the  Social  Security  Act  was  enacted 
in  1939  to  protect  the  confidentiality  of  records.  At  that 
time,  the  information  held  by  social  security  was  generally 
limited  to  personal  information,  such  as  the  amount  of  money 
a worker  earned  in  a year,  his  date  of  birth,  his  marital  status, 
and  other  such  data  not  subject  to  public  scrutiny. 

When  social  security  expanded  to  include  such  programs 
as  disability  insurance,  Medicare,  and  Supplemental  Security 
Income  for  the  aged,  blind,  and  disabled,  the  Social  Security 
Administration  gradually  acquired  a volume  of  information 
not  related  to  wage  earners  and  benefieiaries,  the  Secretary 
noted. 

“Much  of  this  information  related  to  organizations  in  their 
public  roles,  such  as  hospitals  and  other  Medicare  providers 
of  serviees.  We  have  now  eoncluded  that  the  publie  interest 
is  best  served  by  limiting  the  protection  of  section  1106  to 
those  records  whose  confidentiality  Congress  clearly  intended 
to  preserve.  Other  reeords  of  the  Social  Security  Administra- 
tion will  be  available  to  the  public  in  accordance  with  the 
Freedom  of  Information  Act.”  the  Secretary  said. 

Under  present  regulation,  soeial  security  is  barred  from 
disclosing  any  file,  records,  report,  or  other  paper,  except 
under  certain  circumstances.  The  new  regulation  would  apply 
this  prohibition  only  to  information  about  individuals. 


HEW  Secretary  Caspar  W.  Weinberger  announced  final 
regulations  under  which  Health  Maintenance  Organizations 
(HMO)  may  participate  in  Medicare. 

HMO’s  are  prepayment  group  medical  plans  which  provide 
a full  range  of  medical  services  as  needed  to  a patient  on  the 
basis  of  a pre-determined  periodic  rate. 


Tbe  regulations,  published  in  the  Federal  Register,  spell 
out  the  basic  qualifying  conditions  an  HMO  must  meet 
in  order  to  be  eligible  to  contract  with  Medicare  for  the 
care  of  Medicare  patients. 

They  include  specific  requirements  for  the  range  of  ser- 
vices that  must  be  provided,  operating  experience,  supervisión 
of  health  services,  membership  size,  medical  staffing,  grievance 
procedures,  review  of  services,  access  to  services,  and  financial 
responsibility  of  the  HMO. 

For  Medicare  purposes,  the  regulations  distinguiái  between 
“mature”  and  “developing”  HMO’s.  Developing  HMO’s  are 
subject  to  less  demanding  requirements  of  experience,  size  and 
range  of  services  and  can  be  reimbursed  on  a cost  basis  only. 
However,  they  must  have  a planned  program  for  quaUfying 
as  a mature  HMO  within  3 years.  Mature  HMO’s  which  meet 
special  enrolbnent  requirements  may  qualify  for  reimbursement 
on  an  incentive  basis. 

Comments  received  on  the  proposed  regulations  published 
in  the  Federal  Register,  August  27,  1974,  resulted  in  the  follow- 
ing changes; 

— A developing  HMO  is  now  allowed  a period  of  up 
to  3 years  to  attain  a minimum  enrollment  of  at  least  5,000 
members  (rather  than  25,000)  in  order  to  meet  the  operating 
experience  requirement  necessary  to  qualify  for  mature  status. 
However,  the  regulations  still  require  an  enrollment  of  25,000 
for  urban  mature  HMO’s  (5,000  for  non-urban  HMO’s)  in  order 
to  qualify  for  reimbursement  on  a risk-basis. 

— A requirement  was  deleted  as  too  strict  that  a develop- 
ing HMO  must  provide  a prescribed  minimum  range  of  services 
on  a prepayment  basis  to  at  least  25  percent  of  the  individuals 
receiving  services  through  its  facilities  at  tlie  time  of  its  initial 
contract. 

— An  HMO  now  has  90  days  to  enroll  the  minimum  re- 
quired 150  Medicare  beneficiaries,  rather  than  being  required 
to  have  this  enrollment  as  a condition  of  initial  eligibility. 

— HMO’s  are  now  required  to  assure  confidentiality  of 
patient  records  and  information. 

The  average  health  care  bill  for  a person  65  and  over  as 
$1,218  in  fiscal  1974,  nearly  three  times  the  average  American’s 
bill  of  $420,  the  Social  Security  Administration  reports. 

The  report,  “Age  Differences  in  Health  Care  Spending.” 
appears  in  the  June  issue  of  the  Social  Security  Bulletin.  It 
analyzes  trends  in  personal  health  care  expenditures  by  different 
age  groups  from  1966  to  the  present. 

The  growth  in  the  average  amount  spent  over  the  last  9 
years  for  health  care  has  been  substantial  for  all  ages,  the 
report  says.  For  a person  under  age  65,  the  average  amount 
has  more  than  doubled.  For  the  aged,  the  increase  has  been 
even  more  marked,  from  $445  in  1966  to  $1,218  by  1974. 

However,  the  continuing  growth  of  third-party  financing 
of  health  care  expenditures,  the  reports  says,  has  significantly 
lessened  the  direct  burden  of  such  costs  on  the  individual’s 
pocketbook.  Third  parties— government,  private  health  insur- 
ance, philanthropy,  and  industry  through  industrial  in-plant 


Bol.  Asoc.  Méd.  P.  Rico 
Julio  1975 


olidas 


221 


services— paid  less  than  half  the  average  person’s  medical  bills 
in  1966,  the  year  preceding  the  start  of  Medicare.  By  1974, 
third  parties  were  financing  nearly  two-thirds. 

For  the  aged,  $16.1  billion  was  spent  in  public  funds 
for  their  personal  health  care;  Medicare’s  share  amounted  to 
$10.2  billion,  and  Medicaid  paid  $3.9  billion  of  the  total  bill. 
These  two  public  programs  paid  a combined  53  percent  of  the 
total  health  care  expenditures  of  the  elderly.  In  1974  an  aged 
person  paid  out-of-pocket  an  average  of  $413  out  of  his 
total  $1,218  bill.  This  was  $178  more  than  the  $237  paid 
directly  by  the  elderly  in  1966  when  total  persotial  health 
cost  averaged  $445. 

In  contrast,  private  funds  furnished  73  percent  of  the 
total  personal  health  bill  for  those  under  19  and  71  percent 
for  those  aged  19-64  in  1974.  Direct  payments  for  health 
care  by  the  average  individual  under  65  was  $117  in  1974, 
as  compared  to  $79  in  1966. 

Total  personal  health  care  expenditures  for  fiscal  1974 
were  estimated  at  $90.3  billion,  which  represents  almost 
87  percent  of  the  total  national  health  expenditures.  Medical 
research  and  construction,  public  health  activities,  adminis- 
tration of  several  Government  programs  are  the  major  items 
not  included  in  personal  health  expenditures. 

Limited  copies  of  the  June  1975  Social  Security  Bulletin 
are  available  from  tlie  Office  of  Research  and  Statistics, 
Social  Security  Administration,  Room  1120,  Universal  North 
Building,  Washington,  D.  C.  20009.  The  Bulletin  is  for  sale 
at  $1.40  a copy  ($18.55  a year)  through  the  Superintendent 
of  Documents,  U.  S.  Government  Printing  Office,  Washington, 
D.  C.  20402. 


HEW  NEWS:  HEALTH  RESOURCES  ADMINISTRATION 

HEW  Secretary  Caspar  W.  Weinberger  announced  he  has 
approved  all  designations  of  health  service  areas  in  27  States 
under  the  provisions  of  the  National  Health  Planning  and 
Resources  Development  Act  of  1974. 

The  health  service  areas  are  geographic  entities  to  be 
served  by  health  systems  agencies  which  will  draw  up  plans 
reflecting  the  resources  and  needs  of  the  local  area  in  terms 
of  health  manpower  facilities  and  health  services. 

The  law  provides  for  a network  of  these  areas  to  be  es- 
tablished throughout  the  country  for  health  planning  and 
resource  development  purposes.  The  areas  designated  must; 
(1)  be  geographical  regions  appropriate  for  effective  planning 
and  development  of  health  services;  (2)  have  at  least  one 
center  for  providing  specialized  health  services;  (3)  have  a 
population  of  between  500,000  and  3 million  and  not  split 
a Standard  Metropolitan  Statistical  Area;  and  conform,  where- 
ever  possible  with  the  areas  of  the  Professional  Standards 


Review  Organizations. 

A net  total  of  192  health  .service  areas  have  been  proposed 
by  45  States  which  submitted  viable  area  designation  plans 
to  HEW  by  tlie  May  3 deadline  specified  in  the  law. 

All  but  1 I States  requested  that  certain  requirements 
of  the  law  be  waived.  For  55  areas.  States  requested  waiver 
of  tlie  population  requirement,  which  sets  a minimum  of 
500,000  persons  per  area.  Governors  also  requested  waivers 
to  split  26  interstate  and  12  intrastate  Standard  Metropolitan 
Statistical  areas  in  establishing  the  health  areas. 

Of  the  93  waivers  requested,  Weinberger  has  agreed  with 
the  Governors  in  60  instances  and  has  denied  33  waivers. 
In  tliose  instances  wt’**''e  waivers  were  denied  the  Governors 

have  been  asked  to  revise  their  designations  and  to  resubmit 
their  plans.  Departmental  officials  will  work  closely  with 
these  Governors  over  tlie  next  montlis. 

Rhode  Island,  Delaware,  Vennont  and  the  District  of 
Columbia  have  claimed  exemptions  from  designating  areas 
under  a special  section  of  tlie  law.  Final  determinations 
have  yet  to  be  made  by  the  Department  with  respect  to 
those  claims.  Washington  and  Idaho  submitted  plans  that 
HEW  determined  to  be  “not  vialbe,’’  and  California  has 
delayed  submis.sions  of  a plan. 

The  area  designations  submitted  by  the  Governors  were 
reviewed  June  5-7  by  an  ad  hoc  panel  of  HEW  officials, 
wheih  submitted  its  recommendations  to  the  Secretary.  The 
panel  is  expected  to  meet  again  in  mid-July  to  consider 
resubmissions  by  the  States  and  designations  by  tliose  States 
which  have  not  yet  submitted  a viable  plan.  The  law  requires 
the  Secretary  of  HEW  to  publish  the  area  designations  by 
August  1,  1975. 

The  Health  Planning  and  Resources  Development  Act  of 
1974  is  administered  by  the  Bureau  of  Health  Planning  and 
Resources  Development  in  tlie  Health  Resources  Administra- 
tion, one  of  tlie  six  components  of  the  Public  Health  Service. 


SYMPOSIUM  ON  HYPERTENSION 

A two  day  symposium  on  recent  concepts  of  hypertension, 
sponsored  by  the  Veterans  Administration  Hospital  and  the 
School  of  Medicine,  University  of  Puerto  Rico  will  be  held 
in  The  Sheraton  Hotel,  San  Juan,  Puerto  Rico,  on  October 
23  and  24,  1975.  Registration  fee  is  $40.00  and  the  faculty 
is  composed  of  top  national  experts  on  hypertension. 

Further  information  may  be  obtained  from  Dr.  Eh'  A. 
Ramirez,  Chief  of  Staff,  Veterans  Administration  Hospital, 
G.  P.  0.  Box  4867,  San  Juan,  P.  R.  00936. 
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Nota  Aclaratoria 


J1QTA,ACLARAT0.RI  A_ . 

Por  omisión  involuntaria  de  los  impresores,  el  articulo  “Cardiac  Surgery 
at  the  San  Juan  City  Hospital  1967-1974”  por  el  doctor  Just  Viera,  et  al., 
se  publicó  en  forma  de  articulo  cientifico,  cuando  se  habia  aceptado  por  la 
Junta  Editora  como  un  comentario. 


FOR 

THE  MILK 
INTOLERANT 
INFANT 


Whenever  the 
symptoms  diarrhea,  colic, 
vomiting,  rhinorrhea,  anorexia  / 
or  eczema  are  evident,  con- 
sider milk  intolerance— th^it^" 
consider  Neo-Mull-Soy.* 

Protein^  fat  and  carbo-  -- — 
hydrate  levels  approximating 
those  o^uman  milk. 

Methionine-shpplemented 
to  enhance  prot^  efficiency. 

Low  renal  so|ute  load. 


No  com  sug^. 


Comparable  to  cow's  ~ 
milk  formulas  in  supporting 
growth  and  development. 

ALL  THIS... 

AND  MILK-WHITE, 
TOO. 


NEOMULL-SOf 


Soy  Protein  Isolate  Formula 


SYNTEX 

SYNTEX  LABORATORIES.  INC 
NUTRITIONAL  PRODUCTS  DIV 
PALO  ALTO,  CALIFORNIA  94304 


anti  hypertensive  action 
at  the  vasomotor  centers 

in  the  brain  (Based  on  animal  studies) 


Tablets  of  0.1  and  0.2  mg 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 

The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  in  the  Brief  Summary. 


Catapres®  (clonidine  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication;  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  T olerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embryo- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heart  failure,  Raynaud’s 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs’  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage: Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  GmbH 


If  you  read  nothing  else 
in  August,  you’ve  got  to  read  this: 

The  most  definitive,  up-to-date,  factuai  digest 
of  information  on  the  maipractice  probiem  today 


Millions  of  words  have  been  written  about  the  mal- 
practice problem.  But  nobody  has  pulled  all  the 
facts  and  figures  together  into  one  meaningful 
package— until  now. 

This  AMA  Source  Document,  prepared  by  the 
editors  of  PRISM,  does  just  that.  It’s  the  most 
definitive,  up-to-date,  factual  digest  on  the  mal- 
practice situation  today. 

Another  thing  special  about  it:  you  don’t  have  to 
wade  through  a lot  of  words  to  get  the  facts.  Most 
of  the  information  is  presented  in  charts,  tables, 
and  graphs  that  concisely  and  clearly  summarize 
the  latest  data  in  the  major  areas  of  concern: 
claims  increases,  increasing  costs  to  settle  and  to 
buy  coverage,  obtaining  coverage,  and  the  at- 
tempts to  solve  these  problems. 


If  you  want  an  up-to-date,  realistic  picture  of  the 
whole  malpractice  situation,  don’t  miss  this  docu- 
ment. If  you  receive  PRISM,  you’ll  get  a copy 
automatically.  If  you  don’t  get  PRISM,  order  your 
copy  below. 


Copies  Available 

One  to  10  copies.  $1.00  each.  Eleven 
to  49,  75i  each.  Orders  of  50  or  more, 
50<  each.  Send  order,  along  with  pay- 
ment, to:  Order  Dept.,  OP-440.  AMA, 
535  N.  Dearborn  St.,  Chicago.  III.  60610. 


malpractice  in  focus 


An  AMA  Source 
Document — prepared 
by  the  Editors  of  PRISM 

DON’T  MISS  IT! 


Instniccioiies  para  los  Autores 

El  Boletín  acepta  para  su  publicación  artículos 
relativos  a medicina  y cirugía  y las  ciencias  afines. 
Igualmente  acepta  artículos  especiales  y correspon- 
dencia que  pudiera  ser  de  interés  general  para  la 
profesión  médica. 

El  articulo,  si  se  aceptara,  será  con  la  condición 
de  que  se  publicará  únicamente  en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Edi- 
tora y la  del  impresor,  se  requiere  de  los  autores 
que  sigan  las  siguientes  instrucciones: 

Manuscrito:  El  manuscrito  completo,  incluyendo  las 
leyendas  y referencias  deberán  estar  escritos  a ma- 
quinilla  a doble  espacio  y por  un  solo  lado  de  cada 
página,  en  duplicado  y con  amplio  margen.  En 
página  separada  deberá  incluirse  lo  siguiente:  ti- 
tulo, nombre  del  autor  (es)  y su  grado  (ej:  MD, 
FACP),  ciudad  donde  se  hizo  el  trabajo,  el  hos- 
pital o institución  académica,  patrocinadores  del 
estudio,  y si  un  articulo  ha  sido  leído  en  alguna 
reunión  o congreso,  asi  debe  hacerse  constar  como 
una  nota  al  calce. 

£1  manuscrito  debe  comenzar  con  una  breve 
introducción  en  la  cual  se  especifique  el  propó- 
sito del  mismo.  Las  secciones  principales  (como 
por  ejemplo:  materiales  y métodos)  deben  iden- 
tificarse como  un  encabezamiento  al  centro  y en 
letras  mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clí- 
nicos o investigaciones  de  laboratorio  deben  orga- 
nizarse bajo  los  siguientes  encabezamientos:  Intro- 
ducción, Materiales  y Métodos,  Resultados,  Dis- 
cusión, Resumen  (en  español  e inglés).  Reconoci- 
miento y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados 
deben  organizarse  en  la  siguiente  forma:  Intro- 
ducción, Materiales  y Métodos  si  es  aplicable.  Ob- 
servaciones del  Caso,  Discusión,  Resumen  (en  español 
e inglés).  Reconocimientos  y Referencias. 
Nomenclatura:  Deben  usarse  los  nombres  genéricos 
de  los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  asi  se 
desea.  Se  usará  con  preferencia  el  sistema  métrico 
de  pesos  y medidas. 

Tablas:  Las  tablas  deben  aparecer  en  hojas  separadas. 
Estas  deben  incluir  el  título  y el  número  de  la 
tabla  (romano).  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se 
deben  omitir  lineas  verticales  y horizontales  en 
la  tabla. 


Feúras:  Las  fotografías  y microfotografías  se  some- 
terán como  copias  en  papel  de  lustre,  sin  montar. 
En  el  reverso  de  la  figura  debe  aparecer  el  numero 
de  la  figura  (arábigo)  y el  autor  y debe  indicarse 
la  parte  superior. 

Referencias:  Las  referencias  deben  ser  numeradas 

sucesivamente  de  acuerdo  con  su  aparición  en  el 
texto.  Los  números  deben  aparecer  en  paréntesis 
al  nivel  de  la  linea  u oración.  Al  final  de  cada 
articulo  las  referencias  deben  aparecer  en  el  orden 
numérico  en  que  se  citan  en  el  texto.  Estas  deben 
seguir  el  estilo  o patrón  del  “Index  Medicus”,  el 
cual  se  describe  a continuación: 

Para  artículos  de  Revista 

Apellido  (s),  e iniciales  del  nombre  del  autor  (es), 
nombre  de  la  revista,  volumen,  primera  página  y 
año. 

Koppisch  E:  Bol  Asoc  Med  P Rico  46:  505,  1954. 

Para  citación  de  Libros 

Apellido  (s),  e iniciales  del  autor  (es),  título,  edi- 
ción, casa  editora,  ciudad,  año  y página. 

Wintrobe  MM:  Clinical  Hematology,  3rd  Ed  Lea  and 

Febiger,  Philadelphia  1952  p 67. 

Más  de  tres  autores  añadir:  et  al. 

Deben  usarse  solamente  las  abreviaturas  indicadas  en 
el  “Cumulative  Index  Medicus”  que  publica  la  Aso- 
ciación Médica  Americana. 

Como  guía  de  referencia  para  preparar  su  artí- 
culo puede  usar  la  publicación  Advice  to  Authors 
que  publica  la  Scientific  Publications  Division,  Amer- 
ican Medical  Association,  535  N Dearborn  Street, 
Chicago,  Illinois,  60610. 

Instructions  to  Authors 

The  Boletín  will  accept  for  publication  contribu- 
tions relating  to  the  various  areas  of  medicine,  sur- 
gery and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  phy- 
..cians  will  also  be  accepted.  All  material  is  accepted 
with  the  understanding  that  it  is  to  be  published 
solely  in  this  journal. 

In  order  to  facilitate  review  of  the  article  by  the 
Editorial  Board  and  the  work  of  the  printer,  the 
authors  must  conform  with  the  following  instructions: 

Manuscripts:  The  entire  manuscript,  including  legends 
and  references  should  be  typewritten  double  spaced 
in  duplicate  with  ample  margins.  A separate  title 
page  should  include  the  following:  title,  authors 
and  their  degrees  (e.  g.  MD,FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions. 


acknowledgment  of  financial  sponsors,  and  if  the 
paper  has  been  presented  at  a meeting  the  place 
and  date  should  he  given. 

The  manuscript  should  start  with  a brief  intro- 
ductory paragraph  or  paragraphs  which  should  state 
its  purpose.  The  main  sections  (for  example,  Mater- 
ials and  Methods)  should  be  identifíed  by  center 
headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies 
or  laboratory  investigation  should  be  organized  un- 
der the  following  headings:  Introduction,  Material 
and  Methods,  Results  if  indicated.  Discussion,  Sum- 
mary in  English  and  Spanish,  Acknowledgments  if 
any,  and  References. 

Nomenclature:  Generic  names  of  drugs  should  be 

used;  trade  names  may  also  be  given  in  parenthesis, 
if  desired.  Metric  units  of  measurements  should 
be  used  preferentially. 

Tables:  These  should  be  typed  on  separate  sheets  with 
the  title  and  table  number  (Roman)  centered.  Sym- 
bol for  units  should  be  confined  to  the  column 
headings.  Vertical  and  horizontal  lines  should  be 
omitted. 

Figures:  Photographs  and  photomicrographs  should 

be  submitted  as  glossy  prints,  unmounted.  They 
should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top 
should  be  indicated.  Legends  to  the  figures  should 


be  typed  on  a separate  sheet. 

References:  These  should  be  numbered  serially  as 

they  appear  in  the  text.  The  number  should  be 
enclosed  in  parenthesis  on  the  line  of  writing  and 
not  as  superscript  numbers.  At  the  end  of  the 
article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text. 
This  list  should  conform  to  the  Style  of  the  Index 
Medicus  and  should  be  punctuated  as  in  the  follow- 
ing examples. 

For  journal  articles:  Surname  and  initials  of  author 
(s),  name  of  journal,  volume,  first  page  and  year. 
Koppisch  E:  liol  Asoc  Med  P Rico  46:  5U5,  1954. 
For  Books:  Surname  ami  initials  of  author  (s),  title, 
edition,  publishing  house,  (aly,  year  and  page. 
fPintrobe  MM:  Clinical  Hematology,  3rd  Ed  Lea  and 
Febiger,  Philadelphia  1952  p 67. 

More  than  three  authors  add:  el  al. 

Abbreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the  Amencan 
Medical  Association. 

For  aid  in  preparing  your  manuscnpt  refer  to  Uie 
publication  Advice  to  Authors  available  from  the  ."cien- 
tifie  Publications  Division,  American  Medical  Associa- 
tion, 535  N Dearborn  St.,  Chicago,  Illinois  60610. 


SI  USTED  ES  DOCTOR... 

UNASE  A 
SUS  COLEGAS 


Localizado  junto  al  Expreso  Las  Américas,  a minutos  de  cualquier 
punto  del  Area  Metropolitana.  Villa  Nevárez  Professional  Center 
está  en  el  centro  de  las  principales  vías  de  comunicación, 
con  el  Centro  Médico,  el  Hospital  de  Veteranos,  el  Hospital 
del  Maestro,  el  Hospital  de  Siquiatría  y el  Hospital  Auxilio  Mutuo. 
Villa  Nevárez  Professional  Center  tiene  una  primera  planta  con 
minicentro  comercial,  laboratorio  clínico  - ya  en  operación  - 
y cuatro  plantas  típicas  para  oficinas;  dos  rápidos  ascensores 
en  su  espacioso  lobby  y amplio  estacionamiento. 

Llámenos  y entérese  de  nuestro  plan  de  arrendamiento  con  opción  a compra. 
Donde  usted  puede  probar  su  oficina  por  un  año,  sin  obligación  de  comprarla. 

EL  HOGAR  DEL  PROFESIONAL 

Lx>cco  Devebpment  Corp. 

AparUdo  13218  Santurce,  P.R.  00908  Tal.  782-1500  782-8437 


EN  VILLA 
NEVAREZ 
PROFESSIONAL 
CENTER 


LISTA  DE  ANUNCIANTES 


1. 

BOEHRINGER  INGELHEIN 

CATA PRES 

2. 

BURROUGHS  WELLCOME 

NEOSPORIN  TOPICAL 

3. 

CIBA  PHARM. 

VIOFORM 

4. 

McCANN-ERICKSON  CORP.  (S.A.) 

SI  USTED  ES  DOCTOR . . . 

5. 

ROCHE  LAB. 

LIBRIUM,  VALIUM 

6. 

SMITH  KLINE  & FRENCH 

DYAZIDE 

7. 

SYNTEX  LAB. 

NEO-MULL-SOY 

AVISO  DE  INTERES 


La  Junta  Editora,  consciente  de  su  responsabilidad  de  hacer  que  el  ^'Boletín”  cumpla  a caba- 
lidad  con  su  cometido  de  divulgar  conocimientos  médicos,  elevar  las  normas  de  educación  mé- 
dica y al  propio  tiempo  de  llenar  las  necesidades  de  todos  los  compañeros  médicos,  ha  acorda- 
do establecer  una  nueva  Sección  que  se  conocerá  como  “Sección  de  Preguntas”. 

Bajo  esta  nueva  Sección,  todos  los  compañeros  tendrán  la  oportunidad  de  enviamos  preguntas 
médicas  de  casos  difíciles  o casos  clínicos  para  opinión  experta.  Estas  preguntas,  con  sus  res- 
puestas, serán  publicadas  en  esta  nueva  Sección. 

Las  preguntas  deberán  ser  enviadas  a: 

Boletín  de  la  AMPR 
Sección  de  Preguntas 
Apartado  9387 
Santurce,  P.  R.  00908 

Esperamos  sus  preguntas. 


José  L.  Cangiano,  M.  D. 

Presidente 

Junta  Editora 


_A_NyN_CLQ_ 

Se  vende  oficina,  704  pies,  espacio  parking.  Condo- 
minio Medina  1102,  altos  Correo  Río  Piedras.  Divi- 
siones decorativas,  lámparas,  aire  acondicionado  central. 
Información:  Ings.  Bengoechea  y Borges.  Teléfonos: 
765-5791  y 767-0003. 


Disruptive  anxiety  usually  meets  its  match  here. 


Often  effective  when  reassurance  and  counseling  are  insufficient. 
Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
'oduct  information,  a summary  of  which 
illows: 

Indications:  Relief  of  anxiety  and  tension 
;curring  alone  or  accompanying  various 
Í isease  states. 

R Contraindications:  Patients  with  known 
1 ypersensitivity  to  the  drug. 

» Warnings:  Caution  patients  about  possible 
c Dmbined  effects  with  alcohol  and  other  CNS 
Í epressants.  As  with  all  CNS-acting  drugs, 
>iaution  patients  against  hazardous  occupa- 
i.  ons  requiring  complete  mental  alertness 
■.  ?.g.,  operating  machinery,  driving).  Though 
il  hysical  and  psychological  dependence  have 
X 3rely  been  reported  on  recommended  doses, 

. se  caution  in  administering  to  addiction- 
? rone  individuals  or  those  who  might  increase 
tosage;  withdrawal  symptoms  (including 
i onvulsions),  following  discontinuation  of  the 
, rug  and  similar  to  those  seen  with  barbitu- 
,i3tes,  have  been  reported.  Use  of  any  drug  in 
j 'regnancy,  lactation,  or  in  women  of  child- 
li  earing  age  requires  that  its  potential  benefits 
( e weighed  against  its  possible  hazards. 

I Precautions: 

I ORAL:  In  the  elderly  and  debilitated  and  in 
1 :hildren  over  six,  limit  to  smallest  effective 
t losage  (initially  10  mg  or  less  per  day)  to 
' ¡reelude  ataxia  or  oversedation,  increasing 
I ¡radually  as  needed  and  tolerated.  Not  recom- 
: nended  in  children  under  six. 

INJECTABLE:  Keep  patients  under  observa- 
ion,  preferably  in  bed,  up  to  three  hours  after 
I nitial  injection;  forbid  ambulatory  patients  to 
. ¡perate  vehicle  following  injection;  do  not 
■ idminister  to  patients  in  shock  or  comatose 
itates;  use  reduced  dosage  (usually  25  to  50 
ng)  for  the  elderly  or  debilitated  and  for 
;hildren  age  twelve  or  older. 

ORAL  AND  INJECTABLE:  Though  generally 
lot  recommended,  if  combination  therapy 
vith  other  psychotropics  seems  indicated, 
:arefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
jompounds  such  as  MAO  inhibitors  and 
jhenothiazines.  Observe  usual  precautions  in 
Dresence  of  impaired  renal  or  hepatic  func- 
:ion.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
'eported  in  psychiatric  patients  and  hyper- 
active aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.]  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium'®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampu/s— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Libriunr 

(chlordiazepoxide  HCI) 

5mg,10mg, 

25  mg  capsules 


Please  see  following  page. 


Disruptive  anxiety  usually  meets  its  match  here 


Librium 

(chlordiazepoxide  HCI) 

5 mg,  10  mg, 

25  mg  capsules 


Please  see  preceding  page  for  summary  of  product  information. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


Pretjominant 
• psychoneurotic 


anxiety 


Associated 
• depressive 
symptoms 


orders,  possibility  of  increase  in  frequency  'J 
and/or  severity  of  grand  ma!  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres-J 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have] 
occurred  following  abrupt  discontinuance^ 
(convulsions,  tremor,  abdominal  and  mus-j 
cle  cramps,  vomiting  and  sweating).  KeepJ 
addiction-prone  individuals  under  careful J 


THE  FRANCIS  A.  COUNTWAY 
LIBRARY  OF  MEDICINE 
BOSTON 


OCT  9 1975 

respond  to 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


)^iuni, 

(diazepam) 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  orw/omen  of  child- 
bearing age,  \«eigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


anti-inflammatory 


antibacterial 


antipruritic 


antifungal 


It’s  plain  to  see  that  you  peed  more  than 
an  ordinary  topical  steroid  to  clear  a 
dermatitis  infected  with  fungi  or  bacteria. 

Vioform-Hydrocortisone,  with  its  four- 
way action,  provides  the  kind  of  comprehen- 
sive therapy  many  common  dermatoses* 
require. 

‘This  drug  has  been  evaluated  as  possibly  effective  for  these  indi- 
cations. See  brief  prescribing  information. 

Vioform-Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  Contact  or  atopic  dermatitis;  impetigi- 
nized  eczema;  nummular- eczema;  infantile  eczema;  endoge- 
nous chronic  infectious  dermatitis;  stasis  dermatitis;  pyoderma; 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani); 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  of  the  less-than-effective  indicatiohs  requires 
further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or  any  of  its  ingredi- 
ents or  related  compounds;  lesions  of  the  eye;  tuberculosis  of  the 
skin;  most  viral  skin  lesions  (including  herpes  simplex,  vaccinia, 
and  varicella). 

WARNINGS 

This  product,  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate  systemic  anti- 
biotics should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  fe- 
males has  not  been  established.  Therefore, 
they  should  not  be  used  extensively  on  preg-. 
nant  patients  in  large  amounts  or  for  pro- 
longed periods  of  time. 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 
positive result  if  Vioform  is  present  in  the  diaper  or  urine. 

Prolonged  use  may  result  In  overgrowth  of  nonsusceptible  orga- 
nisms requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for  long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
and  1%  hydrocortisone  in  a petrolatum  base;  tubes  of  5 and  20  Gm. 

Lotion,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic  acid,  cetyl  alcohol,  lanolin, 
propylene  glycol,  sorbitan  trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
squeeze  bottles  of  15  ml.  Mild  Cream,  3%  iodochlorhydroxyquin 
and  0.5%  hydrocortisone  in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petrolatum,  sodium 
lauryl  sulfate,  and  glycerin  in  water;  tubes  of  Vi  and  1 ounce. 

Mild  Ointment,  3%  iodochlorhydroxyquin  and  0.5%  hydrocortisone 
in  a petrolatum  base;  tubes  of  Vi  and  1 ounce. 

Consult  complete  product  literature  before  prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  2/5007  i? 
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Another  fact... 
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REHABILITACION  CARDIACA 


Benigno  Fernández,  MD 


A través  de  la  historia  el  corazón  ha  sido  motivo 
de  inspiración  para  poetas  y compositores.  Este 
maravilloso  órgano  salta,  sube,  baja,  coge  fuego,  se 
congela,  se  entristece  y cuántas  cosas  más.  irónica- 
mente aunque  bañado  por  todo  el  torrente  sanguíneo 
es  la  víctima  más  frecuente  de  enfermedad  isquémica. 
Este  es  un  problema  de  alcance  universal  que  preo- 
cupa no  solamente  a la  profesión  médica  y la  po- 
blación en  general,  sino  que  también  a los  gobiernos. 

prácticamente  todo  el  mundo  las  enfermedades 
cardiovasculares  son  la  primera  causa  de  mortalidad  y 
morbibdad. 

En  1964  el  Presidente  de  Estados  Unidos  de  Norte 
América  nombró  una  comisión  para  bregar  con  el 
problema  de  las  enfermedades  cardíacas,  apoplejía  y 
el  cáncer.  Las  dos  primeras  desde  luego  son  práctica- 
mente inseparables.  Esa  comisión  rindió  un  informe 
y recomendaciones  bajo  el  título  de'  “Un  Programa 
Nacional  para  Conquistar  las  Enfermedades  del  Co- 
razón, el  Cáncer  y la  Apoplejía.”  Durante  la  pasada 
década  los  Estados  Unidos  han  invertido  cuantiosas 
sumas  de  dinero  y talento  en  este  esfuerzo.  Si  bien 
es  cierto  que  es  posible  que  se  haya  mejorado  el 
cuidado  de  los  pacientes  que  padecen  estas  condicio- 
nes, no  creo  que  estemos  mucho  más  cerca  de  con- 
quistarlas que  cuando  comenzamos. 

Con  el  advenimiento  de  unidades  de  cuidado  co- 
ronario intensivo  en  casi  todos  los  hospitales  posible 


Del  Servicio  de  Medicina  de  Rehabilitación  del  Hospital  de 
Veteranos,  G.  P.  O.  Box  4867,  San  Juan,  Puerto  Rico  00936 
Presentado  en  la  Reunión  Anual  Asociación  Médica  de 
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mente  se  ha  salvado  la  vida  a muchos  pacientes  que 
de  otra  forma  hubiesen  muerto.  Estas  mismas  uni- 
dades sin  embargo  han  ayudado  a crear  otra  serie 
de  problemas. 

El  costo  de  operación  de  estas  unidades  es  extre- 
madamente alto  y requieren  gran  número  de  per- 
sonal y equipo  especializado,  pero  quizás  el  mayor 
problema  (?  ) ha  sido  el  producido  sobre  ios  pacientes 
tratados  en  ellas. 

Nos  bemos  preguntado  si  existe  el  “síndrome  de  la 
unidad  de  cuidado  intensivo.”  No  todas  las  condiciones 
psiquiátricas  o psicológicas  encontradas  en  estos  pa- 
cientes son  atribuibles  a las  condiciones  existentes  en 
estas  unidades;  pero  sin  duda  la  incidencia  y severidad 
de  los  problemas  emocionales  son  más  altos  en  ellas. 
Se  ba  reportado  una  incidencia  de  delirio  de  38  por 

ciento  a 70  por  ciento  en  los  pacientes  que  han  sido 
sometidos  a cirugía  abierta  del  corazón.  Algunos 
psiquiatras  atribuyen  esto  a la  monotonía  y depriva- 
ción de  sueño. 

Ya  que  no  es  posible  “curar”  a los  pacientes  cardía- 
cos es  necesario  y creo  imprescindible  que  desarrolle- 
mos y llevemos  a cabo  la  rehabilitación  hasta  el 
máximo  de  que  el  paciente  sea  capaz.  Esto  tiene 
que  ser  un  concepto  y un  proceso  multidisciplinario 
planeado,  estandarizado  y flexible,  pero  nunca  de- 
jado al  azar.  La  meta  de  la  rehabilitación  es  devolver 
al  paciente  a su  familia  y a la  sociedad  como  un  miem- 
bro útil  y productivo.  Esto  significa  que  el  paciente 
pueda  resumir  hasta  el  máximo  el  estilo  de  vida  a que 
él  y su  familia  han  estado  acostumbrados  antes  de  su 
enfermedad.  Hay  que  considerar  los  factores  físicos, 
emocionales,  económicos,  sociales  y vocacionales. 

Quiero  hacer  hincapié  en  lo  emocional  porque  en 
mi  opinión  los  médicos  hemos  contribuido  a crear 
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más  inválidos  cardíacos,  que  los  creados  por  la  enfer- 
medad en  sí.  En  muchos  casos  el  único  consejo  y 
orientación  que  recibe  el  paciente  al  ser  dado  de  alta 
es  “cógelo  con  calma  o cógelo  suave.”  Todavía  hoy 
creo  que  la  función  más  importante  para  los  que 
estamos  interesados  en  la  rehabilitación  del  cardíaco 
es  crear  conciencia  en  nuestros  colegas  sobre  la  nece- 
sidad de  proveer  al  paciente  la  oportunidad  de  regresar 
a una  vida  tan  normal  como  sea  posible. 

Esto  debe  hacerse  no  solo  con  palabras  sino  con 
hechos,  demostrándole  al  paciente  todo  lo  que  él  es 
capaz  1 de  hacer.  El  programa  debe  empezarse  tan 
pronto  el  paciente  es  admitido  al  hospital  y progresar 
bajo  supervisión  durante  y después  de  su  hospitalización. 

Estamos  conscientes  de  que  hay  diversidad  de  opi- 
niones de  cómo  rehabilitar  a un  cardíaco. 

Taylor  en  1949  y más  recientemente  Saltin  en  1971 
reportaron  sobre  los  efectos  de  la  inmobilización  duran- 
te tres  semanas  en  sujetos  saludables.  Se  encontró, 
entre  otras  cosas,  una  disminución  del  volumen  san- 
guíneo, mayor  en  el  plasma  que  en  los  elementos 
celulares,  aumento  en  el  pulso  en  descanso,  un  ba- 
lance negativo  de  calcio  y nitrógenos  y quizás  más 
importante  dificultad  en  adaptarse  a la  posición  erecta. 

En  pacientes  (enfermos)  es  bien  sabido  que  hay 
otros  riesgos  envueltos.  La  inmovilización  prolongada 
predispone  a la  atelectasia  pulmonar  y a trombo- 
embolias  con  sus  complicaciones  muchas  veces  fatales. 

En  el  1952  Levine  y Lown  demostraron  que  la 
mortalidad  y morbilidad  eran  más  bajas  en  los  pacientes 
con  infarto  del  miocardio  si  se  le  permitía  sentarse 
en  una  butaca  al  lado  de  la  cama  durante  los  primeros 
diez  días. 

En  1971  Harpur  y sus  asociados  reportaron  sobre 


199  pacientes  con  infarto  del  miocardio  sin  compli- 
caciones. Estos  fueron  divididos  al  azar  en  dos  grupos 
después  del  séptimo  día.  Al  primero  se  le  movilizó 
en  el  octavo  día  y dado  de  alta  a los  quince  días,  el 
segundo  se  movilizó  el  día  21  y dado  de  alta  el  día 
28.  Al  cabo  de  8 meses  no  se  encontró  diferencia 
alguna  en  los  dos  grupos  en  cuanto  a mortalidad, 
morbilidad  o retomo  al  trabajo. 

Es  importante  para  el  médico  de  cabecera,  sea 
cardiólogo,  internista  o médico  de  familia  realizar 
que  el  paciente  no  es  solo  un  corazón,  sino  un  in- 
dividuo polifacético  con  preocupaciones,  necesidades 
y aspiraciones  diversas  que  deben  atenderse.  Por 
esta  razón  es  que  la  rehabilitación  no  es  una  faena 
de  un  individuo,  sino  de  un  equipo.  Las  destrezas 
de  este  equipo  compuesto  del  paciente  y su  familia, 
el  médico,  la  enfermera,  terapistas  físicas  y ocupa- 
cionales,  dietista,  trabajador  social,  psiquiatra  o psi- 
cólogo, consejero  vocacional,  y otros  deben  éstar  dis- 
ponibles y emplearse  individualmente  según  sea  ne- 
cesario si  vamos  a alcanzar  nuestra  meta  de  rehabili- 
tación total  del  paciente  cardíaco. 
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SELECCION  DE  PACIENTES  CON  ENFERMEDAD 
CORONARIANA  PARA  REHABILITACIÓN 
CARDIACA,  CRITERIOS  A SEGUIRSE 


Esteban  Linares  Rivera,  M.  I). 


La  Tabla  Núm.  1 enumera  una  serie  de  beneficios 
o posibles  beneficios  obtenidos  al  seguir  un  pro- 
grama de  rehabilitación  cardíaca. 

Actualmente  no  se  considera  justificable  el  advocar 
la  adopción  de  ejercicio  vigoroso  basándose  en  que  al 
hacerlo,  se  prevenga  enfermedad  coronariana.  Por  el 
contrario,  los  programas  de  ejercicio  deben  ser  ajus- 
tados a la  condición  e interés  del  paciente. 

Nos  referiremos  exclusivamente  a pacientes  con 
enfermedad  isquémica  del  corazón. 

Estos  beneficios  son  obtenidos  con  un  programa 
regular  de  ejercicio  cuya  frecuencia  no  debe  ser  menor 
de  tres  veces  en  semana  y cuya  duración  no  ser  menor 
de  20  minutos.  Este  nivel  de  acondicionamiento 
físico  puede  ser  mantenido  una  vez  logrado,  con  se- 
siones menos  frecuentes,  esto  es,  dos  veces  en  se- 
mana. Es  importante  que  el  paciente  sepa  que  la 
única  manera  de  mantener  los  beneficios  derivados 
de  un  programa  de  ejercicio  es  hacer  el  compromiso 
de  seguir  un  programa  regular  de  ejercicio,  para  toda 
la  vida. 

Es  importante  entender  que  la  terapia  de  ejercicio 
constituye  solo  un  aspecto  del  tratamiento  médico 
global  del  paciente  con  enfermedad  isquémica  del 
corazón  y que  la  falta  de  ejercicio,  está  detrás,  como 
factor  de  riesgo,  de  fumar,  obesidad,  hipertensión 
e hiperlipidemia.  Por  lo  tanto,  es  ilógico  recomendar 
un  programa  de  acondicionamiento  sin  antes  corre- 
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gir  o evitar  estos  factores  de  riesgo.  I.os  pacientes 
con  enfermedad  isquémica  del  corazón  y que  son 
candidatos  a programas  de  rehabilitación  cardíaca  se 
dividen  en  2 grupos. 

1.  Aquellos  que  se  presentan  con  un  infarto  de 
miocardio  agudo  en  éstos,  una  vez  estables,  se 
inicia  la  rehabilitación  cardíaca  aguda. 

2.  Pacientes  con  angina  de  pecho  estable  o pacientes 
que  han  tenido  infarto  de  miocardio,  y que 
estén  motivados  a adherirse  a un  programa  de 
rehabilitación  cardíaca  crónica,  esto  es,  a un 
programa  de  ejercicio,  con  fines  terapéuticos. 

Los  pacientes  del  primer  grupo  son  referidos  a los 
21  días  para  prueba  graduada  de  ejercicio,  bajo  super- 
visión médica  y monitor  continuo  del  electrocardio- 
grama y estos  son  ejercitados  hasta  niveles  moderados 
de  ejercicio  (4  equivalentes  metabólicos  4 METS) 
siempre  y cuando  el  paciente  no  desarrolle  síntomas 
o depresión  isquémica  del  segmento  ST  o la  frecuencia 
cardíaca  exceda  140  latidos  por  minuto.  Solo  aquellos 
pacientes  que  estén  motivados  para  continuar  el  pro- 
grama de  rehabilitación  cardíaca  crónica  son  referidos. 
Antes  de  aumentarse  el  nivel  de  ejercicio  (la  magnitud) 
se  les  repite  la  prueba  graduada  de  ejercicio,  para  do- 
cumentar el  progreso  obtenido  por  la  terapia  y de- 
terminar si  el  aumento  en  la  actividad  del  paciente 
puede  ser  tolerado. 

Si  el  paciente  es  referido  al  programa  de  rehabili- 
tación cardíaca  crónica  directamente,  esto  es,  pa- 
cientes del  segundo  grupo,  la  prueba  de  ejercicio 
multigraduada  también  se  hace,  pero  si  el  paciente 
lo  tolera  se  ejercita  a niveles  de  ejercicio  más  altos 
(7  o más  METS).  Antes  de  ejercitarse  estos  pacientes 
son  evaluados  cuidadosamente  incluyendo  un  detalla- 
do historial  médico  y examen  físico  electrocardiograma 
al  descanso  y placa  de  pecho,  principalmente  con  el 
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TABLA  I 

COMO  EL  PROGRAMA  DE  REHABILITACION  CARDIACA 
BENEFICIA  AL  PACIENTE  CON  ENFERMEDAD  CORONARIANA 


1.  Aumenta  la  capacidad  de  trabajo.  El  paciente  puede  tolerar  más  trabajo  con  igual  o 
menor  consumo  de  oxígeno  por  el  corazón. 

2.  Disminuye  la  frecuencia  cardíaca  durante  el  ejercicio  o al  descanso.  El  corazón  puede 
funcionar  a un  menor  gasto  de  energía. 

3.  Disminuye  la  frecuencia  y la  intensidad  de  ataques  anginosos. 

4.  Puede  disminuir  y hasta  eliminar  extrasistoles. 

5.  Disminuye  la  tensión  arterial  durante  el  ejercicio  o al  descanso. 

6.  Mejora  la  eficiencia  de  bombeo  del  corazón.  El  volumen  sistólico  se  aumenta. 

7.  Aumenta  la  tolerancia  al  “stress”. 

8.  Puede  disminuir  los  niveles  séricos  de  lípidos. 

9.  Mejora  la  circulación  perífero-vascular. 

10.  Puede  estimular  la  formación  de  vasos  sanguíneos  colaterales  en  el  corazón. 

11.  Produce  una  sensación  de  bienestar  en  el  paciente  y aumenta  la  confianza  en  sí  mismo. 

A medida  que  la  condición  físiac  del  paciente  mejora  su  perspectiva  también  mejora  desde 
el  punto  de  vista  sicológico.  La  depresión  y aprehensión  que  se  observan  en  el  status 
post-coronariano  disminuyen. 


propósito  de  excluir  daño  extenso  del  miocardio,  el 
cual  limitaría  el  beneficio  potencial  de  la  terapia 
de  ejercicio  y aumentaría  sus  peligros.  También  se 
harían  las  pruebas  de  laboratorio  pertinentes  para 
excluir  ciertas  condiciones  que  contraindicarían  un 
programa  de  ejercicio.  Las  Tablas  II  y III  nos  mues- 
tran las  contraindicaciones  absolutas  y relativas  para 
conducir  pruebas  de  ejercicio,  entendiéndose  que  el 
paciente  con  infarto  agudo  de  miocardio,  si  al  final 
de  los  21  días  de  rehabilitación  cardíaca  aguda  no 
está  en  fallo  congestivo,  ni  tiene  angina  de  pecho. 


ni  arritmias,  se  puede  ejercitar  a un  nivel  de  ejer- 
cicio (hasta  4 Mets).  Sin  esta  prueba  a los  21  días 
no  podríamos  hacer  recomendaciones  sobre  el  ejer- 
cicio a seguir  por  el  paciente,  pues  no  sabríamos  su 
tolerancia,  ni  su  respuesta  electrocardiográfica  y de 
presión  arterial  al  i ejercicio.  Los  parametros  más 
importantes  a considerarse  al  formular  el  tipo  e in- 
tensidad de  ejercicio,  dependerá  de  la  frecuencia  car- 
díaca que  el  paciente  obtenga  en  esta  prueba  y/o  el 
consumo  de  oxígeno  máximo  estimado  o medido 
durante  la  prueba.  Usualmente  se  prescribe  un  pro- 
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TABLA  II 

CONTRAINDICACIONES  ABSOLUTAS 

1. 

Insuficiencia  cardíaca  manifiesta  (fallo  congestiva  cardíaco). 

2. 

Infarto  de  miocardio  reciente. 

3. 

Angina  de  pecho  progresiva  o inestable. 

4. 

Aneurisma  disecante. 

5. 

Taquicardia  ventricular  y otras  disritmias  peligrosas  (actividad  multifocal  ventricular). 

6. 

Estenosis  aórtica  severa. 

7. 

Embolización  reciente,  ya  sea  sistémica  o pulmonar. 

8. 

Tromboflebitis  aguda  o reciente. 

9. 

Enfermedades  infecciosas  agudas. 

TABLA  III 

CONTRAINDICACIONES  RELATIVAS 

1. 

2. 

Disritmias  supraventriculares  a frecuencia  alta. 

Ectopia  ventricular  frecuente  o repetitiva. 

3. 

Hipertensión  sistémica  o pulmonar  severa  no  tratada. 

4. 

Aneurisma  ventricular. 

5. 

Estenosis  aórtica  moderada. 

6. 

Enfermedades  metabólicas  no  controladas  (diabetes,  hipertiroidismo,  mixedema). 

7. 

Cardiomegalia  severa. 
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grama  de  ejercicio  que  aumenta  la  frecuencia  car- 
díaca de  un  70-75  por  ciento  del  que  el  paciente 
obtuvo  durante  la  prueba.  Si  la  prueba  fue  termina- 
da debido  a síntomas  de  angina,  la  frecuencia  del 
pulso  en  que  ésta  ocurrió,  es  anotada  y al  paciente 
se  le  permitirán  bacer  actividades  que  le  suban  la 
frecuencia  cardíaca  a la  terminación  del  ejercicio  unos 
20  latidos  por  debajo  de  la  frecuencia  que  se  obtuvo 
durante  la  prueba  y que  le  produjo  angina. 


Para  terminar,  debemos  recordar  que  los  beneficios 
de  la  rehabilitación  cardíaca  incluyen  un  aumento 
en  la  tolerancia  al  ejercicio  por  el  paciente  cardíaco 
y un  beneficio  sicológico  (quizás  el  más  importante 
en  la  mayor  parte  de  los  pacientes)  pero  que  aún  no 
se  ha  probado,  que  con  esta  modalidad  de  tratamiento, 
se  reduzca  la  morbilidad  y mortalidad  en  los  pacientes 
con  enfermedad  isquémica  del  corazón. 


LA  REHABILITACION  DEL  PACIENTE 
CARDIACO  AGUDO 


Arturo  Arche-Matta,  M.  D. 


El  Programa  de  Rehabilitación  del  Paciente  Car- 
díaco Agudo  se  limita  al  período  durante  el  cual 
el  paciente  permanece  hospitalizado  y nos  referimos 
solo  a pacientes  que  sufren  de  infarto  del  miocardio, 
aun  cuando  el  programa  de  rehabilitación  puede  ajus- 
tarse con  algunos  pequeños  cambios  para  cualquier 
paciente  que  sufra  una  condición  cardíaca  aguda. 

Es  durante  esta  fase  aguda  que  ocurre  la  mayor 
mortalidad  y en  especial  durante  los  primeros  días 
(siendo  la  primera  semana  el  período  de  mayor  riesgo) 
y probablemente  fuera  ésta  la  ! razón  principal  que 
por  muchos  años  el  tratamiento  del  paciente  con 
infarto  del  miocardio  fuera  descanso  en  cama  por 
4-6  semanas,  luego  se  daba  de  alta  al  paciente  y se 
le  recomendaba  una  vida  sedentaria  o de  mínima 
actividad  por  los  siguientes  3-6  meses  y al  finalizar 
este  período  la  mayoría  de  los  pacientes  no  estaba 
en  condiciones  de  retornar  a su  trabajo. 

Recientemente  se  han  hecho  estudios  sobre  el  efecto 
de  la  inmovilización  en  sujetos  saludables  y se  ha  en- 
contrado que  esta  inmovilidad  (3  semanas)  afecta 
adversamente  ya  que  se  produce  una  disminución 
en  la  capacidad  del  funcionamiento  físico. 

La  idea  básica  de  un  programa  de  rehabilitación 
durante  la  fase  cardíaca  aguda  es  la  de  evitar  los  efec- 
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tos  adversos  del  descanso  en  cama  y de  la  inmovili- 
zación sin  imponer  una  demanda  indebida  al  corazón 
del  paciente. 

Hay  que  tener  presente  que  cada  institución  y 
cada  investigador  tiene  un  programa  establecido  para 
la  rehabilitación  del  paciente  cardíaco  agudo.  Noso- 
tros delinearemos  un  programa  tomando  en  cuenta 
toda  esta  diversidad  de  opiniones. 

Dividiremos  primeramente  el  programa  en  dos  partes 
que  llamaremos: 

REHABILITACION  PASIVA  0 ETAPA  0 

Durante  esta  semana  de  hospitalización  donde  más 
tenemos  que  proteger  al  paciente  desde  el  día  de  ad- 
misión hasta  que  los  síntomas  y complicaciones  ter- 
minen o se  estabilizen. 

REHABILITACION  ACTIVA 

Cubre  el  resto  del  tiempo  que  el  paciente  esté 
hospitalizado  y lo  dividiremos  en  etapas  1,  2,  3. 
Los  criterios  que  usaremos  para  descontinuar  el  pro- 
grama de  rehabilitación  serán: 

Aparición  de  sudoración,  palidez,  bradicardia,  hipo- 
tensión, arritmias,  defectos  de  conducción  cardíaca, 
dispnea,  palpitaciones,  dolor  anginoso,  durante  o poco 
tiempo  después  de  la  sesión  de  actividad.  El  pulso, 
presión  y ECG  se  tomarán  antes  durante  y después 
del  período  de  actividad. 

El  programa  estará  bajo  supervisión  directa  del 
médico,  cardiólogo  y/o  Fisiatra,  desde  el  comienzo 
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hasta  el  final  del  programa. 

1.  PROGRAMA  DE  REHABILITACION  PASIVA:  0 
ETAPA  0 

1.  En  esta  parte  del  programa  es  de  vital  importan- 
cia librar  al  paciente  de  sus  temores,  ansiedades, 
angustias  y preocupaciones  que  tanto  lo  agobian 
y que  ayudan  a promover  el  lisiado  y/o  neuróti- 
co cardíaco  si  es  que  logran  sobrevivir  la  carga 
que  estos  factores  imponen  al  corazón  en  estado 
precario  por  la  condición  primaria.  Esta  parte 
se  lleva  a cabo  por  el  equipo  de  Rehabilitación; 
a saber,  el  Cardiólogo,  Fisiatra,  Psiquiatra  o Psi- 
cólogo, Trabajador  Social,  enfermera,  Terapista, 
Dietista,  etc.  mediante  una  explicación  al  pacien- 
te sobre  la  naturaleza  de  su  enfermedad,  propó- 
sitos de  las  precauciones  tomadas  durante  su  es- 
tadía en  el  C C U y sobre  todo  enfatizando  que 
se  espera  que  él  retomará  a una  vida  útil  junto 
a su  familia  y que  se  reintegre  a su  trabajo  luego 
de  su  período  de  convalescencia.  Además  infor- 
mar así  mismo  a la  familia  inmediata  del  paciente 
para  que  cooperen  en  ésto  durante  sus  cortas  vi- 
sitas al  paciente. 

2.  Desde  el  segundo  día  empezaremos  con  ejercicios 
pasivos  de  arco  de  movimiento  empezando  con  las 
articulaciones  pequeñas  progresando  poco  a poco 
hasta  las  articulaciones  mayores.  (En  algunos 
programas  también  añaden  ejercicios  activos-asis- 
tivos  con  gravedad  eliminada  de  los  llamados  de 
convalescencia  general). 

3.  Durante  este  período  tenemos  que  considerar 
la  mejor  posición  para  así  ocasionar  la  menor 
sobre  carga  a este  corazón  herido.  Desde  el  1952, 
Levins  y Lown,  demostraron  que  la  posición 
óptima  para  proteger  el  corazón  de  un  paciente 
cardíaco,  durante  la  fase  aguda  será  sentado  en 
una  butaca  firme  y cómoda  con  respaldo  alto, 

con  soporte  para  los  antebrazos  y que  el  pacien- 
te mantenga  los  pies  sobre  el  suelo.  Con  esta 
posición  el  débito  cardíaco  baja  a ser  85  por 
ciento  del  débito  cardíaco  del  paciente  en  posi^ón 
supina  y que  se  toma  como  unidad. 


Débito 

Cardíaco  Metabolismo 


Posición  antes 

descrita  85  °/o  90  °/o 

Sentado  en  silla  de 
respaldo  alto  y rela- 
jado 95  lio 

Sentado  al  borde  de 
la  cama  pies  con  so- 
porte 95  lio 

Posición  semi-incli- 
nada  en  la  cama  ro- 
dillas dobladas,  45°  lio  100 

De  pie  relajado  90  120 


Esta  posición  antes  descrita  se  recomienda  adop- 
tarse lo  más  tempranamente  posible  pues  prote- 
ge al  corazón  del  paciente  más  que  ninguna 
otra  posición  estudiada  y se  tiene  en  ella  al  pa- 
ciente 1-2  horas  en  la  mañana  y en  la  tarde  aún 
cuando  el  paciente  esté  conectado  ai  registro  con- 
tinuo electrocardiográfico  y/o  al  oxígeno.  Siem- 
pre hay  que  recordar  y es  muy  importante  que  hay 
que  sentar  al  paciente  en  la  cama  y ayudarlo  a 
sentarse  en  la  butaca.  Tan  pronto  empecemos  a 
sentar  al  paciente  debemos  hacer  uso  de  un  como- 
dín o “comode”  al  lado  de  la  cama  pues  el  movi- 
miento de  intestinos  en  comodín  3.6  Mets.  re- 
quiere menos  gasto  energético  que  el  que  se  hace 
en  un  pato  o “basin”  acostado  en  la  cama  4.7 
Mets. 


II.  PROGRAMA  DE  REHABILITACION  ACTIVA 

Esta  parte  de  la  rehabilitación  del  paciente  cardíaco 
agudo  debe  comenzar  tan  pronto  la  condición  del  pa- 
ciente se  estabiliza  (día  0)  y en  la  mayoría  de  ios 
casos  comienza  sobre  el  cuarto  y sexto  día  de  hospi- 
talización. Esta  fase  activa  del  programa  la  dividimos 
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de  la  siguiente  manera: 

Etapa  aguda  o etapa  1,  desde  el  día  O hasta  el  sépti- 
mo día  y se  usarán  actividades  cardíacas  con  gasto 
energético  hasta  1.5  Mets. 

Etapa  subaguda  o etapa  2,  desde  el  octavo  día 
hasta  el  14  día  y se  usarán  actividades  cardíacas 
con  gasto  energético  hasta  2.5  Mets. 

Etapa  Convalesciente  hospitalizado  o etapa  3 - 
desde  el  15  día  hasta  que  el  paciente  es  dado  de 
alta  y se  usarán  actividades  cardíacas  con  gasto 
energético  hasta  3.5  Mets. 

Un  (1)  Met.  = 3.5-4.0  ml  02/Kg  min.  = 1.2  cal/ 
min.  aproximadamente  = la  energía  que  se  re- 
quiere para  sentarse  quieto  pero  despierto,  que 
es  un  poco  mayor  que  el  metabolismo  basal  ya 
que  el  paciente  no  está  acostado.  Los  Mets  son 
equivalentes  metabólicos. 

Etapa  Aguda  o etapa  1.  Día  0 hasta  séptimo  día. 
Durante  esta  etapa  le  proporcionamos  al  paciente 
una  serie  de  actividades  cardíacas  que  requieren  un 
gasto  energético  no  mayor  de  1.5  Mets.  El  programa 
en  esta  etapa  incluye: 

a)  Sentar  al  paciente  en  el  borde  de  la  cama  con 
los  pies  apoyados  en  un  banco  o en  el  piso; 
comenzando  por  5 minutos  y progresando  hasta 
llegar  a 15  minutos  dos  veces  al  día,  durante 
los  primeros  2-3  días. 

b)  luego  pasamos  a poner  el  paciente  de  pie  al 
lado  de  la  cama,  comenzando  con  1-2  minutos, 
progresando  hasta  15  minutos  al  día. 

c)  también  el  paciente  puede  caminar  alrededor 
de  la  cama  para  sentarse  en  la  butaca  para  car- 
díacos, empezando  por  1-2  minutos. 

d)  Al  paciente  se  le  permite  cambiar  de  posiciones 
en  la  cama,  ayudarse  a bañarse  en  la  cama,  la- 
varse las  manos  y la  cara,  cepillarse  los  dientes, 
afeitarse  por  su  propia  mano,  peinarse. 

e)  Ejercicios  activos  asistivos  de  arco  de  movimien- 
to en  los  primeros  tres  días,  progresando  a ejer- 
cicios resistivos  manuales  usando  la  técnica  de 
Schott  para  cardíacos  durante  los  siguientes  días 
de  la  etapa,  empezando  con  5 minutos  y progre- 


sando hasta  10  minutos  dos  veces  al  día. 

f)  Actividades  de  terapia  ocupacional  con  los  brazos 
apoyados  comenzando  por  5 minutos,  progre- 
sando hasta  10  minutos  dos  veces  al  día.  Entre 
las  actividades  permitidas  se  encuentran:  estam- 
pado de  cuero,  entre  lazado  de  cuero,  pintar 
en  posición  sentada,  coser  a mano,  coser  a má- 
quina, mondar  papas,  trab^o  de  oficina  sentado. 

CRITERIOS  PARA  DESCONTINUAR  EL  PROGRAMA 

Aumento  en  frecuencia  cardíaca  mayor  de  25. 

Aumento  en  arritmias. 

Aumento  en  manifstacionese  isquémicas,  dolor,  dio- 
nea. 

ETAPA  SUBAGUDA  O ETAPA  2 

Desde  día  8 hasta  14  días. 

Durante  esta  etapa  las  actividades  cardíacas  permiti- 
das serán  aquellas  que  requieren  un  gasto  energético 
hasta  de  2.5  Mets.  El  programa  en  esta  etapa  incluye: 

a.  Entrar  y salir  de  la  cama  sin  ayuda. 

b.  Comer  por  su  mano  sentado  en  mesa  al  lado  de 
la  cama. 

c.  Programa  de  televisión  escogido  y bajo  super- 
visión. 

d.  Permitimos  al  paciente  jugar  cartas,  damas,  rompe- 
cabezas, hasta  30  minutos  dos  veces  al  día,  bajo 
supervisión. 

e.  Actividades  de  terapia  ocupacional  en  posición 
sentada,  empezando  por  10  minutos  progresando 
hasta  20  minutos  dos  veces  al  día.  Entre  las  acti- 
vidades permitidas  tenemos: 

tallar  en  cuero,  escribir  a máquina,  trabajo 
en  metal  usando  martillo,  tocar  piano. 

f.  Ejercicios  calisténicos  en  posición  sentada  hasta 
aquellos  que  requieren  gasto  energético  de  2 Mets 
hasta  un  máximo  de  4 minutos,  de  acuerdo  al 
regimen  para  cardíacos. 

g.  Regimen  para  caminar  progresivamente. 
Comenzar  caminando  25  pies  a 1 mi/hr.  dos  o 
o tres  veces  al  día;  aumentando  25  pies  diarios 
hasta  un  máximo  de  100  pies;  si  no  aparecen 
síntomas  para  descontinuar  el  programa  se  vuelve 
a empezar  el  redmen  descrito  pero  aumenta  la 
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velocidad  a 1 1/2  mi/hr. 

CRITERIOS  PARA  DESCONTINUAR  EL  PROGRAMA 

Frecuencia  cardíaca  en  reposo  mayor  de  100/min. 
Aumento  en  frecuencia  cardíaca  por  20  latidos  o llegar 
hasta  110/min. 

Aparición  de  dolor  en  el  pecho,  sudoración  profusa, 
dispnea. 

ASPECTOS  EDUCACIONALES 

Instruir  paciente  en  tomarse  el  pulso. 

Orientación  sobre  factores  de  riesgo,  medicación  y 

medidas  preventivas. 

Consulta  de  Dietista,  Psicólogo  y Trabajador  Social. 

ETAPA  CONVALESCIENTE  HOSPITALIZADO  0 E- 
TAPA  3 

Desde  el  día  15  hasta  ser  dado  de  alta. 

Durante  esta  etapa  los  requerimientos  energéticos 
son  un  poco  mayores  permitiendo  actividades  cardíacas 
hasta  3.5  Mets. 

El  programa  en  esta  etapa  incluye: 

a.  El  paciente  puede  caminar  Ubremente  dentro  del 
cuarto,  vestirse  y desvertirse. 

b.  El  paciente  puede  tomar  ducha  sentado. 

c.  Permitimos  jugar  dominó,  dardos,  herraduras  plás- 
ticas por  períodos  de  1/2  hr.  bajo  supervisión. 

d.  Las  actividades  de  terapia  ocupacional  pueden 
ser  en  posición  sentada  o de  pie,  empezando  con 
30  minutos,  progresando  hasta  60  minutos  dos 
veces  al  día  incluyendo  actividades  tales  como: 

aserrar  madera  con  sierra  de  mano,  aserrar 
con  sierra  de  joyero,  preparar  comidas,  lavar 
ropas  pequeñas,  amasar  harina,  lavar  piso, 
manejar  un  carro 

e.  Programa  de  ejercicios  de  calisténicos  de  pie 
hasta  de  gasto  energético  de  2 mets  aumentando 
la  duración  hasta  8 minutos  dos  veces  al  día. 

f.  El  programa  de  caminar  puede  proseguir  desde 
el  día  18  a 2 mi./hr.  empezando  por  25  pies  2-3 
veces  al  día,  aumentando  25  pies  diarios  hasta 
un  máximo  de  100  pies. 


g.  Se  puede  también  permitir  usar  la  bicicleta  sin 
resistencia  empezando  despacio  por  5 minutos 
progresando  hasta  llegar  a 5.5  millas  por  hora. 

CRITERIOS  PARA  DESCONTINUAR  EL  PROGRAMA 

Frecuencia  cardíaca  antes  y después  de  la  actividad 
mayor  de  110. 

Aumento  en  frecuencia  cardíaca  mayor  de  25  la- 
tidos/min. 

Aparición  de  Síntomas:  dolor  de  pecho,  dispnea, 
sudoración  profusa,  etc. 

ASPECTO  EDUCACIONAL 

Orientación  y consejería  a los  familiares  del  pa- 
ciente. 

Es  muy  importante  que  durante  los  días  antes  de 
dar  de  alta  al  paciente  se  instruya  y sobretodo  se  le 
demuestre  a los  familiares  del  paciente  aquellas  acti- 
vidades que  el  paciente  lleva  a cabo  en  su  programa 

I 

de  rehabilitación  y que  está  capacitado  para  llevar  a 
cabo  en  su  hogar  de  manera  que  su  programa  de 
rehabilitación  no  sea  interrumpido  a causa  de  una 
sobre  protección  de  parte  de  la  familia  al  ser  dado 
de  alta  el  paciente. 

Durante  la  hospitalización  del  paciente  y aproxi- 
madamente el  día  21  se  hace  una  prueba  de  caminar 
en  la  correa  sin  fin  (Naughton’s)  para  determinar 
una  base  para  delinear  el  programa  que  el  paciente 
seguirá  en  su  etapa  convalesciente  ambulatorio. 
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REHABILITACION  DE  PACIENTCS 
CARDIACOS  A LARGO  PLAZO 


Moisés  Santiago  VassaUo,  M.  D. 


La  rehabilitación  del  paciente  cardíaco  a largo 
plazo  engrana  con  el  programa  antes  delineado 
y comienza  el  mismo  día  en  que  se  da  de  alta  del  hos- 
pital. Existen  varios  métodos  de  acondicionamiento 
físico  y mental  y por  esta  razón  varias  instituciones 
han  desarrollado  su  propio  programa.  Estos  programas 
están  siendo  orientados  para  incluir  no  solamente 
pacientes  cardíacos,  sino  individuos  que  por  alguna 
razón  estén  decondicionados.  Esta  diversidad  de  pro- 
gramas existentes  demuestran  que  hay  muchas  formas 
de  “Pelar  el  Gato,”  pero  lo  importante  es  que  les 
objetivos  y propósitos  estén  acordes,  a saber: 

1.  Evitar  la  formación  de  incapacitados  cardíacos. 
2.  Hacer  que  los  pacientes  con  enfermedad  cardíaca 
puedan  llevar  una  vida  productiva  y útil. 

Hemos  hecho  un  recuento  de  varios  de  estos  pro- 
gramas y trataremos  de  elaborar  un  compendio  que 
resuma  lo  presentado  en  ellos.  Para  nuestros  propó- 
sitos, estaremos  bregando  con  pacientes  cardíacos 
en  las  siguientes  etapas: 

1.  Convalescencia  tardía  o fase  dos. 

2.  Post-Convalescencia-Mantenimiento  o fase  tres. 

Convalescencia 

Comienza  cuando  el  paciente  está  definitivamente 
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fuera  de  la  cama,  es  capaz  de  mantenerse  de  pie,  ca- 
minar, y subir  escaleras.  Para  esta  época,  se  le  da  de 
alta  al  paciente  del  hospital.  Esta  fase  termina  cuando 
ha  recuperado  al  máximo  sus  funciones  y está  listo 
para  reintegrarse  a su  trabajo. 

La  meta  en  esta  fase  es  promover  rendimiento  fí- 
sico a un  nivel  que  el  paciente  pueda  regresar  a su 
trabajo  o de  ser  esto  último  imposible,  a aquella 
actividad  que  él  sea  capaz  de  hacer. 

El  aspecto  psicológico  se  debe  atender,  ya  que  el 
paciente  debe  retomar  a la  comunidad  confiado  en  su 
habilidad  para  cumplir  con  las  demandas  impuestas. 

Post  Convalescencia  o Mantenimiento  - Fase 
Tercera 

Aquella  que  continúa  por  el  resto  de  la  vida  del 
paciente. 

La  meta  en  esta  etapa  es  mantener  al  paciente 
tanto  física  como  psicológicamente  al  nivel  máximo 
estable  de  recuperación  adquirido  en  la  etapa  de 
convalescencia. 

Nau^ton,  Bmhn  y Latgola  demostraron  que  tanto 
las  respuestas  fisiológicas,  pulso  o ritmo  cardíaco  y 
capacidad  para  rendir  trabajo  físico,  como  las  acti- 
tudes psicológicas  de  pacientes  cardíacos  sujetos  a 
un  programa  de  reacondicionamiento  comparaban  fa- 
vorablemente en  estos  mismos  parametros  con  pa- 
cientes no  cardíacos  y pacientes  cardíacos  sedentarios. 
Psicológicamente  los  pacientes  demostraron  menos  de- 
presión o hipocondriasis  que  los  grupos  no  ejercitados 
o sedentarios.  Fisiológicamente  el  ritmo  cardíaco 
de  los  pacientes  en  acondicionamiento  era  menor  y 
su  capacidad  para  rendir  trabajo  físico  era  mayor  que 
los  grupos  sedentarios  en  igualdad  de  condiciones. 
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esto  es  (niveles  comparables  de  consumo  de  oxígeno). 

Aspectos  Psicosociales 

Etapa  Convalescencia  - Los  disturbios  emocionales 
que  siguen  a un  ataque  cardíaco  no  infrecuentemente 
ocurren  como  respuesta  a dificultades  sociales  y del 
ambiente,  asi  que,  su  manejo  implica  una  evaluación 
de  todos  los  problemas  sociales  y emocionales  del  pa- 
ciente. Se  debe  evaluar  el  hogar  del  paciente,  además 
de  la  actitud  familiar  para  considerar  si  va  a ser  de  ayuda 
o de  estorbo  en  la  rehabilitación.  Se  debe  hacer  con- 
tacto con  el  patrono  del  paciente  para  sondear  las  po- 
sibilidades de  retorno  al  empleo  y para  evaluar  las  de- 
mandas físicas  del  trabajo  en  particular. 

Durante  la  etapa  de  convalescencia  existe  una  serie 
de  peligros  psicológicos  para  el  paciente  en  su  esfuerzo 
por  retornar  a una  vida  normal  y que  muy  pocas 
veces  el  paciente  percibe.  El  retomo  al  trabajo 
debe  hacerse  lo  más  pronto  posible;  la  evidencia 
actual  recomienda  alrededor  de  diez  semanas  desde 
el  comienzo  de  la  enfennedad.  Al  aumentar  la  ac- 
tividad física  se  perciben  mejor  las  limitaciones  y 
el  paciente  aqueja  con  mucha  frecuencia  debilidad 
y cansancio.  Estas  se  interpretan  como  deterioro 
y por  lo  tanto  puede  surgir  depresión  y ansiedad. 
Las  actividades  sexuales  pueden  ser  comenzadas  cuan- 
do el  paciente  es  capaz  de  tolerar  actividades  con 
gastos  energéticos  entre  4 a 6 Mets,  o sea,  en  la  etapa 
de  convalescencia  temprana. 

Por  estudios  controlados  se  ha  determinado  que  el 
gasto  energético  en  estas  actividades  no  sobrepasan 
aquel  gasto  incurrido  al  llevar  a cabo  un  examen  de 
tolerancia  de  dos  etapas  (double  steps  Master  Test) 
o el  Estadio  2do  del  protocolo  de  Bmce.  Corres- 
ponde al  cardiólogo  orientar  al  paciente  en  este  res- 
pecto. 

Etapa  Post-  Convalescencia-  Marcada  como  diez 
semanas  desde  el  comienzo.  Al  llegar  a esta  etapa 
la  mayoría  de  los  pacientes  debe  haber  alcanzado 
un  nivel  alto  en  su  recuperación  física  y psicológica. 
El  retomo  al  trabajo  es  un  evento  significativo  para  el 
paciente  y su  familia  y puede  verse  con  cierta  apre- 
hensión. El  médico  debe  asegurarle  y enfatizarle 
que  el  retomo  al  trabajo  no  es  peligroso  y que  es  na- 
tural que  se  sienta  cansado  al  principio,  pero  que  esto 
es  un  fenómeno  transitorio.  Se  debe  fomentar  el  cul- 


tivo de  ciertos  pasatiempos  y de  evitar  factores  de 
riesgo. 

Debe  evitarse  la  fonnación  o el  retomo  de  malos 
hábitos.  En  esta  etapa  es  importante  el  contacto 
con  un  médico  orientado  en  Rehabilitación  para  que 
éste  re-enfatice  la  nece.sidad  de  mantener  el  acondicio- 
namiento físico  al  máximo,  velar  por  la  dieta  y además 
ayudar  al  paciente  a reforzar  sus  resoluciones. 

Las  medidas  restrictivas  y sobreprotectoras  son  de- 
trimentales  en  cualquier  etapa,  pero  más  en  la  etapa 
post-convalesciente  por  lo  tanto  debe  enfatizarse  que 
el  paciente  trate  de  llevar  una  vida  lo  más  cercano 
a lo  normal  posible. 

Programa  de  Rehabilitación  Basado  en  Ejerci- 
cios y Actividades  Físicas 

Aunque  los  experimentos  controlados  están  todavía 
en  progreso,  hay  mucha  evidencia  acumulada  indicando 
que  el  aumento  en  la  actividad  física  mejora  el  pro- 
nóstico después  de  un  infarto  de  miocardio.  Varios 
investigadores  entre  los  que  se  destaca  Kottke,  se  han 
dado  a la  tarea  de  clasificar  varias  actividades  de 
acuerdo  al  consumo  energético  al  ejecutarse.  Se  han 
clasificado  actividades  dentro  y fuera  del  hospital, 
pásatiempos  y ocupaciones. 

Básicamente  al  llegar  el  período  de  convalescencia 
el  paciente  debe  estar  capacitado  físicamente  para 
llevar  a cabo  actividades  que  requieran  un  gasto  mo- 
derado de  energía,  a saber,  de  3 a 4 Mets. 

Al  llevar  a cabo  estas  actividades,  se  debe  velar 
la  frecuencia  cardíaca  (ésta  debe  mantenerse  entre  120- 
130/min.)  o de  haberse  hecho  los  exámenes  de  toleran- 
cia física,  debe  mantenerse  bajo  el  60  por  ciento  de  la 

frecuencia  máxima  obtenida  en  éstos. 

Se  manipula  el  programa  de  caminar  cambiando 
tres  factores: 

1.  La  distancia  total  a caminarse. 

2.  El  tiempo  requerido  para  caminar  esa  distancia. 

3.  La  frecuencia  o ritmo  cardíaco  máximo  permisi- 
ble. 

Por  ejemplo:  Al  comienzo  se  puede  requerir  del  pa- 
ciente que  camine  1/4  o 1/2  milla  con  un  máximo  de 
120  por  minuto  de  ritmo  cardíaco;  después  de  varias 
caminatas  se  descubre  que  el  paciente  camina  la  dis- 
tancia en  15  minutos  con  un  ritmo  de  100  por  minu- 
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to.  Se  le  indica  al  paciente  que  debe  entonces 
caminar  de  manera  que  reduzca  el  tiempo  aumentando 
el  ritmo  cardíaco.  Según  el  paciente  disminuye  el  tiem- 
po, se  aumenta  la  distancia  sistemáticamente  según  la 
tolerancia  o resistencia  del  paciente.  Algunos  pacientes 
se  pueden  estabilizar  en  una  milla,  otros  pueden  re- 
querir más  actividad,  por  lo  cual  la  distancia  se  aumenta 
periódicamente  hasta  dos  millas  andadas  aproximada- 
mente en  20  minutos.  Junto  a las  caminatas  se  ha  pro- 
gramado una  serie  de  ejercicios  calisténicos  graduados 
acorde  al  gasto  de  energía  y por  los  cuales  se  va  pro- 
gresando al  paciente. 

Se  puede  hacer  uso  de  ciertas  actividades  en  terapia 
ocupaciona!  que  llenan  los  requisitos  de  requerimien- 
to energético  dependiendo  de  la  etapa  o fase  en 
que  se  encuentre  el  paciente.  Aún  más,  existen  ciertos 
pasatiempos,  deportes  y actividades  en  el  hogar  los 
cuales  en  forma  progresiva  pueden  utilizarse  para 
continuar  el  acondicionamiento  físico. 

En  la  etapa  post-convalescencia  puede  progresarse 
a exigirle  al  paciente  que  ejecute  actividades  que  requie- 
ran entre  60-70  por  ciento  de  su  ritmo  cardíaco  máximo 
adquirido  en  los  exámenes  de  tolerancia  (actividades 
requiriendo  sobre  5 Mets  (pesadas)  sin  sobrepasar 
7-8  Mets  (por  períodos  cortos.) 

En  esta  etapa  pueden  utilizarse  ejercicios  calis- 
ténicos; además  de  correr  bicicleta,  correr  a pie  y 
trotar. 

Se  debe  evitar,  de  ser  posible,  este  tipo  de  actividades 


en  pacientes  cardíacos  sin  supervisión  médica  y enfati- 
zarse que  deben  ejecutarse  por  períodos  cortos  asegu- 
rándole al  paciente  un  período  de  descanso  para  recu- 
peración bastante  prolongado  para  que  no  entre  en 
deuda  de  oxígeno,  ya  que  ésta  se  va  acumulando  duran- 
te el  día  y puede  descompensar  al  paciente  especial- 
mente durante  la  noche. 

Debe  enfatizarse  que  el  progreso  del  paciente  de 
una  etapa  de  nivel  energético  bajo  a una  etapa  de  ni- 
vel energético  alto,  tiene  que  hacerse  previa  evaluación 
cardíaca  y luego  de  administrársele  exámenes  de  to- 
lerancia física  y mantener  contacto  con  el  equipo 
de  resucitación  para  cualquier  eventualidad. 

Estos  programas  se  pueden  ajustar  a exigir  el  80 
por  ciento  del  ritmo  cardíaco  máximo  para  acondicio- 
namiento físico. 

Resumen 

\ 

Se  ha  desarrollado  un  programa  de  rehabilitación 
cardíaca  presentando  el  “rationale”  para  su  existen- 
cia, los  métodos  de  evaluar  y seleccionar  los  pacientes, 
el  programa  en  su  etapa  aguda,  subaguda,  convales- 
cencia  y a largo  plazo. 

Se  han  tomado  en  cuenta  además  los  factores 
psicológicos,  sociales  y emocionales  que  podrían  in- 
terferir con  el  progreso  del  paciente. 
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delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  antitussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus. for  all  patients  who 
require  potent  analgesia.  ^ 

N0.3“for  almost  all  other  kinds  of  lesser  pain  ™ 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Compound 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose” 

analgesic - not  too  little,  not  /Burroughs  Wellcome  Co. 

too  much.  Just  right  for  your  ® / Research  Triangle  Park 

out-patients  in  these  categories.  Wellcome  / North  Carolina  27709 


.3,  codeine  phosphate*(32.4  mg)gry2  • No.4,  codeine  phosphate*(64.8  mg)  gr  1 


Warnine— mav  be  habit-forming. 


Each  tablet  also  contains  aspirin  gr  31/2,  phenacetin  gr  2V2,  caffeine  gr  V2. 


antihypertensive  action 
at  the  vasomotor  centers 
in  the  brain 


(Based  on  animal  studies) 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  in  the  Brief  Summary. 


Catapres®  (clonidine  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some 
patients  necessitating  a reevaluation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embi^o- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possible  adverse  effects  in 
pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  Is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Chiidren:  No  clinical  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heartfailure,  Raynaud’s 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs’  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage:  Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  GmbH 
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With  Codeine 


No.  2 — % Grain  Codeine  Tablets 
No.  3-/4  Grain  Codeine  Tablets 


for  the  relief  of  severe  pain. . . 
with  the  protection  of  Maalox® 
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Available  in  two  dosage  strengths; 

No.  2 — 14  grain  (16.2  mg.) 

Codeine  Phosphate 
No.  3 — 1/2  grain  (32.4  mg.) 

Codeine  Phosphate 

. . . both  with  five  grains  of 
Maalox-protected  aspirin. 

Ascriptin,®  an  excellent  analgesic, 
antipyretic,  and  anti-inflammatory 
combined  with  codeine  to  give 
effective  relief  from  severe  pain  with 
minimal  aspirin-induced  gastric 
distress. 

Indication:  Ai  an  analgesic  for  the  relief  of  pain  of 
all  degrees  of  severity  up  to  that  which  requires 
morphine. 

Side  Effects:  Side  effects  are  rare.  Nausea,  constipa- 
tion and  drowsiness  may  occur. 

Warning  — may  be  habit  forming. 

Usual  Adult  Dose:  Ascriptin  with  Codeine  No.  2 
( W grain):  Two  tablets  every  3 or  4 hrs.  when 
necessary. 

Ascriptin  with  Codeine  No.  3 (*72  grain):  One  or 
two  tablets  every  3 or  4 hrs.  when  necessary. 


WILLIAM  H.  RORER.  INC. 
Fort  Washington,  Pa.  19034 
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EDITORIAL 


LA  REHABILITACION  DEL  PACIENTE  CON  CARDIOPATIA 
^CORONARIA 


El  tratamiento  de  los  enfermos  cardíacos  solo  es  exitoso  si  el  programa  de  rehabilitación 
a que  se  les  someta  es  adecuado.  Muchas  unidades  importantes  dedicadas  al  cuidado  cardíaco 
hacen  que  sus  pacientes  continúen  viviendo  pero  los  convierten  en  lisiados  cardíacos  para  el  resto 
de  sus  vidas.  El  fallo  está  en  que  no  logran  quitar  al  paciente  el  miedo  a incorporarse  a la  vida 
activa  después  de  su  enfermedad  cardíaca.  Aunque  ellos  tratan  los  infartos  de  miocardio  con  éxito 
y heróicamente,  no  preparan  al  ser  humano,  sin  embargo,  a vivir  una  vida  lo  más  normal  posible 
dentro  de  los  límites  que  le  impone  su  enfermedad.  Esta  puede  ser,  en  breves  palabras,  la  defini- 
ción de  la  medicina  de  rehabilitación,  tan  ciertas  para  los  enfermos  cardíacos  como  cualquier 
otra  enfermedad  del  cuerpo  o de  la  mente. 

La  aplicación  de  los  principios  generales  de  la  medicina  de  rehabilitación  al  cuidado  total 
del  paciente  cardíaco  comienza  tan  pronto  como  es  admitido  en  la  unidad  cuidados  intensivos 
cardíacos,  y no  termina  hasta  que  no  se  le  integra  con  éxito  en  el  seno  familiar  y en  el  servicio 
a su  comunidad.  En  muchos  casos  esto  puede  no  ser  factible.  Pero  en  la  medida  de  lo  posible 
el  médico,  ayudado  por  el  equipo  de  rehabilitación,  habrá  de  preparar  al  paciente  para  que  lleve 
una  vida  lo  más  productiva  posible. 

Las  disertaciones  tratan  sobre  la  aplicación  de  ciertos  procedimientos  de  la  medicina  física 
en  la  unidad  del  cuidado  cardíaco  intensivo  al  poco  tiempo  de  ser  admitido  el  enfermo  afectado 
y en  su  fase  de  convalescencia  tardía  y post-convalescencia.  Están  fundados  en  sólidas  premisas 
fisiológicas  que  no  aumentarán  la  carga  al  funcionamiento  del  corazón  ni  producirán  mayor  ten- 
sión o esfuerzo.  El  pensamiento  básico  de  este  programa  es  prevenir  al  paciente  para  que  no  se 
convierta  en  un  lisiado  cardíaco,  sometiéndolo  para  ello  a ciertas  actividades  tempranas  y apro- 
piadas. 


Herman  J.  Elax,  MD,  FACP 
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ALL-OUr  EDUCA  TIONAL  EFFORT  URGED  ON 
HARM  OF  MARIHUANA 

CHICAGO—  Marihuana  most  definitely  is  not  a 
relatively  harmless  drug. 

A systematic  campaign  to  disseminate  medical  in- 
formation about  the  well  known  poisonous  effects 
of  marihuana  is  long  overdue,  particularly  by  govern- 
mental agencies  and  the  news  media,  says  a com- 
munication in  the  June  2 issue  of  the  Journal  of  the 
American  Medical  Association. 

lo  date,  most  of  the  public  remains  uninformed 
about  medical  findings  that  clearly  indicate  substan- 
tial health  hazards  as  a result  of  marihuana  smoking, 
say  Harold  Kolansky,  M.  D.,  and  William  T.  Moore, 
M.  U.,  in  the  JAMA  report.  Drs.  Kolansky  and  Moore 
are  from  the  Department  of  Psychiatry  of  the  Univer- 
sity of  Pennsylvania  School  of  Medicine,  Philadelphia. 

The  authors  also  called  on  physicians  to  join  in  a 
public  education  effort  on  marihuana. 

“The  physician  should  not  he  apathetic  about  the 
current  marihuana  epidemic.  By  familiarizing  himself 
with  the  results  and  potentials  of  marihuana  toxicity, 
he  is  in  a uniquely  effective  position  to  act  as  the 
spearhead  in  a coordinated  community  effort  to  pre- 
vent the  cannabis  epidemic  from  becoming  endemic.” 

Drs.  Kolansky  and  Moore  cited  their  studies  which 
showed  dangerous  bodily  changes,  particularly  within 
the  brain,  from  smoking  the  drug. 

“All  subjects  clearly  demonstrated  an  early  diminu- 
tion in  self-awareness  and  judgment  along  with  slowed 
thinking  and  shorter  .spans  in  concentration  and  atten- 
tion. We  also  reported  a gradual  development  of 
goallessness,  blunted  emotions,  a counterfeit  impres- 
sion of  calm  and  well-being,  and  a prevailing  illusion 
of  recently  developed  insight  and  emotional  maturity. 
Many  demonstrated  difficulty  in  deptli  perception  and 
an  alteration  in  the  sense  of  timing,  both  of  which 


are  particularly  hazardous  during  automobile  driving.” 

Even  occasional  or  moderate  use  is  risky,  they  warn. 
The  researchers  cite  a long  list  of  undesirable  body 
changes  resulting  from  use  of  the  drug. 

The  American  Medical  Association  position  on  mari- 
huana is  that  the  AMA  does  not  condone  the  produc- 
tion, sale  or  use  of  the  drug.  It  does,  however,  recom- 
mend that  the  personal  possession  of  “insignificant 
amounts”  of  that  substance  be  considered  at  most  a 
misdemeanor.  The  AMA  recommends  its  prohibition 
for  public  use,  and  strongly  urges  that  there  be  increased 
research  on  marihuana. 

“A  policy  of  discouragement  is  strongly  advocated” 
1 the  AMA  policy  statement. 


ALCOHOL  CALLED  HARMFUL  TO  HEART  DISEA- 
SE PATIENTS 

CHICAGO—  Alcohol  is  definitely  harmful  to  heart 
disease  patients,  says  a communication  in  the  June  2 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

Patients  with  heart  disease  can  have  a marked 
slowing  in  heart  action  from  just  one  drink  of  two 
ounces  of  whiskey,  says  Lawrence  D.  Horwitz,  M.  D., 
of  the  University  of  Texas  Health  Science  Center  at 
San  Antonio. 

In  the  communication  on  alcohol  and  heart  disease 
addressed  to  physicians.  Dr.  Horwitz  writes: 

“Unfortunately,  many  physicians  are  unaware  that 
alcohol  may  have  detrimental  effects  on  the  heart. 
This  is  not  surprising  since  for  centuries  there  has  been 
a widespread  misconception,  promulgated  in  textbooks 
of  medicine,  tliat  alcohol  is  a cardiac  ‘stimulant.’” 

In  fact,  he  says,  there  is  strong  evidence  that  it  is  a 
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heart  depressant. 

Those  with  severe  heart  damage  and  clironic  lieart 
failure  should  probably  not  drink  at  all,  Dr.  Horwitz 
declares.  Other  heart  patients  .should  he  limited  to 
a maximum  daily  of  one  shot  of  one  and  one-half 
ounces  of  whiskey;  or  one  12-ounce  can  of  beer,  or 
one  six  ounce  glass  of  wine. 

Patients  with  coronary  disease  should  he  warned 
that  for  two  hours  after  drinking,  they  should  refrain 
from  activity  that  could  induce  angina. 


THE  FDA  ON  7122175  ISSUED  THE  FOLLOWING 
TALK  PAPER  RE:  CHYMOPAPAIN. 

(Members  of  the  American  Academy  of  Orthopaedic 
Surgeons  and  the  American  Association  of  Neurological 
Surgeons  are  being  infonned  by  their  groups  about  re- 
cent developments  with  the  dmg  Chymopapain.  ;his 
infonnation  is  provided  in  case  you  get  press  inquiries.) 

Chymopapain  is  a drug  derived  from  extracts  from 
the  papaya  plant,  for  the  treatment  of  damaged  spinal 
discs.  It  is  given  by  injection  in  an  operating  room 
setting.  As  a foreign  protein  in  the  body,  it  has  the 
potential  for  causing  an  allergic  reaction  in  people. 
Chymopapain  has  been  under  study  since  1963  under 
an  investigational  new  drug.  Application  (IND)  held 
by  Travenol  Laboratories,  Inc. 

Since  1972,  the  new  drug  application  (NDA)  to 
market  the  drug  has  been  followed  closely  by  FDA’s 
surgical  drugs  advisory  committee  as  well  as  the  FDA 
staff.  On  March  15,  1974,  this  committee  recom- 
mended that  the  new  drug  application  for  Chymo- 
papain be  approved  for  use  by  medical  specialists. 

Because  Chymopapain  is  a controversial  drug  and 
because  double-blind,  placebo-controlled  trials  were 
not  available  and  seemed  not  to  be  feasible,  FDA 
determined  in  the  fall  of  1974  to  ask  comment  on 


the  advisability  of  api)roving  Chymopapain  under  the 
conditions  outlined  by  the  committee.  About  this 
time,  several  investigators  informed  Travenol  of  their 
desire  to  conduct  a trial  under  double-blind,  placebo- 
controlled  conditions. 

The  controlled  trial  was  stated  in  December  1974. 
By  spring,  1975,  the  {)roposal  for  public  comment 
on  the  dnig  was  postponed  until  data  from  the  new 
trial  became  available.  In  late  June,  1975,  the  inves- 
tigators detennined  that  .sufficient  data  were  available 
to  permit  preliminary  conclusiojis  to  be  reached.  The- 
se conclusions  were  that  results  in  the  placebo  group 
and  the  Chymopapain  group  did  not  differ  significant- 
ly in  any  respect.  Patients  receiving  the  placebo  re- 
ported relief  of  symptoms  as  often  as  did  patients 
receiving  the  drug. 

On  July  2,  1975,  these  results  were  presented  to 
FDA’s  Bureau  of  Drugs.  It  was  agreed  that  no  further 
Chymopapain  would  be  shipped  to  investigators  other 
than  those  involved  in  the  double-blind  study.  On 
July  15,  1975,  officials  of  Travenol  presented  data 
from  the  controlled  study  in  a meeting  attended  by 
FDA  officials  and  representatives  of  the  American 
Academy  of  Orthopeaedic  Surgeons  (AAOS)  and  the 
American  Association  of  Neurological  Surgeons  (AANS). 
All  concurred  that  only  the  placebo-controlled,  double- 
blinded  trials  should  be  continued  at  this  time. 

FDA  Commissioner  Alexander  M.  Schmidt  has  writ- 
ten letters,  dated  July  17,  1975,  to  the  two  surgical 
groups  (AAOS  and  AANS)  whose  members  use  the 
dmg,  giving  a full  account  of  the  dmg’s  current  investi- 
gational status. 

The  manufacturer,  Travenol  Laboratories,  will  now 
supply  Chymopapain  only  to  investigators  currently 
conducting  the  double-blind  study.  Additional  data 
from  the  clinical  trial  should  be  collected  and  reviewed 
in  about  90  days  (mid-October). 

Heinz  G.  Wilms,  Acting  Director 

Division  of  Federal-State  Relations 

Office  of  the  Executive  Director  of  Regional  Operations 
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STATE  HOSPITALS  CHARGED  WITH  USING  UNLICEN- 
SED FOREIGN  MEDICS 

AMA—  The  present  “scandalous  practice  of  using  unqua- 
lified foreign  medical  graduates  as  warm  bodies  in  white 
eoats”  to  staff  state  hospitals  must  cease,  declares  one  of 
the  nation’s  top  medical  licensing  officials  in  an  article  in 
the  June  9 issue  of  the  Journal  of  the  American  Medical 
Association. 

Robert  C.  Derbyshire,  M.  D.,  of  the  New  Mexico  Board 
of  Medical  Examiners,  Santa  Fe,  declares  that  “Of  primary 
concern  is  the  foreign  medical  graduate,  with  inferior  edu- 
cation and  limited  knowledge  of  English,  who  does  not 
qualify  for  regular  licensure  in  the  United  States,  but  who, 
because  of  acute  manpower  shortages,  is  placed  in  a posi- 
tion of  authority  in  a state  hospital.” 

“Our  first  concern  must  be  directed  toward  the  unfor- 
tunate patients  subjected  to  treatment  by  incompetent  phy- 
sicians,” Dr.  Derbyshire  says.  But  he  also  expresses  concern 
that  the  foreign  graduates  are  being  exploited  by  state  hos- 
pitals who  do  not  appropriate  enough  funds  to  hire  qualified 
physicians  for  their  medical  staffs. 

The  New  Mexico  physician  points  out  that  foreign  me- 
dical graduates  (FMGs)  vary  tremendously  in  educational  and 
cultural  background.  In  one  recent  year,  he  says,  of  FMG’s 
taking  the  examination  of  the  Educational  Council  for  Fo- 
reign Medical  Graduates  (ECFMG),  the  failure  rate  was  91 
percent  among  graduates  of  one  Asian  school,  while  failure 
rate  was  only  3.2  percent  of  those  educated  in  an  Australian 
school.  But  a number  of  states  have  changed  their  medical 
practice  acts  to  permit  state  hospitals  to  hire  those  who 
failed  the  test. 

Dr.  Derbyshire  advocates  barring  from  this  country  all 
FMG’s  who  have  not  been  fully  certified  by  the  ECFMG, 
raising  sharply  the  passing  level  for  the  examination,  setting 
up  orientation  courses  for  FMG’s  in  medical  schools,  eliminat- 
ing many  hospital  postgraduate  programs  of  dubious  quality, 
and  placing  state  hospitals  under  direct  supervision  of  medical 


schools.  But  he  adds  that  he  realizes  that  some  of  these 
recommendations  are  unrealistic,  in  view  of  the  acute  need 
of  the  state  hospitals  for  medical  staffs  of  any  type. 

An  editorial  in  the  same  issue  of  JAMA  by  William  A. 
D’Angelo,  M.  D.,  of  Queens  Hospital  Center,  Jamaica,  N.  Y., 
agrees  that  Dr.  Derbyshire  has  assessed  the  problem  correctly, 
but  declares  that  the  suggested  reforms  lack  realism. 

Other  articles  in  the  same  issue  of  JAMA  deal  with  the 
problem  of  American  students  who  have  been  unable  to  gain 
admission  to  U.  S.  schools  and  have  thus  gone  abroad  to  ob- 
tain a medical  education. 


AMA  NEWSLETTER 

THE  HOUSE  APPROVED  A $1.76  BILLION  HEALTH  MAN- 
POWER BILL  after  voting  to  water  down  considerably  a 
controversial  payback  provision  for  young  physicians  and  after 
killing  another  disputed  provision  that  would  have  imposed 
rigid  controls  on  internsliips  and  residencies.  Both  provisions 
were  opposed  vigorously  by  the  AMA,  state  medical  societies, 
the  Assn,  of  American  Medical  Colleges  and  student  groups. 
The  original  payback  provision  in  the  bill  as  it  was  approved 
by  the  House  Commerce  Committee  required  all  young  phy- 
sieians  to  pay  back  to  the  federal  government,  either  in  cash 
or  in  service  in  shortage  areas,  that  part  of  their  tuition  that 
represented  the  federal  subsidy  to  the  medical  school.  As 
revised  on  the  House  floor,  the  provision  was  softened  with  a 
grandfather  clause  exempting  all  students  now  in  medical 
schools,  with  a three-year  period  after  completion  of  graduate 
training  before  the  payback  provision  begins,  and  with  a 
military  forgiveness  provision.  As  a re.sult,  if  the  measure 
becomes  law,  paybacks  would  not  take  effect  until  1985 
or  1986,  assuming  there  is  no  successful  court  challenge 
before  then. 
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THE  HOUSE  EASILY  APPROVED,  207  to  146,  a move 
by  Rep.  James  Broyhill  (R-N.C.)  to  reject  a provision  which 
would  have  established  limits  on  the  numbers  of  internships 
and  residencies  as  a whole  and  by  specialty. 

COMPLICATED  PARLIAMENTARY  PROCEDURES  made  it 
impossible  for  the  House  to  vote  directly  on  killing  the  pay- 
back program.  Instead,  the  vote  came  on  the  revised  payback 
provision,  which  was  approved  209  to  153.  Rep.  Paul  Robers 
(D-Fla.),  chainnan  of  the  House  Commerce  Subcommittee  on 
Health,  argued  that  lack  of  a payback  provision  would  gener- 
ate pressures  to  draft  physicians  to  serve  in  shortage  areas. 
Rep.  David  Satterfield  (D-Va.)  contended  the  provision  was 
unconstitutional  in  singling  out  health  professionals  to  repay 
the  goverrunent  for  federal  subsidies  to  the  schools. 

THE  APPROVED  MANPOfTER  BILL,  which  continued 
aid  to  medical  and  health  schools  for  the  next  three  years,  now 
goes  to  the  Senate. 

CONGRESSIONAL  HEARINGS  ON  NATIONAL  HEALTH 
INSURANCE  opened  last  week  with  two  days  of  testimony 
before  the  House  Ways  and  Means  Subcommittee  on  Health 
from  eight  members  of  its  advisory  committee.  Subcommittee 
Chairman  Dan  Rostenkowski  (D-111.)  said  he  will  begin  full- 
scale  hearings  on  the  issue  early  in  the  fall.  The  first  two  days 
consisted  of  broad-brush  discussions  of  the  problems  involved 
in  establishing  NHL  The  witnesses,  for  the  most  part  acade- 
micians, agreed  the  U.  S.  should  not  institute  monlithic,  go- 
vernmental program  of  the  type  found  in  most  European 
countries,  although  they  spoke  favorably  of  tbe  Canadian 
program.  Most  agreed  that  pre-paid  group  practices  had  been 
oversold  as  a solution  and  expressed  the  opinion  that  any 
NHl  should  be  implemented  gradually.  The  subcommittee 
hearings  continue  this  week  on  the  subject  of  the  role  of  the 
private  sector. 


A PUBLIC  HEARING  ON  PROPOSED  NEW  LABELING 
for  all  oral  hypoglycemic  drugs  will  be  held  by  the  Food  and 
Drug  Administration,  probably  late  in  August.  The  agency 
has  set  a Sept.  5 deadline  for  comments  on  the  labeling 
which  would  warn  diabetic  patients  of  an  increased  risk  of 
cardiovascular  death  and  advise  physicians  that  oral  compounds 
should  be  used  only  when  diet  alone,  or  a combination  of  diet 
and  insulin,  are  unsuccessful.  FDA  Commissioner  Alexander 
M.  Schmidt,  MD,  said  the  agency  affirms  the  University  Group 
Diabetes  Program  study’s  central  finding  that  “there  appears 
to  be  an  increased  risk  of  cardiovascular  mortality”  associated 
with  administration  of  the  drugs  “to  maturity-onset  diabetic 


patients,  compared  to  treatment  with  diet  alone  or  diet  plus 
insulin.”  However,  Dr.  Schmidt  said,  a hearing  is  needed  to 
help  determine  the  final  wording  of  the  labeling  because  of  the 
concerns  generated  among  physicians  and  their  patients. 


NEWS  REPORTS  OE  A LETTER  ON  THE  SUBJECT  of  oral 
diabetes  drugs,  sent  in  early  February  to  medical  society 
officials  by  AMA  EVP  James  H.  Sammons,  MD,  contain 
omissions  that  “create  an  implication  of  venality  which  is 
injustified.”  Dr.  Sammons  said.  The  letter  dealt  with  a 
series  of  reports  in  the  Feb.  10  issue  of  JAMA  from  a com- 
mittee of  the  Biometric  Society  which  reviewed  the  conclusions 
of  the  UGDP  study.  The  New  York  Times  reported  on  the 
letter  last  week  and  noted  that  Dr.  Sammons  gave  a drug 
manufacturer  permission  to  distribute  the  letter  to  salesmen. 

THE  TIMES  E AILED  TO  MENTION  THAT  THE  AMA 
gave  “full  and  fair  treatment  to  the  controversy  in  two 
major  articles,  two  lengthy  editorials,  and  many  letters  to 
the  editors  pubhshed  in  three  issues  of  JAMA,”  Dr.  Sam- 
mons said.  The  imphcation  that  he  provided  the  firm  with 
a sales  letter  “must  be  unique,  since  the  letter  never  once 
mentioned  the  product,  only  the  generic  name  of  a drug 
made  by  at  least  two  or  three  manufacturers.” 

THE  LETTER  WAS  INTENDED  TO  ALERT  physicians  to 
the  possibility  of  news  coverage  that  could  be  disturbing 
to  patients,  Dr.  Sammons  said.  The  letter  noted  that  phy- 
sicians had  been  aware  of  the  UGDP  reports  for  over  four 
years.  It  stated  that  “Diabetic  patients  should  not  be  in- 
fluenced by  press  reports,  and  should  cotinuen  on  whatever 
diabetic  management  program  their  own  physician  has  pres- 
cribed.” In  an  interview  with  the  Chicago  Daily  News,  Dr. 
Sammons  said  he  felt  his  letter  was  in  the  public  interest. 
“After  23  years  of  general  practice,  1 know  patients  will 
stop  taking  a medication  without  asking  their  doctor’s  ad- 
vice when  they  read  something  about  an  adverse  reaction.” 
He  said  he  permitted  the  drug  manufacturer  to  use  the 
letter  because  he  wanted  “to  get  the  communication  to  the 
doctors  at  the  greatest  possible  speed.” 


PUERTO  RICO  INTERNAL  MEDICINE  SPECIALISTS  TO 
MEET  OCT.  I Oil 

PHILADELPHIA—  Specialists  in  internal  medicine  and  re- 
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lated  medical  fields  will  hold  a two-day  scientific  meeting  on 
Oct.  10-11,  1975,  in  San  Juan,  Puerto  Rico. 

The  Puerto  Rico  Regional  Meeting  of  the  American  College 
of  Physicians  (AGP)  is  designed  to  bring  physicians  up-to-date 
on  late  developments  in  the  field  of  internal  medicine.  It  is 
one  of  more  than  30  such  sessions  held  year  throughout  the 
United  States  and  Canada  by  the  30,000-member  medical 
specialty  society. 

One  of  the  prime  purposes  of  the  American  College  of 
Physicians,  which  is  headquartered  in  Philadelphia,  Pa.,  is  the 


continuing  education  of  practicing  physicians.  In  addition 
to  regional  meetings,  it  sponsors  a four-day  national  meeting 
and  postgraduate  courses,  and  publishes  the  monthly  Annals 
of  Internal  Medicine.  Physicians  who  attned  the  regional 
meeting  are  eligible  for  credit  toward  the  American  Medical 
Association  Physicians  Recognition  Award  in  Category  No.  1. 

In  charge  of  arrangements  for  the  Puerto  Rican  Regional 
Meeting  is  Eli  A.  Rami'rez-Rodriguez,  M.  D.,  F.  A.  C.  P.,  Ba- 
yamón,  P.  R.,  who  serves  as  the  ACP’s  representative  in  Puerto 
Rico. 


AVISO  DE  INTERES 


La  Junta  Editora,  consciente  de  su  responsabilidad  de  hacer  que  el  “Boletín”  cumpla  a caba- 
iidad  con  su  cometido  de  divulgar  conocimientos  médicos,  elevar  las  normas  de  educación  mé- 
dica y al  propio  tiempo  de  llenar  las  necesidades  de  todos  los  compañeros  médicos,  ha  acorda- 
do establecer  una  nueva  Sección  que  se  conocerá  como  “Sección  de  Preguntas”. 

Bajo  esta  nueva  Sección,  todos  los  compañeros  tendrán  la  oportunidad  de  enviamos  preguntas 
médicas  de  casos  difíciles  o casos  clínicos  para  opinión  experta.  Estas  preguntas,  con  sus  res- 
puestas, serán  publicadas  en  esta  nueva  Sección. 

Las  preguntas  deberán  ser  enviadas  a: 

Boletín  de  la  AMPR 
Sección  de  Preguntas 
Apartado  9387 
Santurce,  P.  R.  00908 

Esperamos  sus  preguntas. 


José  L.  Cangiano,  M.  D. 

Presidente 

Junta  Editora 


CARNATION 


COMPANY  LOS  ANGELES.  CALIF.  90036 


Carnation  Evaporated 
Milk.  Baby's  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 


Chronic  urinary  tract 
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SEPIRfl 


Each  tablet  contains: 


80mgtiirnettioprimand400n%sutfamethoxazole 


A broad  indication 

to  cover 


Frequent  relapses  Persistent  bacteriuria 


Relapses  involve  the  same  pathogen  that 
was  present  prior  to  a course  of  antimicrobial- 
therapy.  Sometimes  the  pathogen  was 
resistant  from  the  outset.  Sometimes  it 
acquired  resistance  during  therapy. 

SEPTRA  is  right  for  relapses.  Even  if 
relapse  follows  therapy  with  a sulfonamide, 
the  persisting  organism  may  be  highly  sus- 
ceptible to  SEPTRA.12 

Frequent  reinfections 

Reinfections  are  recurrences  caused  by  a 
series  of  different  pathogens.  Reinfections 
with  gram-negative  bacteria  are  common  in 
females  via  the  ascending  route  from 
perineum  to  bladder. 

SEPTRA  is  right  for  reinfections. 
Because  it  is  highly  effective  against  a 
broad  range  of  susceptible  gram-negative 
pathogens:  E coli,  Klebsiella-Enterobacter, 

P mirabais,  P vulgaris,  Pmorganii. 


SEPTRA  is  right  for  bacteriuria, 

whether  it’s  symptomatic  or  asymptomatic, 
of  renal  or  bladder  origin.  Because  SEPTRA 
achieves  rapid,  effective  levels  in  both 
blood  and  urine. 

Infections  associated 
with  urinary  tract 
compiications,  such  as 
obstruction 

SEPTRA  is  right  for  complicated 
infections.  Because  clinical  studies  indicate 
it  is  superior  to  both  sulfamethoxazole  and 
ampicillin,  even  in  these  difficult  cases.^ 


See  next  page  for  prescribing  information. 


! 


Each  tablet  contains: 

80  mg  trimethoprim  and  400 mgsuHamethoxazole 

For  chronic  urinary  tract  infections  in  the  broad  sense 


persistent  relapsing  or  reinfecting 
cystitis,  pyelitis,  pyelonephritis  due  to 
susceptible  organisms 

• sequentially  blocks  two  bacterial 
enzymes— both  vital  for  the  survival  of 
most  bacteria 

• shown  superior  both  in  vitro  and 


INDICATIONS:  For  the  treatment  of  chronic  urinary  tract  infec- 
tions evidenced  by  persistent  bacteriuria  (symptomatic  or 
asymptomatic),  frequently  recurrent  infections  (relapse  or  rein- 
fection], or  infections  associated  with  urinary  tract  complica- 
tions such  as  obstruction. 

Primarily  for  use  in  cystitis,  pyelonephritis  or  pyelitis  due  to 
susceptible  strains  of  the  follow/ing  organisms:  Escherichia  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris, 
Proteus  morgana. 

NOTE:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents, 
especially  in  the  treatment  of  these  urinary  tract  infections 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register  37:20527-29,  1972;  Bauer  AW,  Kirby  WMM, 
Sherris  JC,  and  Turck  M:  Antibiotic  susceptibility  testing  by  a 
standardized  single  disk  method,  Am  J Clin  Pathol  45:493, 1966) 
may  be  used  for  estimating  the  susceptibility  of  bacteria  to 
Septra  With  this  procedure,  a report  from  the  laboratory  of 
Susceptible  to  trimethoprim-sulfamethoxazole  indicates  that 
the  infection  is  likely  to  respond  to  therapy  with  Septra.  If  the 
infection  is  confined  to  the  urine,  a report  of  Intermediate 
susceptibility  totrimethoprim-sulfamethoxazole"  also  indicates 
that  the  infection  is  likely  to  respond.  A report  of  Resistant  to 
trimethoprim-sulfamethoxazole  ■ indicates  that  the  infection  is 
unlikely  to  respond  to  therapy  with  Septra 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or 
sulfonamides.  Pregnancy  and  during  the  nursing  period.  (Be- 
fore prescribing,  please  consult  package  insert.) 

WARNINGS:  Deaths  associated  with  the  administration  of  sul- 
fonamides have  been  reported  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
Experience  with  trimethoprim  alone  is  much  more  limited,  but  it 
has  been  reported  to  interfere  with  hematopoiesis  in  occasional 
patients  In  elderly  patients  concurrently  receiving  certain 
diuretics,  primarily  thiazides,  an  increased  incidence  of  throm- 
bopenia  with  purpura  has  been  reported 

The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood 
disorders  Complete  blood  counts  should  be  done  frequently  in 
patients  receiving  Septra.  If  a significant  reduction  in  the  count 
of  any  formed  blood  element  is  noted,  Septra  should  be 
discontinued. 

At  the  present  time  there  is  insufficient  clinical  information  on 
the  use  of  Septra  in  infants  and  children  under  1 2 years  of  age  to 
recommend  its  use 

PRECAUTIONS:  Septra  should  be  given  with  caution  to  pa- 
tients with  impaired  renal  or  hepatic  function,  to  those  with 
possible  folate  deficiency  and  to  those  with  severe  allergy  or 
bronchial  asthma  In  glucose-6-phosphate  dehydrogenase- 
deficient  individuals,  hemolysis  may  occur  This  reaction  is 
frequently  dose-related.  Adequate  fluid  intake  must  be  main- 
tained in  order  to  prevent  crystalluria  and  stone  formation 
Urinalyses  with  careful  microscopic  examination  and  renal 
function  tests  should  be  performed  during  therapy,  particularly 
for  thoáe  patients  with  impaired  renal  function. 


clinically  to  sulfamethoxazole  alone^ 

• double  blockade  of  bacterial  metabolism 
discourages  development  of  resistance 

• rapid,  high  levels  attained  in  both  blood 
and  urine 

• convenient  dosage:  2 tablets  b.i.d.  for 
10-14  days 


ADVERSE  REACTIONS:  For  completeness,  all  major  reactions 
to  sulfonamides  and  to  trimethoprim  are  included  below  even 
though  they  may  not  have  been  reported  with  Septra. 

Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia,  megalo- 
blastic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia, 
purpura,  hypoprothrombinemia  and  methemoglobinemia 

Allergic  Reactions:  Erythema  multiforme,  Stevens-Johnson 
syndrome,  generalized  skin  eruptions,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
phylactoid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis. 

Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  Reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muccle  weakness  and  nervousness 

Miscellaneous  Reactions:  Drug  fever,  chills,  and  toxic 
nephrosis  with  oliguria  and  anuria  Periarteritis  nodosa  and  L.E. 
phenomenon  have  occurred 

The  sulfonamides  bear  certain  chemical  similarities  to  some 
goitrogens,  diuretics (acetazolamide  and  the  thiazides)  and  oral 
hypoglycemic  agents.  Goiter  production,  diuresis  and  hypo- 
glycemia have  occurred  rarely  in  patients  receiving  sulfona- 
mides Cross-sensitivity  may  exist  with  these  agents  Rats 
appear  to  be  especially  susceptible  to  the  goitrogenic  effects  of 
sulfonamides,  and  long-term  administration  has  produced 
thyroid  malignancies  in  the  species 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use 
in  children  under  12  years  of  age. 

The  usual  adult  dosage  is  2 tablets  every  12  hours  for  10  to  14 
days 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  Standard  Regimen 

15-30 

2 Tablets  Every  24  Hours 

Below  15 

Use  Not  Recommended 

HOW  SUPPLIED:  Tablets,  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole— bottles  of  40,  100  and  500  tablets 
and  strip  packages  of  100  tablets,  each  tablet  individually 
packed 

References:  1 . Acar  JF.  Goldstein  F,  Chabbert  YA:  J Infect  Dis 
(SuppI)  128  470,19732.  Bushby  SRM  J Infect  Dis  (SuppI)  128 
442,1973  3 Data  on  file  in  the  Medical  Department.  Burroughs 
Wellcome  Co. 

/Burroughs  Wellcome  Co. 

1/1  / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


SI  USTED  ES  DCXTOR... 

UNASE  A 
SUS  COLEGAS 


EN  VILLA 
NEVAREZ 
PROFESSIONAL 
CENTER 


Localizado  junto  al  Expreso  Las  Américas,  a minutos  de  cualquier 
punto  del  Area  Metropolitana.  Villa  Nevárez  Professional  Center 
está  en  el  centro  de  las  principales  vías  de  comunicación, 
con  el  Centro  Médico,  el  Hospital  de  Veteranos,  el  Hospital 
del  Maestro,  el  Hospital  de  Siquiatría  y el  Hospital  Auxilio  Mutuo. 
Villa  Nevárez  Professional  Center  tiene  una  primera  planta  con 
minicentro  comercial,  laboratorio  clínico  - ya  en  operación  - 
y cuatro  plantas  típicas  para  oficinas;  dos  rápidos  ascensores 
en  su  espacioso  lobby  y amplio  estacionamiento. 


Llámenos  y entérese  de  nuestro  plan  de  arrendamiento  con  opción  a compra. 
Donde  ustMl  puede  probar  su  oficina  por  un  año,  sin  obligación  de  comprarla. 


EL  HOGAR  DEL  PROFESIONAL 

Locco  Development  Corp. 

Apartado  13218  Santurce,  P.R.  00908  Tel.  782-1500  782-8437 


LISTA  DE  ANUNCIANTES 


1.  BOEHRINGER  INGELHEIM 

CATABRES 

2.  BURROUGHS  WELLCOME 

EMPIRIN  COMP.  W/CODEINE 
SEPTRA 

3.  CARNATION 

EVAPORATED  MILK 

4.  CIBA  PHARM. 

VIOFORM 

5.  ROCHE  LAB. 

AZO  GANTRISIN,  LIBRIUM, 

VALIUM 

6.  W.  H.  RORER 

ASCRIPTIN  W/CODEINE 

7. 


McCANN-ERICKSON  CORP.,  (S.  A.) 


SI  USTED  ES  DOCTOR 


PERFORMANCE. 
ITS  A MATTER  OF 
RECORD. 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

* • rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  piease  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  In  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended. it  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncopé  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  10  mg  t.i.d.  or  q./.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d,  {See  Precautions.) 
Supplied;  Librium®  (chlordiazepoxide  HCI) 
Capsules.  5 mg,  1 0 mg  and  25  mg  — bottles 
of  1 00  and  500;  Tel-E-Dose®  packages  of^ 

1 00,  available  in  trays  of  4 reverse-num- 
bered  boxes  of  25,  and  in  boxes  contain-  . 
ing  10  strips  of  10;  Prescription  Paks-.., 
of  50,  available  singly  and  in  trays  of  1C). 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg  — bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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LIBRIUM 


chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


IN  PAINFUL 

ACUTE 

CYSTITIS* 


‘nonobstructed; 
due  to  susceptible 
organisms 


WHLE  YOU  aJMINATE 
THE  PATHOGBSia 


FOR  THE  PAIN 

□ Earlyrelief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

FOR  THE  PATHOGENS 

□ Effective  controi  of  susceptibie  pathogens 

such  as  E.  coli,  Klebsiella- Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and.  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacteriai  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q.i.d. ; then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  considered. 


GANTRiaN* 


(50  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole) 


Before  prescribing,  piease  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coli,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefully  coordinate  In  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic 
and  clinical  response.  Add  aminobenzoic  acid 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
fonamides. Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses:  12  to  15  mg/100  ml  is 
considered  optimal  for  serious  infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  in  pregnancy  has  not  been 
established.  Teratogenicity  potential  has  not 
been  thoroughly  investigated.  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  to 
3 days.  If  pain  persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  svWeatihg).  Keep 
addiction-prone  individuals  Undér  careful 

0 Dl 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usyal  precautions  indicated  in 
patients  seve/ely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
oia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
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anti-inflammatory 


antibacterial 


antipruritic 


antifungal 


It’s  plain  to  see  that  you  need  more  than 
an  ordinary  topical  steroid  to  clear  a 
dermatitis  infected  with  fungi  or  bacteria, 
Vioform-Hydrocortisone,  with  its  four- 
way action,  provides  the  kind  of  comprehen- 
sive therapy  many  common  dermatoses* 
require. 

*This  drug  has  been  evaluated  as  possibly  effective  for  these  indi- 
cations. See  brief  prescribing  information. 

Vioform-Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

"Possibly"  effective:  Contact  or  atopic  dermatitis;  impetigi- 
nized  eczema;  nummular- eczema;  infantile  eczema;  endoge- 
nous chronic  infectious  dermatitis;  stasis  dermatitis;  pyoderma; 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani); 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or  any  of  its  ingredi- 
ents or  related  compounds;  lesions  of  the  eye;  tuberculosis  of  the 
skin;  most  viral  skin  lesions  (including  herpes  simplex,  vaccinia, 
and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate  systemic  anti- 
biotics should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  fe- 
males has  not  been  established.  Therefore, 
they  should  not  be  used  extensively  on  preg- 
nant patients  in  large  amounts  or  for  pro- 
longed periods  of  time. 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 
positive result  if  Vioform  is  present  in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for  long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
and  1%  hydrocortisone  in  a petrolatum  base;  tubes  of  5 and  20  Gm. 
Lotion,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic  acid,  cetyl  alcohol,  lanolin, 
propyleneglycol,  sorbitan  trioleate,  polysorbateSO,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
squeeze  bottles  of  15  ml.  Mild  Cream,  3%  iodochlorhydroxyquin 
and  0.5%  hydrocortisone  in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petrolatum,  sodium 
lauryl  sulfate,  and  glycerin  in  water;  tubes  of  V2  and  1 ounce. 

Mild  Ointment,  3%  iodochlorhydroxyquiri  and  0.5%  hydrocortisone 
in  a petrolatum  base;  tubes  of  V2  and  1 ounce. 

Consult  complete  product  literature  before  prescribing. 

GIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  2/5007  n 
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rial  de  anuncio  está  sujeto  a aprobación  por  la  I 

Junta  Editora.  La  tarifa  de  precios  para  anun-  I 
cios  será  suministrada  a solicitud.  Copia  del 
anuncio  debe  ser  recibida  el  día  primero  del  I 
mes  que  precede  al  mes  de  publicación.  Repre-  | 
sentante  de  anuncios  nacionales  es  la  State  Me- 
dical Journal  Advt.  Bureau,  711  South  Blvd.,  ' 
Qak.  Park,  Illinois  60302.  | 

Podrán  ordenarse  reimpresos  de  los  artículos  a 
publicarse  cuando  se  reciba  notificación  de  su  I 
aceptación.  | 

Trabajos  Científicos:  | 

El  Boletín  acepta  para  su  publicación  artículos  i 

relativos  a medicina  y cimpa  y las  ciencias  afi- 
nes. Igualmente  acepta  artículos  especiales  y I 

correspondencia  que  pudiera  ser  de  interés  ge-  | 
neral  para  la  profesión  médica.  El  artículo,  si  | 
se  aceptara,  será  con  la  condición  de  que  se  pu-  , 
blicará  únicamente  en  esta  revista.  La  AMPR  ® 

no  se  hace  responsable  de  las  opiniones  y decía-  | 
raciones  vertidas  por  los  autores  y sus  puntos  de  | 
vista  no  necesariamente  representan  aquellos  de 
la  AMPR;  cualquier  relación  con  la  pob'tica  ofi-  I 

cial  es  coincidencia.  | 

Second  Class  postage  paid  at  San  Juan,  P.  R.  I 

I 


I 

I 

I 

I 


Non-Specific  Esterase  Zymogram  in  Normal 
Tissue  and  Adenocarcinomas  of  the  Human 

Mammary  Gland 248 

Encarnita  Conde  del  Pino,  M.  S.,  Luis  A. 

Vallecillo,  M.  D.,  and  Angel  A.  Cintron 
Rivera,  M.  D. 

Panel:  Efectos  Nocivos  de  la  Contaminación 

Atmosférica  en  la  Salud  250 

Jaime  F.  Pou,  M.  D.,  Herminio  Lugo  Lugo,  M.  D., 
Edmundo  Figueras,  M.  D.,  y Pedro  Mayol,  M.  D. 


Definiciones  Relacionadas  con  la  Práctica  de  la 
Medicina  Física  y RehabUitación  en  Puerto  Rico 260 

Abstractos  de  Presentaciones  Científicas  - Colegio 
Americano  de  Médicos  - Octubre  10-11,  1975  261 

In  Memoriam 269 

Rosa  E.  Fiol,  M.  D. 

Editorial:  Changing  Perspectives  in  Breast  Cancer 
Boletín  AMPR  - Vol.  67  - Junio  1975  - No.  6 271 

James  F.  Holland,  M.  D. 

Actualidades  Médicas  273 

Noticias  276 


FOTO  PORTADA:  BAHIA  DE  SAN  JUAN 


AVISO  DE  INTERES 


La  Junta  Editora,  consciente  de  su  respon- 
sabilidad de  hacer  que  el  “Boletín”  cumpla 
a cabalidad  con  su  cometido  de  divulgar  cono- 
cimientos médicos,  elevar  las  normas  de  edu- 
cación médica  y al  propio  tiempo  de  llenar 
las  necesidades  de  todos  los  compañeros  mé- 
dicos, ha  acordado  establecer  una  nueva  Sec- 
ción que  se  conocerá  como  “Sección  de  Pre- 
guntas”. 

Bajo  esta  nueva  Sección,  todos  los  compa- 
ñeros tendrán  la  oportunidad  de  enviarnos  pre- 
guntas médicas  de  casos  difíciles  o casos  clí- 
nicos para  opinión  experta.  Estas  preguntas, 
con  sus  respuestas,  serán  publicadas  en  esta 
nueva  Sección. 

Las  preguntas  deberán  ser  enviadas  a: 

Boletín  de  la  AMPR 
Sección  de  Preguntas 
Apartado  9387 
Santurce,  P.  R.  00908 

Esperamos  sus  preguntas. 


José  L.  Cangiano,  M.  D. 

Presidente 
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infection 


No  matter  how  you  define  "chronic” 


m. 
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A broad  indication 
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Frequent  relapses 

Relapses  involve  the  same  pathogen  that 
was  present  prior  to  a course  of  antimicrobial 
therapy.  Sometimes  the  pathogen  was 
resistant  from  the  outset.  Sometimes  it 
acquired  resistance  during  therapy. 

SEPTRA  is  right  for  relapses.  Even  if 
relapse  follows  therapy  with  a sulfonamide, 
the  persisting  organism  may  be  highly  sus- 
ceptible to  SEPTRA.1 2 

Frequent  reinfections 

Reinfections  are  recurrences  caused  by  a 
series  of  different  pathogens.  Reinfections 
with  gram-negative  bacteria  are  common  in 
females  via  the  ascending  route  from 
perineum  to  bladder. 

SEPTRA  is  right  for  reinfections. 

Because  it  is  highly  effective  against  a 
broad  range  of  susceptible  gram-negative 
pathogens;  E coli,  Klebsiella-Enterobacter, 

P mirabais,  P vulgaris,  Pmorganii. 


Persistent  bacteriuria 


SEPTRA  is  right  for  bacteriuria, 

whether  it’s  symptomatic  or  asymptomatic, 
of  renal  or  bladder  origin.  Because  SEPTRA 
achieves  rapid,  effective  levels  in  both 
blood  and  urine. 


Infections  associated 
with  urinary  tract 
complications,  such  as 
obstruction 


SEPTRA  is  right  for  complicated 
infections.  Because  clinical  studies  indicate 
it  is  superior  to  both  sulfamethoxazole  and 
ampicillin,  even  in  these  difficult  cases.^ 


See  next  page  for  prescribing  information. 


Each  tablet  contains: 

80  it^ trimethoprim  and  400nig sulfamethoxazole 

For  chronic  urinary  tract  infections  in  the  broad  sense 


persistent  relapsing  or  reinfecting 
cystitis,  pyelitis,  pyelonephritis  due  to 
susceptible  organisms 

* sequentially  blocks  two  bacterial 
enzymes— both  vital  for  the  survival  of 
most  bacteria 

• shown  superior  both  in  vitro  and 


clinically  to  sulfamethoxazole  alone^ 

* double  blockade  of  bacterial  metabolism 
discourages  development  of  resistance 

* rapid,  high  levels  attained  in  both  blood 
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INDICATIONS:  For  the  treatment  of  chronic  urinary  tract  infec- 
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especially  in  the  treatment  of  these  urinary  tract  infections 
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to  sulfonamides  and  to  trimethoprim  are  included  below  even 
though  they  may  not  have  been  reported  with  Septra 
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purpura,  hypoprothrombinemia  and  methemoglobinemia 
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urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
phylactoid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
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The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register  37:20527-29.  1972;  Bauer  AW,  Kirby  WMM. 
Sherris  JC,  and  Turck  M:  Antibiotic  susceptibility  testing  by  a 
standardized  single  disk  method.  Am  J Clin  Pathol  45:493,  1966) 
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Susceptible  to  trimethoprim-sulfamethoxazole  " indicates  that 
the  infection  is  likely  to  respond  to  therapy  with  Septra  If  the 
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fore prescribing,  please  consult  package  insert.) 
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Experience  with  trimethoprim  alone  is  much  more  limited,  but  it 
has  been  reported  to  interfere  with  hematopoiesis  in  occasional 
patients.  In  elderly  patients  concurrently  receiving  certain 
diuretics,  primarily  thiazides,  an  increased  incidence  of  throm- 
bopenia with  purpura  has  been  reported. 

The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
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patients  receiving  Septra.  If  a significant  reduction  in  the  count 
of  any  formed  blood  element  is  noted,  Septra  should  be 
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At  the  present  time  there  is  insufficient  clinical  information  on 
the  use  of  Septra  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

PRECAUTIONS:  Septra  should  be  given  with  caution  to  pa- 
tients with  impaired  renal  or  hepatic  function,  to  those  with 
possible  folate  deficiency  and  to  those  with  severe  allergy  or 
bronchial  asthma  In  glucose-6-phosphate  dehydrogenase- 
deficient  individuals,  hemolysis  may  occur.  This  reaction  is 
frequently  dose-related  Adequate  fluid  intake  must  be  main- 
tained in  order  to  prevent  crystalluria  and  stone  formation. 
Urinalyses  with  careful  microscopic  examination  and  renal 
function  tests  should  be  performed  during  therapy,  particularly 
for  thoáe  patients  with  impaired  renal  function 


Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 
C.N.S.  Reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness 

Miscellaneous  Reactions:  Drug  fever,  chills,  and  toxic 
nephrosis  with  oliguria  and  anuria  Periarteritis  nodosa  and  L E. 
phenomenon  have  occurred 

The  sulfonamides  bear  certain  chemical  similarities  to  some 
goitrogens.  diuretics  (acetazolamide  and  the  thiazides)  and  oral 
hypoglycemic  agents  Goiter  production,  diuresis  and  hypo- 
glycemia have  occurred  rarely  in  patients  receiving  sulfona- 
mides. Cross-sensitivity  may  exist  with  these  agents.  Rats 
appear  to  be  especially  susceptible  to  the  goitrogenic  effects  of 
sulfonamides,  and  long-term  administration  has  produced 
thyroid  malignancies  in  the  species 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use 
in  children  under  12  years  of  age. 


The  usual  adult  dosage  is  2 tablets  every  12  hours  for  10  to  14 
days 

For  patients  with  renal  impairment: 


Creatinine  Clearance 
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Use  Not  Recommended 

HOW  SUPPLIED:  Tablets,  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole— bottles  of  40,  100  and  500  tablets 
and  strip  packages  of  100  tablets,  each  tablet  individually 
packed 
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DISCON DROSTEOSIS:  Enfermedad  de  Léri-Weil. 
Informe  de  una  familia  y revisión  de  la  literatura. 


A.  Pérez  Comas,  M.  D. 


Léri  y Weil  (1),  describen  en  1929  una  pacien- 
te con  enanismo  micromélico  y deformidad  de 
Madelung,  denominando  la  condición  “discondrosteo- 
sis”.  Posteriormente  se  han  descrito  varios  casos, 
destacando  la  rareza  del  diagnóstico  en  niños  (2-9). 
Se  trata  de  una  condición  claramente  definida,  con 
probable  herencia  autosómica  dominante,  de  la  cual 
se  han  reportado  sobre  37  casos  (2-31). 

Recientemente  evaluamos  en  nuestro  consultorio, 
una  joven  que  representa  el  caso  índice  de  una  fami- 
lia puertorriqueña  con  la  condición. 

Informe  de  Casos 

Caso  I: 

G.  R.,  niña  de  7 años  8 meses  de  edad,  evaluada  debido 
a estatura  corta,  siendo  uno  de  los  niños  más  pequeños  de 
su  clase.  Su  gestación  ñie  a término  y no  complicada, 
presentando  un  peso  al  nacer  de  8 Ibs.,  y un  largo  de  20 
pulgadas.  Su  desarrollo  psicomotor  ha  sido  normal,  alcan- 
zando un  nivel  escolar  adecuado  para  la  edad  y con  buenas 
calificaciones.  En  ningún  momento  ha  dejado  de  crecer, 
aunque  el  crecimiento  ha  sido  lento. 

Su  examen  físico  (Fig.  1,  A y C)  mostró  una  niña  bien 
nutrida,  activa,  alerta  y bien  orientada,  con  un  retraso  esta- 
tural  para  la  edad.  Sus  medidas  (Tabla  1)  corresponden  a los 
de  una  niña  de  4 años,  presentando  un  peso  en  percentíla 
25  y una  estatura  por  debajo  de  la  percentila  3.  Su  examen 
físico  es  completamente  normal,  salvo  por  sus  extremidades 
algo  acortadas,  con  predominio  del  acortamiento  en  la  por- 
ción distal  de  la  extremidad,  ligera  deformidad  “en  dorso 
de  tenedor”  de  ambas  muñecas  (Fig.  2)  y sindactUia  cutánea 
parcial  de  los  dedos  11-lV  de  ambos  pies. 

La  evaluación  de  su  edad  ósea,  utilizando  centros  de 
osificación  del  codo,  muñeca,  pelvis,  rodilla  y pié,  mostró 
un  valor  aproximado  de  6 años.  Muestra  deformidad  de 
Madelung  a nivel  de  ambos  radios,  sin  observarse  luxación; 
se  observa,  además,  una  fíbula  corta.  La  cromatina  sexual 
y los  niveles  de  T-4  sérico  fueron  normales. 


De  ¡a  Sección  de  Endocrinología  Pediátrica  y Genética 
Médica,  Hospital  Dr.  R.  E.  Betances,  Centro  Médico  de 
Mayagüez. 


Fig.  1 A:  Paciente  de  7 años  con  estatura  corta  por 
acortamiento  mesomélico. 


Caso  2: 

Madre  de  G.  R.  (Fig.  1 B y D)  a quien  nunca  le  habían 
indicado  que  presentara  anormaUdad  alguna.  Tras  la  evalua- 
ción de  su  hjja,  se  observó  que  presentaba  estatura  algo  corta, 
59  pulgadas,  extremidades  con  Ugero  acortamiento  mesomé- 
lico y ligera  incurvación  de  ambos  brazos.  Radiológicamente 
se  observó  (Fig.  2 B)  un  engrosamiento  de  la  diáfisis  del 
radio  con  incurvación  de  éste. 

Discusión 

Madelung  (34)  en  1878  caracteriza  una  condición, 
que  había  sido  observada  previamente  por  Malgaigne 
(35)  en  1854,  identificable  por  yna  subluxación  volar 
de  la  mano.  La  deformidad  varía  en  severidad,  pu- 
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ii';„  IR.  M j j I Fig.  ICyD:  Deformidad  de  ¡as  manos  en  ¡a  niña  y 

r ig.  1 D.  Madre  de  la  paciente  con  estatura  corta  y ^ 

acortamiento  mesomélico.  respectivamente. 


TABLA  I 
Medidas  de  G.  R. 


Medidas 

Paciente 

Esperado  para  Edad  * 

Edad  - Talla 
(años)  * 

Peso 

481bs. 

60.0  libras 

6 

Estatura 

42  pulgadas 

50.5  pulgadas 

4.4 

Envergadura 

40.25  pulgadas 

50.82  pulgadas 

4.4 

Segmento  Superior 

23.5  pulgadas 

25.78  pulgadas 

— 

Segmento  Inferior 

18.5  pulgadas 

24.72  pulgadas 

4.2 

S.S./S.I. 

Circunferencia 

1.27 

1.03 

3.5 

cefálica 

20.5  pulgadas 

20.52  pulgadas 

7 

torácica 

22  pulgadas 

23.75  pulgadas 

5 

abdominal 

21  pulgadas 

— 

— 

Según  Wilkins,  L.  y colabs.  - ref.  36. 


Bol.  Asoc.  Méd.  P.  Rico 
Septiembre  1975 


Discondrosteosis 
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Fig.  2 A:  Paciente  de  7 años  de  edad. 


diendo  ser  diagnosticada  por  la  deformidad  en  bayo- 
neta, o radiológicamente  por  la  deformidad  distal  del 
radio,  arqueamiento  del  carpo  y protrusión  del  cubito, 
conocida  como  deformidad  de  Madelung.  Dannenberg, 
Anton  y Spiegel  establecieron  en  1939  los  criterios 

diagnósticos  radiológicos  para  esta  condición  (32,  33). 

Bertolotti  (28),  en  1913,  informa  de  un  caso  de 
enanismo  mesobraquimélico  simétrico  familiar  con  de- 
formidad de  Madelung  y engrosamiento  de  los  huesos 
largos.  Leri  y Weill  (1,  2),  en  1929,  correlacionan 
por  vez  primera  la  presencia  de  enanismo  micromeso- 
mélico  simétrico  con  deformidad  de  Madelung  en  una 
joven  de  25  años  de  edad,  denominando  la  condición 
“discondrosteosis”  (1).  Se  trata  de  una  condición 
hereditaria,  con  probable  carácter  autosómico  domi- 
nante, cuya  presentación  es  más  frecuente  en  hembras, 
en  una  proporción  de  4: 1,  no  habiéndose  documentado 
completamente  la  trasmisión  de  varón  a varón.  Por 
ello,  el  tipo  de  trasmisión  hereditaria  aún  es  motivo 


Fig.  2 B:  Madre  con  cambios  más  leves. 


de  controversia. 

Al  presente,  se  han  reportado  más  de  37  casos  de 
discondrosteosis,  encontrándose  la  mayoría  en  la  li- 
teratura europea,  mayormente  la  francesa.  En  37 
casos  contados  por  nosotros  (1-5,  7,  13-14,  16,  20, 

23,  25,  28,  30,  32)  observamos  que  24  son  de 
ascendencia  europea,  3 latinoamericanos  (3,  7)  y 10 
de  los  Estados  Unidos  de  Norteamérica  (13,  32).  Sa- 
bemos que  existen  otros  casos,  pero  no  podemos  de- 
tallar el  número  exacto  al  no  disponer  de  los  trabajos 
originales  (6,  8,  17-19,  21-22,  24,  26-27,  29,  31). 

El  primer  caso  informado  en  niños  fue  el  de  Gareiso 
y colaboradores  (3)  en  Buenos  Aires.  Se  trata  de  una 
condición  rara  en  niños  (2-9),  que  se  manifiesta  usual- 
mente después  de  comenzada  la  adolescencia  por  la 
deformidad  a nivel  de  la  muñeca.  Antes  de  los  10 
años  de  edad  ha  sido  diagnosticada  en  4 casos  (3-5), 
destacando  el  diagnóstico  en  dos  niños  recién  naci- 
dos por  Bertaud  y Auplat  (4). 
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La  condición  se  caracteriza  por  (1)  acortamiento 
del  antebrazo;  (2)  dislocación  dorsal  de  la  porción 
distal  del  cubito,  la  cual  es  reducible,  pero  no  puede 
mantenerse  en  posición,  dando  lugar  a deformidad 
de  Madelung;  (3)  limitación  de  movimiento  en  codo 
y muñeca;  (4)  acortamiento  de  la  pierna  en  relación 
al  muslo,  dando  lugar  a disminución  de  la  talla  (7) 
(enanismo  mesomélico).  Los  criterios  diagnósticos 
mínimos  ban  de  incluir  enanismo  mesomélico  y de- 
formidad de  Madelung  (11),  siendo  esta  última  la 
más  evidente.  Los  sujetos  afectos  alcanzan,  por  lo 
general,  una  estatura  de  1.45  - 1.50  metros  (57-59 
pulgadas)  en  las  hembras  y de  1.50-1.55  metros  (59- 
61  pulgadas)  los  varones  (16).  Otras  anomalías, 
ocasionales  lo  son:  manos  y pies  pequeños,  acorta- 
miento y engrosamiento  de  las  metacarpianos  y fa- 
langes (28),  coxa  valga  y cubitus  valgus  (2),  engrosa- 
miento de  huesos  largos  (28),  anomalías  del  cuello 
anatómico  del  humero  (20),  y exostosis  en  la  tibia 
y/o  fíbula  proximal  (1.  10). 

El  defecto  etiopatogénico  básico  consiste  de  un 
trastorno  en  el  desarrollo  de  la  placa  metafísaria,  la 
cual  daría  lugar  a la  deformidad  con  el  consiguiente 
acortamiento  de  la  extremidad  (16). 

Algunos  autores  (7,  9,  20)  consideran  que  la  en- 
fermedad de  Madelung  (deformidad  aislada)  y la  dis- 
condrosteosis  son  la  misma  condición.  Felman  y Kirk- 
patrick (13),  consideran  que  se  trata  de  dos  condicio- 
nes distintas.  Ello  tiene  importancia  desde  el  punto  de 
vista  de  consejo  genético,  ya  que  la  deformidad  de 
Madelung  aislada  ha  sido  observada  en  familias  por 
transmisión  autosómica  dominante  hasta  en  siete  ge- 
neraciones (37),  observándose  también  casos  aislados 
que  no  se  repiten  en  la  familia.  Tanto  la  enfermedad 
de  Madelung  como  la  discondrosteosis  afectan  más 
a las  hembras,  o por  lo  menos,  el  diagnóstico  ha  sido 
hecho  con  más  frecuencia  en  ellas.  Consideramos 
que  ambos  términos  deben  prevalecer,  ya  que  estable- 
cen la  diferencia  entre  la  condición  más  severa  con 
enanismo  (discondrosteosis)  y la  defonnidad  aislada 
(enfermedad  de  Madelung).  Concordamos  con  Felman 
y Kirkpatrick,  que  aquellos  sujetos  que  caen  por 
encima  de  la  percentila  25  con  respecto  a estatura 
no  son  casos  de  discondrosteosis.  Puede  haber  ex- 
cepciones, en  cuyo  caso,  la  presencia  de  la  condición 
en  los  familiares  afectos  nos  dará  el  diagnóstico.  La 
presencia  de  un  acortamiento  de  la  tibia  iría  a favor 
de  discondrosteosis,  al  igual  que  la  ausencia  de  dolor 


(13). 

El  diagnóstico  diferencial  debe  incluir  aquellas  con- 
diciones que  den  deformidad  distal  del  antebrazo, 
como  se  observa  en:  1)  la  fusión  postraumática  del 
reborde  ulnar  de  la  epífisis  radial  distal,  donde  el 
historial  de  trauma  ayuda  al  diagnóstico;  2)  pro- 
cesos infecciosos,  raros  y casi  siempre  unilaterales; 
3)  en  casos  de  exostosis  múltiples  hereditarias  donde 
se  observa  acortamiento  distal  del  radio  y el  cúbito, 
al  igual  que  en  la  encondromatosis  (enfermedad  de 
Ollier).  En  ambas  se  observan  cambios  radiológicos 
específicos  en  múltiples  áreas  que  nos  darían  el  diag- 
nóstico; 4)  la  displasia  epifiseal  múltiple  con  enanismo 
mesomélico  es  muy  parecida,  haciéndose  el  diagnóstico 
diferencial  mediante  estudios  radiológicos  de  las  epí- 
fisis; 5)  algunos  casos  de  embriopatía  talidomídica 
han  presentado  cambios  que  se  confunden  con  la  dis- 
condrosteosis, pero  presentan  además  otras  deformida- 
des, como  la  ausencia  de  radio  o peroné  que  no  se  ob- 
serva en  la  enfermedad  de  Leri-Weil  (7,  29);  6)  la  acon- 
droplasia  que  presenta  predominio  rizomélico  y caracte- 
res craneales,  faciales,  lumbares  y pélvicos  específicos; 
7)  la  enfermedad  de  Morquio  y los  gárgoles  con  sus 
caracteres  óseos  y químicos  específicos,  y 8)  la  enferme- 
dad de  Turner,  donde  los  dos  signos  de  Mosowicz  (defor- 
midad de  la  tibia  en  yunque  y huesos  semilunares 
ascendentes)  pueden  semejar  condrodistrofía  con  ena- 
nismo (16). 

El  pronóstico  “quo  ad  vitam”  es  bueno,  al  igual  que 
la  inteligencia.  El  único  problema  observado  lo  es  el 
cosmético  por  la  estatura  corta,  la  deformidad  ósea  y li- 
gera limitación  de  movimiento.  En  ocasiones,  se  re- 
quiere de  osteotomía  después  de  haber  cesado  el 
crecimiento. 

Nuestra  paciente  y su  madre  presentan  caracteres 
diagnósticos  mínimos  al  examen  físico.  En  ellas  la 
deformidad  de  Madelung  observable  al  examen  físico 
es  mínima  aunque  esté  presente.  Destaca  en  la  niña 
su  estatura  corta  a merced  de  acortamiento  mesomélico. 
Fue  por  esta  estatura  corta  que  sus  padres  se  preocu- 
paron y recurrieron  a evaluación  médica.  La  madre 
nunca  había  notado  nada  anormal  en  sí  misma,  ni 
nunca  le  habían  dicho  nada  sobre  su  condición. 

Debido  a la  gran  variabilidad  de  los  signos  físicos 
externos  al  examen  físico,  muchos  casos  nunca  se 
diagnostican,  por  lo  que  sospechamos  que  la  condi- 
ción ha  de  ser  más  frecuente.  En  nuestro  caso  índice, 
se  llegó  al  diagnóstico  al  encontrar  la  deformidad  de 
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Madelung  en  las  tomas  radiográficas  para  edad  ósea. 
He  aquí  una  razón  más  para  hacer  tomas  de  múltiples 
centros  al  estudiar  la  edad  ósea,  en  lugar  de  estudiar 
mano  y muñeca  nada  más. 

Esta  familia  muestra  transmisión  de  madre  a hija, 
no  estando  afecto  el  hermano  (infante),  ni  el  padre 
de  la  niña.  Aparentemente  no  hay  otro  caso  similar  en 
la  familia,  aunque  no  hemos  examinado  a otros  miem- 
bros de  la  familia  ya  que  son  de  una  población  distante. 
Es  importante  recordar  aquí,  que  en  nuestro  caso 
índice  y su  madre,  nunca  se  habían  dado  cuenta  de  la 
deformidad  de  la  mano,  por  lo  que  cabrá  la  posibilidad 
de  que  exista  algún  otro  miembro  de  la  familia  afec- 
tado, sin  que  lo  hayan  notado. 

Resumen 

Se  informan  dos  casos,  una  niña  de  7 años  y su  madre, 
afectos  de  la  enfermedad  de  Leri-Weill  o discondros- 
teosis. La  condición  es  rara  en  niños,  habiéndose 
descrito  sobre  37  adultos  y niños  afectados  en  la  litera- 
tura mundial.  Se  caracteriza  por  enanismo  mesomélico 
y deformidad  del  carpo  “en  bayoneta”  con  subluxación 
del  cúbito  y deformidad  del  radio,  conocida  como 
deformidad  de  Madelung. 

Tanto  la  deformidad  de  Madelung  aislada,  como  la 
discondrosteosis  pueden  transmitirse  en  familias,  ob- 
servándose una  mayor  incidencia  en  hembras  y una 
transmisión  directa  de  generación  en  generación.  El 
patrón  hereditario  es  probablemente  autosómico  do- 
minante, aunque  existe  controversia  al  no  haberse 
documentado  confiablemente  la  transmisión  de  varón 
a varón.  La  enfermedad  de  Madelung  ha  sido  obser- 
vada en  casos  aislados,  sin  haber  otros  miembros,  as- 
cendentes o descendentes,  de  la  familia  afectados. 

Summary 

This  paper  reports  two  cases  of  Leri-Weill  disease 
in  a 7-year  old  female  Puerto  Rican  child  and  her  mo- 
ther. The  condition  is  characterized  by  Madelung’s 
deformity  and  mesomelic  dwarfism.  It  is  rare  in 
children,  and  has  been  reported  in  over  37  children 
and  adults  in  the  world  literature.  The  pattern  of 
inheritance  appears  to  be  autosomal  dominant,  but 
there  is  some  controversy  due  to  the  preponderance 


of  female  cases.  No  male  to  male  transmission  has 
been  completely  proven  in  the  literature,  even  though 
some  males  have  been  reported,  and  some  not  exa- 
mined subjects  have  been  mentioned. 

In  our  patients  the  external  physical  manifestations 
were  mild,  mainly  short  stature,  which  was  the  reason 
for  the  evaluation  of  our  index  case.  This  make  us 
to  suspect  that  the  condition  is  probably  more  fre- 
quent, but  not  diagnosed. 
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The  discovery  of  features  in  which  neoplastic 
cells  differ  from  the  diverse  types  of  normal 
cells  can  contribute  to  the  understanding  of  the  nature 
and  cause  of  cancer  and  is  a prerequisite  for  the  ratio- 
nal development  of  therapy.  Characterization  of  hu- 
man tumors  with  respect  to  their  enzyme  contents 
may  prove  helpful  in  choosing  biochemical  targets 
for  the  control  of  malignant  growths.  The  majority 
of  studies  of  this  type  have  been  made  on  tissues 
of  experimental  animals  (4,  7)  and  such  results  might 
not  be  applicable  to  human  tissues. 

The  following  study  was  undertaken  to  ascertain 
whether  non-specific  esterase  zymograms  from  nor- 
mal and  neoplastic  mammary  gland  tissue  from  the 
same  patient  evidenced  qualitative  differences.  It  is 
stressed  that  results  observed  do  not  represent  the 
true  level  of  enzyme  activities  because  tbe  various 
esterases  have  different  catalytic  properties  in  regard 
to  the  substrate.  However,  under  standardized  con- 
ditions, reproducible  patterns  for  normal  and  patho- 
logic tissues  can  be  compared. 

Materials  and  Methods 

Tissue  weighing  250  to  1000  mgm  was  obtained  at  sur- 
gery and  immediately  frozen  in  liquid  nitrogen.  Samples 
were  kept  at  20°C  for  not  more  than  24  hrs.  prior  to  use. 
Neoplastic  tissues  were  obtained  from  areas  of  the  tumor 
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with  little  or  no  necrosis  or  fibrosis.  All  of  the  malignancies 
were  primary  adenocarcinomas  of  the  breast.  Normal  tissues 
were  obtained  from  areas  several  centimeters  away  from 
the  original  neoplastic  lesion.  The  morphological  character- 
istics of  the  various  tissues  were  ascertained  by  microscopic 
examination. 

Extracts 

Frozen  tissues  were  diced,  trimmed  of  fat  and 
weighed.  The  specimens  were  washed  three  times  in 
ice-cold  physiological  saline,  drained  on  filter  paper 
and  suspended  in  1 to  2 parts  (w/v)  of  cold  physio- 
logical saline.  Homogenization  was  accomplished  in 
all-glass  Poter-Elvejhem  homogenizer.  The  homoge- 
nates were  centrifuged  at  2,000  x g for  ten  minutes. 
The  supernatants  were  assayed  for  protein  by  the 
micro  Biuret  method  (3),  adjusted  to  contain  5 mg 
of  protein  per  milliliter  and  processed  immediately. 


Separation  and  Staining 

Esterases  were  separated  by  disc  electrophoresis 
in  acrylamide  gel  (6)  and  stained  and  fixed  as  des- 
cribed by  Allen  et  al  (1).  The  substrate  used  was 
alpha-naphtbyl  acetate. 

Results 

In  seven  different  experiments,  the  results  of  foui 
of  which  are  shown  in  Fig.  I,  the  normal  tissues 
showed  a reproducible  pattern  of  five  esterase  bands. 
In  contrast,  the  malignant  tissues  evidenced  from  ei^t 
to  nine  zones  of  activity.  Although  mobility  measure- 
ments could  not  be  performed  it  is  most  probable 
that  the  esterase  bands  found  in  normal  tissues  are 
also  present  in  neoplastic  tissues  but  that  additional' 
esterase  activity  appears  during  the  neoplastic  process. 
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Esterase  Zymogram  in  Normal  Tissue  and  Adenocarcinomas 
of  Human  Mammary  Gland 


Fig.  1;  Patients:  (a)  R.  R.,  (b)  F.  M.  C,,  (c)  M,  B.  R., 
(d)  R.  A.  N = normal  tisaie.  T = tumor  tissue. 


Discussion 


Resumen 


Tyndall  and  Allen  (8)  have  reported  the  appearance 
of  at  least  six  additional  and  electrophoretically  dis- 
tinguishable esterases  in  spleen  and  thymus  mouse 
cells  infected  with  the  Rauscher  murine  leukemia 
virus.  Bartholomeu  et  al  (2)  have  described  differen- 
ces in  esterase  activity  between  human  diploid  cell 
line  WI-38  and  SV40  virus  - transformed  WI-38.  Men- 
del et  al  (5)  inhibited  the  “in  vitro”  growth  of 
mouse  lymphosarcoma  cells  with  diethyl  p-nitrophenyl 
phosphate,  an  ali-esterase  inhibitor.  This  compound 
had  no  effect  on  the  growth  of  mouse  fibroblast 
cultures  nor  on  cultures  of  mouse  normal  lymph 
glands  or  non-malignant  lymphoblasts. 

Demonstrated  enzyme  differences  between  cancer 
tissue  and  normal  tissue  might  not  be  an  essential 
part  of  the  carcinogenic  change  but  an  elucidation 
of  these  differences  is  still  relevant  to  the  under- 
standing of  the  neoplastic  process. 

It  is  possible  that  in  malignant  tissue  derangement 
of  normal  metabolic  functions  gives  rise  to  different 
enzyme  proteins  in  keeping  with  the  added  demands 
of  uncontrolled  growth. 

Summary 

Extracts  of  normal  tissue  and  adenocarcinomas  of 
the  human  mammary  gland  were  subjected  to  electro- 
phoresis and  stained  for  nonspecific  esterase  activity. 
Added  bands  of  activity  were  found  in  the  neoplastic 
tissue.  It  is  suggested  that  these  new  zones  might  be 
due  to  alterations  in  normal  metabolic  functions. 


Extractos  de  tejido  normal  y de  adenocarcinomas 
de  la  glándula  mamaria  humana  fueron  sometidos  a 
electroforesis  en  gel  de  acrilamina  y teñidos  para 
demostrar  la  actividad  de  esterasas  no  específicas. 
Bandas  de  actividad  adicionales  se  encontraron  en  el 
tejido  neoplásico.  Se  sugiere  que  estas  nuevas  zonas 
puedan  ser  debidas  a alteraciones  en  las  funciones 
metabólicas  normales. 
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Al  presentarme  ante  este  foro  médico  en  la  ma- 
ñana de  hoy  me  propongo  repasar  en  la  mente 
de  ustedes  algunos  de  los  conceptos  básicos  relacio- 
nados con  la  contaminación  atmosférica.  Digo  re- 
pasar pues  estoy  consciente  de  que  muchos  de  los 
conceptos  que  habré  de  tocar  someramente  en  mi 
presentación  de  15  minutos  son  de  amplio  cono- 
cimiento entre  la  clase  médica  de  Puerto  Rico. 

Primeramente  deseo  definir  para  ustedes  el  con- 
cepto de  contaminante.  Se  puede  asegurar  con  to- 
da certeza  que  un  contaminante  no  es  otra  cosa 
que  un  recurso  que  está  fuera  de  sitio.  En  la  in- 
vestigación científica  que  se  ha  acrecentado  en  la 
última  década  se  acentúa  cada  día  más  el  hecho 
de  que  estas  substancias  que  llamamos  contaminan- 
tes podrían  tener  utilidad  para  la  humanidad  si  se 
les  buscara  el  uso  práctico  de  cada  uno.  En  estudios 
que  han  hecho  investigadores  de  la  Universidad  de 
Georgia  en  Athens,  los  científicos  han  conseguido 
someter  aire  contaminado  de  una  gran  ciudad  (smog) 
a distintas  reacciones  químicas  y producir  substan- 
cias que  son  materia  prima  para  la  producción  indus- 
trial de  perfumes.  Pudiera  la  técnica  en  el  futuro 
progresar  tanto  que  se  convirtiera  el  smog  en  subs- 
tancias que  al  añadir  los  aceites  volátiles  de  ciertas 
plantas  como  el  jazmín  perfumaran  una  ciudad  que 
en  la  actualidad  apesta  de  tanto  contaminante  at- 
mosférico. 

La  contaminación  atmosférica  puede  ser  causada 
por  gases  o por  materia  particulada  recordando  que 
el  90  por  ciento  de  la  contaminación  actual  es  gaseosa. 
La  mayoría  de  las  personas  relacionan  la  contamina- 
ción atmosférica  con  una  nube  de  humo  emanando 
de  una  chimenea  industrial  o del  escape  de  un  auto- 
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móvil.  Podríamos  decir  en  términos  generales  que 
estas  son  las  fuentes  principales  de  contaminación 
pero  recordar  que  cualquier  substancia  que  esté  dis- 
persa en  el  aire  puede  considerarse  como  un  conta- 
minante atmosférico.  Este  puede  ser  originado  por 
la  naturaleza  como  en  los  volcanes,  los  pantanos  y los 
bosques;  puede  originarse  de  la  tierra  misma  o puede 
ser  un  contaminante  secundario  que  se  ha  formado 
en  el  aire  por  la  interacción  de  varios  agentes  bajo  la 
influencia  de  la  humedad,  el  calor,  o la  luz  solar. 
Continuamente  están  ocurriendo  cambios  en  la  com- 
posición del  aire  contaminado  que  cubre  un  área 
poblacional  específica. 

Virtualmente  cada  actividad  humana  y cada  bo- 
canada de  aire,  irrespectivamente  del  sitio  donde  nos 
encontremos,  estará  asociado  con  algún  tipo  de  con- 
taminación atmosférica.  En  nuestro  hogar  estamos 
continuamente  expuestos  a los  olores  que  surgen  de 
la  cocina,  los  vapores  de  los  detergentes  utilizados 
para  la  limpieza,  la  materia  particulada  de  cosméticos 
como  los  polvos,  o materia  fibrilar  de  alfombras, 
cortinas,  frisas  y ropa,  sprays  de  insecticidas  y el 
humo  del  cigarrillo,  o el  polvo  que  se  levanta  cuando 
se  barre  la  casa.  Cuando  estamos  a la  intemperie 
nos  exponemos  a partículas  derivadas  de  insectos, 
a olores  de  las  excreciones  de  los  animales  y hu- 
manos, a los  gases  que  se  originan  de  los  manglares 
y pantanos,  al  polvo  que  se  levanta  en  las  calles  y 
carreteras,  a los  granos  de  polen  producidos  por  nues- 
tras flores,  a las  esporas  producidas  por  las  plantas 
inferiores,  a las  bacterias  .y  viruses  que  permean  el 
aire  durante  todas  las  estaciones  del  año,  entre  otros. 

Ante  la  situación  arriba  expuesta,  cabe  la  posi- 
bilidad de  que  tengamos  que  distinguir  entre  el  aire 
normal  controlado  por  la  naturaleza  y el  aire  conta- 
minado por  la  actividad  del  hombre  en  el  medio 
ambiente.  Lo  que  estoy  llamando  aquí  aire  normal 
consiste  de  un  20.94  por  ciento  de  oxígeno,  78.09 
por  ciento  de  nitrógeno,  0.93  por  ciento  de  argón  y 
0.03  por  ciento  de  anhídrido  carbónico.  Estos  cua- 
tro componentes  componen  el  99.99  por  ciento  de 
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la  mixtura  de  gases  llamada  aire  normal.  La  natura- 
leza tiene  agentes  de  contaminación  que  deseo  men- 
cionar. Un  volcán  envía  al  aire  tremendas  cantidades 
de  gases  como  amonia,  floruros  y compuestos  de 
azufre  y materia  particulada.  Los  meteoritos  con  su 
constante  bombardeo  de  la  atmósfera  terrestre  están 
añadiendo  compuestos  de  Na,  Mg,  Al,  Si,  K,  Ca,  Mn, 
Fe,  Co,  y Ni.  Estas  partículas  diminutas  sirven  de 
núcleos  alrededor  de  los  cuales  se  condensan  una 
gran  cantidad  de  substancias  químicas  presentes  en  el 
aire.  La  desintegración  orgánica  típica  de  los  cuerpos 
animales  y vegetales  en  putrefacción  aumentan  la  con- 
taminación natural  del  aire.  En  la  respiración  anaerobic  a 
de  un  manglar,  por  ejemplo,  se  producen  grandes 
cantidades  de  contaminantes  tales  como  los  sulfitos, 
el  metano  y los  compuestos  nitrogenosos.  Nos  dice 
el  insigne  historiador  puertorriqueño  el  Dr.  Lidio  Cruz 
Monclova  que  en  el  siglo  19  en  San  Juan  los  olores  que 
despedían  los  manglares  que  circundaban  la  ciudad 
eran  tan  fuertes  que  tanto  hombres  como  mujeres 
acostumbraban  bañar  sus  narices  en  perfumes  fran- 
ceses para  equilibrar  la  fuerte  contaminación  atmos- 
férica natural.  En  sus  procesos  fisiológicos  los  ár- 
boles de  los  bosques  producen  especialmente  en  días 
calientes  cantidades  significantes  de  gases  orgánicos, 
tales  como  cetonas,  hidrocarburos  y aldehidos  pro- 
duciendo una  especie  de  niebla  sobre  las  montañas. 
El  océano  bombardea  anualmente  la  tierra  con  aprox- 
imadamente un  billón  de  toneladas  de  sal.  Como 
resultado  de  este  bombardeo  continuo,  el  aire  tiene 
contaminantes  que  se  origina  en  el  océano  tales  como 
cloruro  hidrogenado,  iodo,  cloruro  de  magnesio,  cloru- 
ro de  calcio,  bromuros  iodo  nitrogenoso,  monóxido 
de  carbono  y metano.  Estos  se  combinan  con  los 
gases  de  la  atmósfera  y forman  ácidos  en  su  fase  lí- 
quida. 

Porque  preocuparnos  entonces,  por  la  contaminación 
del  aire  si  la  naturaleza  también  añade  a la  atmósfera 
substancias  que  en  grandes  cantidades  resultan  ser 
nocivas  a los  eco-sistemas  naturales?  La  contestación 
a esta  pregunta  la  encontramos  en  el  hecho  de  que 
la  contaminación  producida  por  los  procesos  naturales 
salvo  en  el  caso  de  las  erupciones  volcánicas,  ocurre 
lentamente  y los  organismos  vivientes  a través  de  los 
procesos  de  adaptación  evolutiva  que  ha  tomado  mi- 
llones de  años  han  logrado  ajustarse  a estas  situaciones 
sin  que  se  altere  el  ritmo  biológico  de  sus  procesos 
fisiológicos.  El  ambiente  natural  tiene  las  potencialida- 


des para  copar  con  unos  niveles  de  contaminación 
que  cuando  sobrepasan  a la  capacidad  del  sistema 
crean  entonces  caos  y desintegración  del  ambiente. 
Aquí  está  el  error  que  comete  el  hombre  del  siglo  20. 
Con  el  aumento  en  población  desmedido  y con  el  avan- 
ze  arrollador  de  la  industria,  se  están  liberando  al  am- 
biente contaminantes  que  sobrepasan  los  límites  de 
tolerancia  de  los  sistemas  ecológicos  y por  consecuen- 
cia, por  carecer  de  los  mecanismos  homeostáticog 
lo  suficientemente  fuertes  para  afrontar  la  situación, 
el  ambiente  se  degrada  a pasos  agigantados.  Veamos 
ahora  el  concepto  del  aire  que  respiramos  alterado 
violentamente  por  la  iniciativa  industrial  y recreativa 
del  hombre. 

La  contaminación  del  aire  por  el  hombre  comenzó 
desde  el  mismo  momento  en  que  aprende  a hacer  uso 
del  fuego.  En  la  edad  media  la  contaminación  del  aire 
era  asfixiante  con  una  constante  neblina  especialmen- 
te en  Inglaterra.  La  combustión  ha  sido  y sigue  siendo 
el  originador  principal  de  la  contaminación  del  aire 
tanto  en  la  industria  como  en  el  hogar.  Aproxima- 
damente en  el  1885  comienza  el  reemplazo  de  la  ma- 
dera como  fuente  de  energía  por  el  carbón  de  piedra 
en  los  Estados  Unidos.  Para  el  1925  la  gasolina 
empieza  a tomar  auge  como  combustible  esencial  para 
la  transportación.  A principio  de  la  década  de  los  40 
comienza  el  uso  de  motores  diesel  para  impulsar  ca- 
miones, trenes  y vapores.  En  el  día  de  hoy,  el  40 
por  ciento  de  los  motores  se  mueven  con  aceite,  el 
40  por  ciento  con  gasolina  y un  20  por  ciento  con 
carbón  de  piedra. 

Aún  cuando  la  transportación  en  E.  U.  utiliza  solo 
el  20  por  ciento  del  total  de  energía  necesaria,  los 
automóviles  son  responsables  del  60  por  ciento  de 
la  contaminación  atmosférica  y en  algunas  comuni- 
dades urbanas  éste  llega  al  90  por  ciento.  En  un 
inventario  realizado  en  San  Juan  en  1969  se  demos- 
tró que  cerca  del  85  por  ciento  del  monóxido  de 
carbono  (CO)  emitido  en  el  área  metropolitana  pro- 
venía de  los  vehículos  de  motor,  y de  este,  el  60 
por  ciento  de  vehículos  en  las  carreteras.  Esta  subs- 
tancia está  casi  identificada  con  los  automóviles  ya 
que  el  CO  que  se  produce  viene  como  resultado  de 
la  combustión  incompleta.  Los  automóviles  también 
eliminan  plomo  el  cual  puede  producir  toxicidad  en 
los  organismos  vivientes  incluyendo  al  hombre,  hidro- 
carburos algunos  de  los  cuales  estimulan  la  incidencia 
de  cáncer.  Los  aditivos  que  se  le  añaden  a la  gasolina 
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para  supuestamente  mejorarla  lo  que  hacen  es  que 
disminuyen  la  combustión  completa  y en  esta  forma 
aumentan  el  peligro  de  contaminación  con  la  produc- 
ción de  parafinas,  naftano  y otras  substancias  aromáti- 
cas. En  la  producción  de  algunas  gasolinas  de  alto 
octanaje  se  usa  el  fluoruro  hidrogenado  como  cata- 
lizante. La  mayoría  del  fluoruro  se  disuelve  en  los 
hidrocarbones  y viene  a parar  a la  gasolina  eliminán- 
dose luego  a través  del  escape  a la  atmósfera  de  la  gran 
ciudad.  Otros  de  los  contaminantes  prominentes  de 
los  automóviles  son  los  óxidos  nitrogenosos.  Estos 
son  peligrosos  no  solo  con  su  presencia  sino  que  en 
luz  solar  de  alta  intensidad  reaccionan  con  los  hidro- 
carburos presentes  en  la  atmósfera  para  producir  el 
famoso  “smog”  fotoquímico.  En  esta  forma  se  pro- 
duce el  ozono  que  es  uno  de  los  contaminantes 
más  peligrosos  que  existe. 

Además  de  los  contaminantes  arriba  descritos,  los 
automóviles  son  responsables  de  la  eliminación  a la 
atmósfera  de  una  gran  cantidad  de  partículas  de  carbón. 
Si  a esto  le  añadimos  la  turbulencia  que  producen  en  la 
carretera  a su  paso  enviando  al  aire  una  gran  cantidad 
de  partículas  de  polvo,  los  silicatos  de  la  arena,  los 
productos  del  asfalto  que  cubre  la  carretera,  partículas 
de  las  gomas,  el  plomo  de  las  gasolinas  de  gran  octana- 
je y el  cadmio  proveniente  de  las  gomas,  el  automóvil 
se  convierte  en  el  monstruo  de  mayor  peligro  para 
romper  la  aparente  normalidad  de  nuestra  atmósfera 
en  la  gran  ciudad.  Lo  triste  del  caso  es  que  no  podemos 
ya  vivir  sin  el  uso  del  automóvil  y esto  nos  hace  a todos 
los  que  poseemos  este  artefacto  moderno  como  los 
mayores  asesinos  de  nuestra  atmósfera  terrestre.  Ya  se 
vislumbra  en  el  futuro  el  uso  de  automóviles  eléctricos 
o con  turbinas  de  vapor  de  agua  para  en  esta  forma 
evitar  la  contaminación  del  aire. 

No  es  un  secreto  a voces  el  hecho  de  que  la  conta- 
minación atmosférica  produce  grandes  efectos  nocivos 
en  la  salud  del  hombre.  Basta  solo  con  mencionar 
algunos  de  los  casos  más  dramáticos  que  nos  ha  dado 
el  historial  contaminante  de  nuestro  siglo. 

1.  Diciembre  3-5,  1930  — ocurre  en  el  Valle  Meuse, 
Bélgica  el  primer  desastre  de  gran  magnitud  achacado 
a la  contaminación  industrial  del  aire:  en  tres  días 
mueren  60  personas  y varios  miles  sufrieron  efectos 
violentos  de  intoxicación  por  contaminación  industrial 
de  la  atmósfera. 

2.  Octubre  26-31,  1948  — ocurre  el  primer  gran 


desastre  de  contaminación  atmosférica  de  Estados  Uni- 
dos en  Donora,  Pa.  En  cinco  días  murieron  20  per- 
sonas y 5910  personas  (42  por  ciento  de  la  población) 
fueron  afectados  por  irritación  de  los  ojos,  nariz,  gar- 
ganta, dolores  y constricciones  del  pecho,  tos,  ventila- 
ción pulmonar  difícil,  dolores  de  cabeza  intensos, 
náuseas  y vómitos  por  emanaciones  de  una  industria 
de  Zinc. 

3.  Diciembre,  1952  — durante  5 días  de  una  inver- 
sión del  aire  2851  personas  perdieron  la  vida  sobre 
la  tasa  de  mortalidad  corriente  en  la  ciudad  de  Londres 
y varias  semanas  después  se  le  atribuyeron  1224  muer- 
tes a la  contaminación  atmosférica.  En  el  1956  vuelve 
a repetirse  la  situación  y en  18  horas  de  inversión  del 
aire  se  atribuyen  cerca  de  1000  muertes  a la  contamina- 
ción atmosférica. 

4.  Septiembre  1955  — Los  Angeles  tuvo  temperaturas 
continuas  sobre  los  100®  F por  más  de  una  semana. 
El  sol  intenso  estimuló  las  reacciones  fotoquímicas  y se 
produjeron  grandes  cantidades  de  substancias  químicas 
irritantes  tales  como  el  ozono  y el  nitrato  peroxiacetilo. 
Se  desarrolló  una  epidemia  de  asma  y bronquitis  y la 
mortalidad  de  la  ciudad  en  personas  sobre  los  65  años 
se  elevó  desde  70  hasta  317  por  día.  Aquellas  personas 
con  deficiencias  pulmonares  o enfermas  del  corazón 
fueron  las  que  más  impacto  recibieron  de  esta  conta- 
minación atmosférica.  En  Puerto  Rico  ya  hemos 
tenido  casos,  especialmente  en  Guayanilla,  donde  los 
escapes  de  cloro  han  tenido  resultados  adversos  en  la 
población  local.  También  estudios  efectuados  por 
distinguidos  galenos  han  demostrado  como  las  enfer- 
medades pulmonares  muestran  mayor  incidencia  en 
aquellos  sitios  donde  la  contaminación  atmosférica 
es  notable. 

Establecido  ya  el  principio  de  que  el  aire  conta- 
minado tiene  efectos  nocivos  sobre  la  salud  humana, 
veamos  entonces  algunos  de  los  mecanismos  envueltos 
en  las  reacciones  patológicas  provenientes  de  la  expo- 
sición a contaminación  atmosférica.  En  los  humanos, 
la  reacción  tóxica  a contaminantes  rara  vez  es  igual 
en  dos  individuos  por  razones  varias.  Una  familia 
de  6 miembros  que  vivía  a 1.5  millas  de  una  fundición 
de  plomo  y zinc  fueron  víctimas  de  la  contaminación. 
El  padre  y un  niño  de  4 años  sintieron  cólicos  abdo- 
minales simulando  obstrucción  intestinal,  el  fu  intes- 
tinal o una  pacreatitis  aguda.  Otros  dos  niños  sufrían 
convulsiones  típicas  del  envenenamiento  con  plomo 
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Otro  niño  mostró  desarreglos  en  el  metabolismo  de  la 
glucosa  similares  a la  diabetes.  La  madre  sufría  de  una 
enfermedad  del  cerebro.  Todos  estos  síntomas  son 
típicos  del  enveríenamiento  crónico  con  plomo. 

El  efecto  tóxico  de  un  contaminante  puede  ser  es- 
timulante o depresivo  para  la  función  metabólica  del 
órgano  afectado.  Cantidades  pequeñas  pueden  esti- 
mular mientras  que  el  exceso  puede  ser  depresivo. 
La  acción  tóxica  de  los  contaminantes  se  puede  ma- 
nifestar a través  de  tres  mecanismos  principales. 

1.  Por  su  influencia  en  los  enzimos  que  están  en- 
vueltos en  el  mecanismo  fisiológico. 

Como  es  sabido,  los  enzimos  requieren  activa- 
dores o co-factores  para  su  funcionamiento  podiendo 
estos  ser  un  metal  o una  vitamina  o ambos.  Un  con- 
taminante que  inactive  al  co-factor,  inactiva  también 
al  enzimo.  El  cianuro  inactiva  un  enzimo  que  re- 
quiere hierro  al  unirse  químicamente  con  este  ion. 

2 Otra  posibilidad  de  acción  es  que  el  contaminan- 
te se  una  químicamente  con  radicales  activas  del  en- 
zimo inhibiendo  en  esta  forma  el  funcionamiento 
del  enzimo.  El  mercurio  y el  arsénico  se  adhieren 
fuertemente  a ciertos  radicales  inactivando  en  esta 
forma  el  enzimo. 

El  ozono,  el  fluoro  y el  iodo  destruyen  la  fun- 
ción enzimática  al  convertir  al  enzimo  en  substancias 
no  funcionales  fisiológicamente.  Algunos  pesticidas 
destruyen  la  acetylcolinesterasa  la  cual  es  esencial 
para  las  actividades  ñervo-musculares. 

Los  contaminantes  también  pueden  producir  la 
formación  de  nuevas  substancias  tóxicas  en  las  células. 
En  la  actividad  enzimática,  si  el  fluoroacetato  está 
presente  este  es  cambiado  a fluorocitrato.  Este  último 
es  sumamente  tóxico  en  animales  y humanos  pues 
rompe  la  cadena  metahólica  de  la  respiración  produ- 
ciendo la  muerte  de  los  tejidos  envueltos. 

2.  Algunos  contaminantes  afectan  las  células  de 
un  órgano  porque  entran  en  combinación  química  di- 
recta con  los  constituentes  de  las  células.  El  caso 
típico  es  el  monóxido  de  carbono  el  cual  una  vez 
dentro  de  la  sangre  entra  en  combinación  química 
con  gran  facilidad  con  la  hemoglobina.  El  desplaza- 
miento del  oxígeno  trae  daños  irreparables  a los  tejidos 
del  cerebro  y del  corazón. 

3.  Los  contaminantes  también  pueden  tener  efectos 
secundarios  en  las  células  donde  se  encuentren  presen- 
tes. La  presencia  de  granos  de  polen  estimulan  la 


producción  de  histamina,  serótina  y otros  productos 
similares  que  producen  la  tan  conocida  fiebre  de  prima- 
vera (hay  fever).  El  tetracloruro  de  carbono  estimula 
producción  de  epinefrina  en  los  nervios  simpáticos. 
Esta  condición  se  presume  que  causa  el  daño  caracterís- 
tico que  se  observa  en  el  hígado  de  personas  que  se 
envenenan  con  esta  substancia. 

En  el  proceso  de  quelación,  los  metales  se  incor- 
poran a nuevas  estructuras  químicas  en  las  células. 
En  esta  forma,  metales  activamente  biológicos  son  remo- 
vidos del  sistema  mientras  que  otros,  como  el  hierro, 
pueden  ser  absorbidos  y retenidos  en  el  cuerpo  en 
concentraciones  tan  altas  que  pueden  causar  daño. 

El  organismo  humano  también  puede  tratar  de 
eliminar  contaminantes  a través  de  la  oxidación  y 
reducción  de  éstos.  En  estos  procesos  en  ocasiones 
el  agente  tóxico  se  puede  convertir  en  una  nueva 
substancia  y ésta  puede  traer  consecuencias  nocivas 
las  cuales  aún  no  se  conoce  su  efecto  en  la  salud 
del  individuo. 

Hay  una  serie  de  factores  que  afectan  la  toxicidad 
que  tengan  los  contaminantes  atmosféricos  en  el  or- 
ganismo humano.  Por  el  hecho  de  que  en  la  atmósfera 
hay  varios  contaminantes  simultáneamente,  se  hace 
imprescindible  considerar  que  estas  mezclas  en  algunas 
ocasiones  traen  reducción  y aumento  de  la  toxicidad 
en  otros.  La  naturaleza  del  contaminante,  su  concen- 
tración en  la  atmósfera,  el  lapso  de  tiempo  durante 
el  cual  el  individuo  está  expuesto  a contaminación 
así  como  el  estado  de  salud  y la  calidad  de  la  nutri- 
ción del  individuo  son  factores  de  vital  importancia 
en  la  determinación  de  la  toxicidad  de  los  contaminan- 
tes atmosféricos. 

La  exposición  continua  por  largos  lapsos  de  tiempo 
es  más  peligroso  que  exposiciones  interrumpidas.  Los 
organismos  jóvenes  son  más  sensitivos  a los  efectos 
del  fluoro,  ozono  y bióxido  de  azufre  que  los  adultos. 
Por  el  otro  lado,  cuando  los  individuos  llegan  a las 
edades  extremadamente  maduras,  su  susceptibilidad 
vuelve  a reducirse  y en  los  ancianos,  especialmente 
aquellos  aquejados  por  males  pulmonares  y del  cora- 
zón son  las  víctimas  más  seguras  de  inversiones  del 
aire  acompañadas  de  altos  niveles  de  contaminación^ 
atmosférica. 

La  contaminación  atmosférica  se  siente  con  mayor 
fuerza  en  individuos  que  llevan  una  vida  activa  por 
las  grandes  demandas  de  oxígeno  que  su  cuerpo  re- 
quiere. La  susceptibilidad  hereditaria  a algunas  en- 
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fermedades  predisponen  a ese  individuo  con  más  fa- 
cilidad que  en  aquellos  casos  donde  se  carece  de  esta 
susceptibilidad  natural.  También  la  nutrición  pobre, 
las  deficiencias  de  vitamina  y los  hábitos  pobres  de 
alimentación  indudablemente  habrán  de  afectar  el  curso 
de  la  reácción  del  individuo  a síntomas  producidos 
por  la  contaminación  atmosférica  a la  cual  está  ex- 
puesta. 

Lo  expuesto  arriba  no  cubre  ni  tan  siquiera  una 
milésima  parte  de  todo  lo  que  se  puede  presentar 
sobre  la  contaminación  atmosférica.  Es  solo  un  bo- 
cadillo para  ponerlos  a ustedes  en  órbita  para  las 
discusiones  clínicas  que  habrán  de  presentar  los  que 
me  acompañan  en  esta  presentación.  Al  así  hacerlo, 
esperamos  que  estén  ustedes  más  conscientes  de  todos 
los  peligros  que  afrontan  los  habitantes  de  una  gran 
ciudad  al  estar  exponiendo  sus  pulmones  diariamente 
al  aire  contaminado  que  ha  producido  el  hombre  a 
través  de  su  actividad  industrial  y recreativa. 

La  situación  de  Puerto  Rico  no  es  menos  alar- 
mante que  la  de  Los  Angeles,  Nueva  York  y Londres. 
Nuestra  situación  se  agrava  por  ser  un  país  tropical 
en  el  cual  la  vegetación  arbórea  va  desapareciendo 
a pasos  agigantados.  Urge  que  estimulemos  la  siembra 
de  mayor  cantidad  de  árboles  especialmente  en  nues- 
tra ciudad  para  que  recibamos  la  ayuda  de  estos  gigantes 
vegetales  en  la  eliminación  de  contaminantes  del  aire, 
que  refresquen  la  temperatura  de  la  ciudad,  que  dis- 
minuyan la  intensidad  de  la  luz  reduciendo  en  esta 


Por  muchas  razones  es  difícil  especificar  con  pre- 
cisión exacta  entre  la  contaminación  atmosfé- 
rica y enfermedad  en  el  hombre.  La  colección  y 
examen  de  muestras  uniformes  de  aire  ambiental  se 
hacen  difíciles  debido  a muchos  factores  variables. 
Los  segmentos  de  población  que  se  examinan  varían 
ampliamente  en  su  composición.  Todavía  no  se  com- 
prenden en  su  totalidad  los  efectos  de  predisposición 
que  pueden  haber  en  la  muestra  de  población  debido 
a enfermedad  pre-existente.  Añaden  aún  más  factores 


forma  la  formación  de  contaminantes  secundarios  que 
tanto  daño  hacen  a la  humanidad,  que  estimulen  la 
lluvia  para  que  desaparezcan  del  aire  los  contaminantes 
gaseosos  y la  materia  particulada  y a la  vez  para  que 
aumenten  la  estética  artística  del  bosque  de  cemento 
en  el  cual  vivimos  y que  se  llama  San  Juan  de  Puerto 
Rico.  Esperamos  que  la  clase  médica  de  Puerto  Rico 
no  solo  esté  preparada  para  afrontar  los  problemas 
de  salubridad  producidos  por  la  contaminación  atmos- 
férica sino  que  estén  dispuestos  a convertirse  en  após- 
toles para  estimular  a sus  pacientes  que  sufren  enfer- 
medades de  las  vías  respiratorias,  a sus  familiares  y 
amigos  a que  conserven  la  belleza  de  Puerto  Rico  salvan- 
do nuestros  árboles  y estimulando  la  siembra  de  muchos 
más  para  compensar  los  millones  y millones  que  han 
sucumbido  ante  el  avanee  de  la  ciudad. 
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variables  los  posibles  efectqg  de  adición  (o  sinergis- 
mo)  y substracción  de  la  presencia  de  otras  substancias 
en  el  aire  ambiental.  Por  ejemplo,  la  presencia  de  un 
aerosol  de  benzopirina  o de  concentraciones  elevadas 
de  materia  particulada  aumentan  el  efecto  de  los  óxidos 
de  azufre.  Por  otra  parte,  la  presencia  de  óxidos  de 
azufre  en  el  aire  parece  disminuir  el  efecto  de  oxidan- 
tes sobre  las  plantas  (1).  La  identificación  de  subs- 
tancias potencialmente  nocivas  se  hace  difícil  debido 
a que  el  efecto  de  muchas  de  ellas  se  desarrolla  muy 
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lentamente  y puede  tardar  años  en  hacerse  evidente. 
Estos  contaminantes  más  sutiles  son  tanto  o más  peli- 
grosos que  los  más  comunes  y obvios.  Surge  aún 
otra  dificultad  debido  a que  muchas  substancias  que 
no  surten  efectos  nocivos  aparentes  en  organismos 
normales  pueden  tornarse  peligrosas  bajo  condiciones 
de  “stress”  fisiológico.  Se  sabe  desde  hace  mucho 
tiempo,  por  ejemplo,  que  el  plomo  almacenado  en  los 
huesos  puede  liberarse  repentinamente  a la  circulación 
general  durante  episodios  de  pulmonía.  Muchos  com- 
puestos tóxicos  o carcinogénicos  se  almacenan  en 
estado  inocuo  en  el  hígado  en  conjunción  con  ácido 
glucurónico.  Este  proceso  de  detoxific ación  puede 
ser  impedido  por  enfermedad  hepática,  abrumado  por 
sobrecarga  con  otras  substancias  competidoras,  u obli- 
gado a funcionar  a la  inversa  debido  a glucuronidasa. 
El  DDT,  dieldrin  y otros  pesticidas  que  no  causan 
daño  obvio  cuando  se  almacenan  en  las  grasas  del 
cuerpo  humano,  pueden  producir  patología  aprecia- 
ble cuando  condiciones  como  embarazo,  lactancia, 
inanición,  intoxicaciones  e infecciones  agudas  motivan 
la  liberación  de  esos  pesticidas  a la  circulación  general. 
Otro  factor  que  crea  dificultades  es  el  hecho  de  que  con- 
sideraciones éticas  y humanitarias  impiden  llevar  a cabo 
experimentos  bien  controlados  en  el  hombre,  especial- 
mente a largo  plazo.  Los  experimentos  hechos  con 
perros,  gatos,  cobayos  y otros  animales  han  producido 
muy  valiosa  información.  Sin  embargo,  gran  parte  de 
la  información  disponible  es  el  resultado  de  estudios 
epidemiológicos. 

Al  exponerse  a substancias  nocivas  en  el  ambiente, 
partes  del  organismo  humano  sufren  cambios  anató- 
micos y fisiológicos  que  al  principio  pueden  tener 
efecto  protector.  Esto  resulta  en  adaptación  tempo- 
rera a la  situación.  En  casi  todos  los  casos,  sin  embargo, 
estos  cambios  a la  larga  se  toman  patológicos  y aún 
destructivos.  Como  los  efectos  patológicos  por  lo 
regular  no  se  hacen  incapacitantes  hasta  tarde  en  la 
vida,  no  interfieren  con  la  capacidad  reproductiva  y 
por  lo  tanto  no  proveen  oportunidad  para  selección 
genética  en  su  contra  (2).  En  la  práctica,  la  única 
adaptación  biológica  del  hombre  a la  contaminación 
atmosférica  no  es  verdadera  adaptación  sino  una  forma 
de  tolferancia  alcanzada  a costa  de  deterioro  funcional. 
Ya  que  no  podemos  adaptamos  a las  condiciones 
nocivas  en  nuestro  ambiente,  producto  de  la  tecnolo- 
gía, compete  a nosotros  los  médicos  promover  el 


desarrollo  de  sistemas  de  vida  y manejo  de  nuestro 
ambiente  que  reduzcan  al  mínimo  la  prevalencia  y 
severidad  de  esas  condiciones,  así  como  aprender  a 
tratar  las  enfermedades  que  son  resultado  de  la  con- 
taminación. 

Veamos  ahora  brevemente  los  efectos  específicos 
que  surten  sobre  la  salud  aquellos  contaminantes  at- 
mosféricos que  tienen  la  mayor  importancia  médica: 

Oxido  de  azufre  y sulfates 

Bajo  ciertas  condiciones  en  la  atmósfera  el  bióxido 
de  azufre  se  convierte  en  ácido  sulfúrico  y sulfatos. 
Los  productos  particulados  de  la  oxidación  de  bióxido 
de  azufre  son  en  general  irritantes  mucho  más  potentes 
que  el  gas  bióxido  de  azufre  de  por  sí  (3).  El  ácido 
sulfúrico  es  irritante  mucho  más  potente  para  el  hom- 
bre que  el  bióxido  de  azufre.  El  tamaño  de  la  par- 
tícula inhalada  es  factor  importante  que  determina 
el  lugar  de  acción  del  irritante.  Partículas  menores 
de  0.05  miera  pueden  penetrar  en  los  alveolos  (4). 
Partículas  mayores  se  depositan  en  las  vías  respiratorias 
mayores  de  acuerdo  con  su  tamaño  y peso.  La  hume- 
dad es  otro  factor  importante,  y mientras  más  hume- 
dad hay  más  intensa  es  la  irritación.  El  producto 
de  la  concentración  del  irritante  y la  duración  de  exposi- 
ción al  mismo  es  también  factor  significativo,  pero 
todavía  no  se  comprende  bien  el  efecto  combinado 
de  tamaño  de  la  partícula,  concentración,  y duración 
de  exposición.  En  general,  los  efectos  nocivos  del 
bióxido  de  azufre  y los  sulfatos  sobre  las  vías  respi- 
ratorias son  los  mismos  que  los  de  otros  irritantes, 
y por  esa  razón  los  utilizaremos  como  prototipo. 

Los  efectos  sobre  las  vías  respiratorias  superiores 
son  rinorrea,  dolor  e irritación,  tos,  taquipnea  e inhi- 
bición de  inspiración. 

La  estimulación  por  irritantes  de  los  receptores 
en  las  vías  respiratorias  superiores  produce  una  re- 
ducción de  la  presión  inspiratoria  intrapleural  máxima 
que  puede  producir  el  sujeto.  En  otras  palabras,  la 
estimulación  de  esos  receptores  inhibe  la  capacidad 
para  hacer  una  inspiración  profunda.  Este  último 
efecto  se  ha  demostrado  repetidas  veces  usando  ozono 
como  el  irritante.  Es  interesante  notar  que  el  efecto 
de  inhibir  la  inspiración  no  ocurre  hasta  que  el  sujeto 
ha  percibido  el  olor  del  irritante,  indicando  que  apa- 
rentemente está  envuelto  un  reflejo  olfactorio  (3). 

Los  efectos  irritantes  sobre  los  bronquios  mayores 
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son:  parálisis  de  los  cilios,  espasmo  bronquial,  au- 

mento en  secreciones,  hipertrofia  de  glándulas  de  mo- 
co y extensión  a bronquios  menores,  disminución  en 
el  volumen  expiratorio  forzado,  tos  productiva  cró- 
nica, susceptibilidad  a infección. 

Concentraciones  anuales  de  bióxido  de  azufre  en 
el  aire  ambiental  mayores  de  0.08  partes  por  millón, 
especialmente  si  van  acompañadas  por  concentracio- 
nes de  materia  particulada  mayores  de  150  micro- 
gramos  por  metro  cúbico,  están  asociadas  con  aumento 
en  la  morbilidad  por  bronquitis  crónica  en  la  pobla- 
ción urbana  adulta  (4).  La  inhalación  simultánea  de 
estos  irritantes  y materia  particulada  de  tamaño  pe- 
queño aumenta  muy  apreciablemente  la  probabilidad 
de  que  el  irritante  llegue  a los  bronquiolos  terminales. 

Los  efectos  de  irritantes  sobre  los  bronquiales  ter- 
minales son:  disminución  de  “surfactant”,  metaplasia 
de  células  de  moco,  inflamación  y obliteración,  cierre 
prematuro  en  expiración,  aumento  en  el  volumen  de 
cierre  del  pulmón  y liberación  de  enzimos  proteo- 
líticos  de  la  infiltración  celular  bronquiolar. 

La  detenninación  del  volumen  pulmonar  en  el  mo- 
mento en  que  se  cierran  los  bronquiolos  menores  de 
2 milímetros  es  la  prueba  más  sensitiva  para  descubrir 
enfennedad  en  esos  bronquiolos. 

Partículas  de  tamaño  desde  0.01  a 0.05  miera 
tienen  la  mayor  probabilidad  de  llegar  hasta  la  pared 
alveolar  (5).  Algunos  gases,  como  el  bióxido  de 
azufre,  se  pueden  absorber  en  la  nariz  y entrar  a la 
circulación,  de  la  cual  son  removidos  entonces  en  los 
alveolos.  Mediante  este  mecanismo,  el  irritante  ejerce 
su  efecto  sin  haber  sido  inhalado  directamente  hasta 
los  alveolos  (4).  Los  efectos  irritantes  sobre  los  al- 
veolos son  múltiples.  Ocurre  aumento  en  leucocitos 
y macrófagos  con  consiguiente  aumento  en  la  agre- 
gación de  estos  elementos  celulares.  Hay  también 
aumento  en  la  liberación  de  enzimos  proteolíticos  — 
si  las  defensas  contra  estos,  es  decir,  los  enzimos 
antiproteolíticos,  no  son  adecuados  puede  desarrollar- 
se enfisema,  con  destrucción  alveolar.  Se  pierde 
elasticidad  del  tejido  pulmonar  al  igual  que  ocurre 
en  el  envejecimiento.  Hay  distención  alveolar  debido 
a disturbios  en  colágeno  o elastin.  Los  efectos  enu- 
merados hasta  ahora  son  los  que  ejercen  sobre  las  vías 
respiratorias  los  óxidos  de  azufre  y sulfatos  y otros 
irritantes. 

Otros  efectos  se  han  notado  y se  han  corroborado 


en  experimentos  hechos  en  Rusia.  El  primero  de  estos 
es  la  irritación  de  los  ojos.  Se  ha  demostrado  depre- 
sión de  excitación  de  la  corteza  visual  —hay  aumento 
en  la  duración  de  aplicación  de  una  corriente  al  globo 
ocular  hasta  producir  la  sensación  de  un  destello  de 
luz.  No  se  notan  cambios  en  la  duración  necesaria  del 
estímulo  hasta  que  se  excefe  el  umbral  de  olor,  y 
Ryazanov  (6)  propone  que  es  una  respuesta  en  la 
zona  olfactoria  la  que  produce  inhibición  de  la  corte- 
za visual.  También  se  ha  demostrado  disminución  de 
actividad  de  adaptación  de  la  corteza  visual  a la 
obscuridad  y disturbios  de  ritmos  alfa  en  el  electro- 
encefalograma (3). 

Materia  particulada  de  carbono  (hollín) 

Estas  son  partículas  muy  finas  que  tienen  super- 
ficie muy  grande  en  proporción  a su  peso.  Su  super- 
ficie atrae  muchas  substancias  químicas  del  aire,  tales 
como  hidrocarburos,  que  se  absorben  y van  desde 
el  lugar  de  la  combustión  incompleta  a la  atmósfera, 
y de  ahí  penetran  a gran  profundidad  en  los  pul- 
mones humanos.  Otros  contaminantes  atmosféricos 
tales  como  ácido  sulfúrico  y los  óxidos  de  nitrógeno 
tienen  efectos  mucho  más  nocivos  cuando  se  inhalan 
simultáneamente  con  materia  particulada,  tal  como 
el  humo. 

Oxidos  de  nitrógeno 

El  óxido  nítrico  es  relativamente  inocuo  pero  al 
oxidarse  se  convierte  en  el  mucho  más  tóxico  bióxido 
de  nitrógeno,  especialmente  en  presencia  de  hidrocar- 
buros y luz  solar.  El  bióxido  de  nitrógeno  reacciona 
con  el  agua  y produce  ácido  nítrico.  El  exponerse 
al  ácido  nítrico  produce  en  el  hombre  efectos 
severos  sobre  las  vías  respiratorias  pequeñas.  Es  con- 
veniente señalar  que  el  humo  del  cigarrillo,  que  produce 
sus  efectos  más  tempranos  sobre  las  vías  respiratorias 
más  pequeñas,  contiene  altas  concentraciones  de  bióxido 
de  nitrógeno  (8).  En  el  aire  ambiental,  concentraciones 
de  óxidos  de  nitrógeno  mayores  de  0,06  partes  por 
millón  están  asociadas  a mayor  morbilidad  debido  a 
enfermedad  de  las  vías  respiratorias  inferiores  en  ni- 
ños menores  de  2 años  (4).  Esta  concentración  es 
menor  que  la  existente  en  muchas  ciudades.  Conviene 
recordar  que  a esta  edad  el  pulmón  está  todavía  en  su 
período  de  crecimiento  y desarrollo. 
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Monóxido  de  carbono 

Tiene  afinidad  para  la  hemoglobina  que  es  210  veces 
mayor  que  la  que  tiene  el  oxígeno  (7)  y por  lo  tanto 
puede  desplazar  el  oxígeno  de  la  hemoglobina.  Además, 
el  monóxido  de  carbono  desplaza  la  curva  de  disociación 
de  oxihemoglobina  hacia  la  izquierda,  y así  interfiere 
con  la  liberación  de  oxígeno  a nivel  de  tejidos.  En  1969 
Cohen  (9)  informó  aumento  en  la  tasa  de  mortalidad 
debida  a infartos  del  miocardio  en  áreas  de  aumento  en 
contaminación  atmosférica,  pero  más  significativamente 
durante  períodos  de  aumento  en  contaminación  at- 
mosférica por  monóxido  de  carbono.  El  respirar  mo- 
nóxido de  carbono  en  concentraciones  de  50  partes 
por  millón  produjo  angina  de  pecho  más  temprano 
y después  de  menos  esfuerzo  cardíaco  que  el  respirar 
aire  puro  en  un  grupo  de  hombres  entre  las  edades 
de  40  y 55  años  según  Aronow  (10).  Además,  pa- 
cientes con  angina  de  pecho  expuestos  a tránsito 
congestionado  por  hora  y media  demostraron  eleva- 
ciones en  niveles  de  carboxihemoglobina  en  sangre 
arterial  e,  inmediatamente  después  de  esta  exposición, 
disminución  en  la  capacidad  para  hacer  ejercicio  antes 
de  desarrollar  angina.  Esto  no  ocurría  si  respiraban 
aire  puro  de  un  circuito  cerrado  mientras  estaban 
expuestos  a esa  densidad  del  tránsito  (11). 

Hidrocarburos 

En  este  grupo  hay  varias  substancias  carcinogéni- 
cas  como  el  benzopireno  que  se  encuentra  en  el 
humo  del  cigarrillo.  Experimentalmente  en  ratas, 
la  inyección  intra-traquela  de  benzopireno  induce  cre- 
cimiento de  carcinoma.  Si  se  inyecta  simultáneamente 
asbestos  se  acorta  el  tiempo  en  que  aparecen  papilomas 
y carcinomas  a la  vez  que  aumenta  la  incidencia  de  los 
mismos  (4). 

Oxidantes  fotoquimicos 

El  ozono  es  el  más  prominente  de  estos.  Los  efectos 
de  la  inhalación  de  este  gas  son  muy  similares  a los  de 
óxidos  de  azufre  y de  nitrógeno.  Además,  la  inhalación 
prolongada  de  ozono  produce  disminución  en  la  cap- 
tación fraccional  de  monóxido  de  carbono  y disturbios 


en  la  relación  entre  ventilación  y perfusión.  Los  alde- 
hidos se  mencionan  en  este  grupo  por  ser  productos 
de  la  fotoquímica.  También  tienen  efectos  irritantes 
marcados  según  descritos  ya. 

Otros 

Todos  estamos  conscientes  de  las  enfermedades  ocu- 
pacionales  como  silicosis,  silicatosis,  siderosis,  beriliosis, 
asbetosis,  pneumoconiosis  de  mineros  de  carbón,  baga- 
sosis,  pulmón  de  agricultor,  y otras,  todas  resultado  de 
la  contaminación  del  aire  ambiental  que  respiran  los 
que  trabajan  en  las  industrias  pertinentes.  Es  ya  bien 
conocida  la  asociación  de  cáncer  del  pulmón  y meso- 
telioma  de  la  pleura  y el  peritoneo  con  la  exposición 
a asbestos  producto  de  la  transportación,  almacenaje 
y confección  de  productos  de  ciertos  granos  (polvos 
vegetales  alergénicos)  (12). 
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Estoy  consciente  de  lo  vasto  y difícil  que  es  corre- 
lacionar la  contaminación  ambiental  con  cambios 
en  función  pulmonar. 

En  el  1971  el  Dr.  David  Bates  (1)  en  su  presentación 
sobre  la  contaminación  ambiental  y el  pulmón  humano 
expuso  concisamente  lo  que  hoy  se  discute  en  este  pa- 
nel cuando  se  expresó  así:  “Hoy  me  dedicaré  a dis- 
cutir este  problema  relacionado  a bronquitis  crónica, 
enfisema  y a los  datos  recientes  relacionados  con  infec- 
ciones agudas  respiratorias  en  niños  escolares  e infantes 
que  creo  es  relevante”.  Como  pediatra  hago  eco  de  sus 
palabras.  Basándonos  en  la  información  presentada  por 
el  Dr.  Bates  encontramos  que  epidemiológicamente  po- 
demos presentar  5 (cinco)  argumentos  relacionados 
con  la  contaminación  ambiental. 

1.  Cuando  la  concentración  de  bióxido  de  azufre 
y partículas  de  materia  irritante  en  el  aire  au- 
mentan, la  morbilidad  respiratoria  infantil  au- 
menta. 

2.  Concentraciones  de  bióxido  de  azufre  mayor 
de  0.08  acompañado  de  materia  en  partículas 
mayores  de  150  ug  m^  están  acompañadas  por 
un  aumento  en  la  mortalidad  de  bronquitis. 

3.  Es  posible  demostrar  disminución  en  la  función 
pulmonar  de  fumadores  de  cigarrillo  habituales. 

4.  Hay  un  aumento  en  la  morbilidad  por  infecciones 
pulmonares  en  niños  que  viven  en  áreas  de  conta- 
minación ambiental  alta  comparadas  con  áreas  de 
menor  contaminación. 

5.  Hay  evidencia  en  Japón  que  la  sintomatología 
y función  pulmonar  en  niños  en  áreas  de  alta 
contaminación  están  afectadas  comparada  a los 
niños  de  áreas  de  menor  contaminación. 

Por  supuesto  estas  aseveraciones  nos  hacen  pensar 
que  hay  un  factor  urbano  de  industrialización  común. 

La  contaminación  urbana  se  puede  dividir  en  dos 
categorías:  La  contaminación  reductora  y la  contami- 
nación oxidante.  La  reductora  es  la  que  densamente 
encontramos  en  Londres  e Istambul  y consiste  de  ma- 
teria carbonífera  y bióxido  de  azufre.  La  forma  oxi- 
dante consiste  de  contaminantes  tales  como  hidro- 
carbonos,  derivados  oxidados  de  nitrógeno  y las  reac- 
ciones fotoquímicas  tales  como  ozono.  Cohen  y 
Hudson  (3)  conscientes  de  que  algunos  estudios  no 
han  sido  consistentes  en  asociar  exceso  de  mortalidad 
y prevalencia  de  morbilidad  de  enfennedades  crónicas 
pulmonares,  estudiaron  441  individuos  miembros  de 


la  Iglesia  Adventista  que  entre  sus  dogmas  exigen 
el  no  fumar.  Ellos  al  estudiar  estos  sujetos  encontra- 
ron lo  siguiente  y citamos:  “Una  comparación  de  los 
síntomas  respiratorios  y de  las  pruebas  de  función 
pulmonar  en  los  grupos  de  adultos  no  fumadores  los 
cuales  estaban  crónicamente  expuestos  a los  mismos 
valores  medios  de  contaminación  ambiental  no  demos- 
tró una  diferencia  en  el  predominio  de  síntomas  su- 
gestivos de  enfermedades  pulmonares.  Un  análisis 
de  los  diferentes  parametros  ventilatorios  medidas  por 
espirometría  y por  flujo  continuo  espiratorio  máximo, 
tampoco  indicó  diferencias  significantes  entre  los  dos 
grupos.” 

Si  recordamos  las  palabras  del  Dr.  Bates  de  inmedia- 
to nos  damos  cuenta  que  los  médicos  estábamos  inclina- 
dos a descontar  la  data  epidemiológica  ya  que  la  infor- 
mación disponible  no  es  consistente.  Por  ejemplo: 
Ferris  y Higgins  (4)  encontraron  en  un  estudio  en  New 
Hampshire  fue  inspeccionada  por  medio  de  cuestionario 
y pruebas  simples  de  Función  Pulmonar  en  el  1961  al 
1964. 

El  predominio  de  una  enfermedad  crónica  respirato- 
rio no  específica  fue  menor  en  1967.  Después  de  tener 
en  cuenta  los  efectos  de  envejecimiento  y los  hábitos 
de  fumar  cigarrillos.  Similarmente,  los  resultados 
de  las  pruebas  de  función  pulmonar  fueron  ligeramente 
mejores  de  lo  pronosticado.  La  polución  del  aire  fue 
menor  en  1967  que  en  el  1961,  y ésto  pudo  haber 
constituido  la  disminución  en  el  predominio  de  la 
enfermedad  y la  mejoría  en  la  función  pulmonar. 

Algunos  investigadores  creen  que  esta  discrepan- 
cia en  la  data  se  debe  a que  las  mediciones  pulmonares 
no  son  lo  suficientemente  representativas.  Por  ejemplo 
en  los  estudios  epidemiológicos  no  han  incluido  la  fun- 
ción de  los  bronquiales  ni  la  presencia  o ausencia  de 
agentes  de  defensa  del  pulmón,  algunos  individuos  tienen 
una  deficiencia  de  alpha  3 antitripsina  en  sus  pulmones. 

Estos  sujetos  cuando  se  exponen  a agentes  nocivos 
no  produce  enzimas  protectores.  Sabemos  que  el  pul- 
món cuando  recibe  un  insulto  produce  enzimas  proteo- 
líticos  por  medio  de  losmacrófagos  que  son  responsables 
de  limpiar  los  alveolos  y bronquiolos  removiendo  toda 
materia  foránea. 

Algunas  de  las  manifestaciones  pulmonares  de  pacien- 
tes expuestos  a la  contaminación  ambiental  son  las  si- 
guientes: 

1.  Tendencia  a toser  a la  inspiración  profunda. 
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2.  Disminución  de  la  presión  negativa  intrapleural. 

3.  Aumento  en  la  resistencia  pulmonar. 

4.  Disminución  de  FEV  see. 

5.  Distribución  desigual  de  oxígeno  en  los  alveolos. 

Fausto  Zapletal,  Jech  y Samanez  (5)  estudiaron  la 
función  pulmonar  en  111  niños  entre  las  edades  de 
10-11  años  en  la  ciudad  checoslovaca  de  Motol  cerca 
de  Praga.  Estos  niños  habían  vivido  en  esta  comuni- 
dad más  de  5 años  en  la  cual  había  una  alta  con- 
centración de  bióxido  de  azufre  y partículas  de 
polvo.  El  grupo  consistió  de  55  niños  y 56  niñas. 
Todos  ellos  estaban  considerados  saludables.  La  con- 
centración diaria  de  bióxido  de  azufre  en  esta  ciudad 
fue  4.5  veces  mayor  que  la  concentración  permitida 
de  0.15  mg.  por  M^/24  h.  La  concentración  de 

polvo  en  el  área  varió  entre  lo  normal  a valores 

q 

3.5  veces  mayor  que  lo  permitido  de  0.15  mg.  M'^/24  h. 

El  volumen  espiratorio  forzado  en  un  segundo  (FEVI) 
y el  flujo  máximo  forzado  (PEFR)  de  los  sujetos 
del  estudio  no  tuvo  ninguna  desviación  de  los  valores 
predecidos.  Los  investigadores  encontraron  reducción 
significativa  del  flujo  máximo  respiratorio  medidos 
por  curvas  de  flujo  - volumen. 

Este  cambio  funcional  puede  jugar  papel  importante 
en  el  desarrollo  de  infecciones  pulmonares  repetidas. 
Tanto  el  Dr.  Figueras  como  Dr.  Lugo  han  mencionado 
los  resultados  de  las  inversiones  atmosféricas  ocurridas 
en  Dooran,  Nueva  Orleans  y Londres.  En  estos  tres 
episodios  clásicos  individuos  con  enfermedades  cró- 
nicas pulmonares  fueron  las  más  afectadas.  En  Donora 
340  personas  (2.4  por  ciento)  (b)  de  la  población  se 
quejó  de  haber  sufrido  asma.  De  éstas,  el  88  por  ciento 
se  sintió  bastante  enfermo.  Existe  también  evidencia 
que  los  irritantes  inducen  episodios  de  bronquio  es- 
pasmo. Históricamente  uno  de  los  episodios  más  inte- 
resantes fue  el  de  los  soldados  americanos  que  desarro- 
llaban una  de  las  llamadas  epidemias  de  asma  cuando 
fueron  estacionados  en  Yokohama  durante  la  segunda 
guerra  mundial. 

Por  lo  general  eran  estos  individuos  saludables  sin 
historial  familiar  de  asma.  En  su  segundo  año  de  resi- 
dencia en  el  Valle  de  Kauto  desarrollaban  tos  nocturna 
sibilancias  y angustia  respiratoria.  Estos  pacientes 
respondían  pobremente  al  tratamiento  clásico  de  Asma. 
Si  eran  evacuados  de  estas  áreas  mejoraban  los  síntomas. 

En  Estados  Unidos  no  han  ocurrido  episodios  simi- 
lares a los  de  Tokio  y Yokohama,  aunque  se  han  des- 


crito episodios  de  “epidemia  de  asma”  en  la  ciudad 
de  Nueva  Orleans  en  pacientes  que  ya  sufrían  de  esta 
condición.  Estos  ataques  han  sido  asociados  con  cam- 
bios en  las  condiciones  locales  de  la  dirección  del  vien- 
to. Si  los  vientos  venían  a baja  velocidad  a través  de 
los  crematorios  de  Nueva  Orleans,  los  pacientes  con 
historial  de  asma  sufrían  exacerbaciones  de  su  con- 
dición. 

En  resumen  podemos  postular  lo  siguiente: 

Probablemente  la  inconsistencia  de  los  resultados 
de  los  estudios  epidemiológicos  se  debe  a: 

1.  que  los  investigadores  no  han  medido  adecua- 
damente los  cambios  en  la  función  pulmonar 
por  falta  de  instrumentos. 

2.  que  es  difícil  cuantificar  síntomas  clínicos  de- 
bido a que  dependemos  de  observaciones  sub- 
jetivas. 

3.  que  el  uso  del  cigarrillo  contribuye  al  deterioro 
de  la  función  pulmonar  en  algunos  individuos. 

4.  que  las  causas  específicas  propuestas  como  cau- 
santes de  los  efectos  no  han  soportado  el 
examen  crítico  y la  naturaleza  de  las  relaciones 
permanece  obscura,  aunque  estudios  numerosos 
han  documentado  una  relación  entre  la  polución 
del  aire,  el  clima  y la  enfermedad  (7). 

Basándonos  en  lo  ya  expuesto  podemos  concluir 
que  bajo  ciertas  circunstancias  climatológicas  la  acu- 
mulación de  agentes  de  contaminación  pueden  pro- 
ducir episodios  en  los  cuales  personas  normales  pue- 
den desarrollar  síntomas  respiratorios  tales  como  tos, 
sibilancias  y broncorrea  e individuos  con  historial 
de  enfermedad  pulmonar  tales  como  asma  pueden 
empeorarse.  Es  de  importancia  también  señalar  que  en 
el  aire  que  respiramos,  en  especial  en  aquellas  áreas 
densamente  industrializadas,  existen  substancias  produ- 
cidas por  el  hombre  que  pueden  causar  efectos  fisio- 
lógicos nocivos.  Esto  es  de  vital  importancia  para 
aquellos  individuos  con  afecciones  cardio-respiratorias 
en  la  cual  la  contaminación  ambiental  puede  afectar 
su  salud  y acortar  su  vida. 
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DEFINICIONES  RELACIONADAS  CON  LA 
PRACTICA  DE  LA  MEDICINA  FISICA  Y 
REHABILITACION  EN  PUERTO  RICO 


Fisiatra 

Para  la  Asociación  Médica  de  Puerto  Rico,  la 
fisiatría  o fisioterapia  o terapia  física,  como  ante- 
riormente se  conocía,  constituye  práctica  de  la  me- 
dicina. El  término  fisiatra  se  usa  para  describir  al 
médico-cirujano  especialista  en  Medicina  Física  y Re- 
habilitación: que  se  especializa  en  la  evaluación 

diagnóstico  y tratamiento  de  las  incapacidades  físieas 
mediante  el  uso  de  pruebas  neurológicas  y músculo 
esqueléticas,  planea,  dirige,  supervisa,  prescribe  y apli- 
ca un  programa  de  tratamiento  usando  agentes  físicos, 
ejercicios  terapéuticos  y farmacológicos  a ser  aplicados 
junto  al  equipo  de  rehabilitación.  Utiliza  principios 
de  interacción  humana,  psicología  y sociología  en  la 
elaboración  del  programa  y las  metas  a ser  alcanzadas 
por  el  paciente.  Instruye,  guía  al  paciente  y a sus 
familiares  a interpretar  correctamente  la  incapacidad. 
Mantiene  estreeha  comunicación  con  los  profesionales 
de  la  salud,  eoordinando  y dirigiendo  en  un  esfuerzo 
conjunto  la  rehabilitación  del  paciente  incapaeitado. 
Trabaja  mayormente  en  la  preveneión  y tratamiento 
de  las  incapacidades,  partieularmente  del  sistema  neuro- 
músculo-esquelético. 


NOTA:  Durante  las  dos  últimas  sesiones  legislativas  de  Puer- 
to Rico  se  ha  estado  debatiendo  las  funciones  del  personal 
médico  y paramédico  en  el  campo  de  la  Medicina  Física  y 
Rehabilitación.  Con  el  propósito  de  aclarar  esta  situación, 
el  Boletín  se  complace  en  publicar  la  posición  de  la  Asocia- 
ción Médica  de  Puerto  Rico,  según  fuera  aprobada  por  su 
Junta  de  Directores. 


Terapia  Física  o Fisioterapia 

Significa  el  tratamiento  prescrito  por  y bajo  la 
dirección  y/o  supervisión  de  un  médico  autorizado 
para  el  ejercieio  de  la  medicina  en  Puerto  Rieo,  de 
cualquier  incapacidad,  lesión,  enfennedad  u otra  con- 
dición de  salud  en  seres  humanos,  o la  prevención  de 
dicha  incapacidad , lesión,  enfermedad  u otra  condición 
de  salud  y rehabilitación  en  seres  humanos,  mediante  el 
uso  de  las  propiedades  físicas,  químicas  y otras  pro- 
piedades del  calor  o frío,  luz,  agua,  electricidad,  so- 
nido, masaje  y ejercicios  terapéuticos,  incluyendo  pos- 
tura y procedimientos  de  rehabilitación;  así  como 
también  la  administración  de  pruebas  neuromuseula- 
res  para  ayudar  en  el  diagnóstico  o tratamiento  de 
alguna  condición  humana.  Terapia  física  o fisio- 
terapia, no  incluye  el  uso  de  radiología,  ni  el  uso 
de  la  electricidad  para  fines  quirúrgieos,  ineluyendo 
la  cauterización. 

“Terapia  Ocupacional” 

Significa  la  disciplina  que  hace  uso  de  métodos 
evaluativos  y de  actividades  funcionales,  motoras  y 
pereeptuales  seleccionadas  específicamente,  a fin  de 
promover  y mantener  la  salud,  evitar  incapacidad, 
evaluar  conducta  y tratar  o adiestrar  pacientes  con 
incapacidades  físicas  o psicosociales  bajo  la  prescrip- 
ción, dirección  y/o  supervisión  de  un  médico  autoriza- 
do para  el  ejercicio  de  la  medicina  en  Puerto  Rico. 
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PHYSICAL  FITNESS  AND  THE  PHYSICIAN 

Herman  J.  Flax,  FACP,  Rehabilitation  Medicine  Service,  Ve- 
terans Administration  Hospital,  San  Juan,  P.  R. 

Physical  inactivity  is  one  of  the  more  serious  fac- 
tors contributing  to  the  development  of  Coronary 
Heart  Disease.  On  the  other  hand,  exercise  is  not 
free  of  danger  to  both  the  musculoskeletal  and  car- 
diovascular systems,  especially  in  the  middle-aged,  co- 
ronary-prone individual,  who  suddenly  takes  up  vi- 
gorous exercise  after  years  of  physical  inactivity. 

This  paper  will  discuss  guidelines  for  screening 
adults  prior  to  entry  into  a physical  conditioning 
program,  medical  problems  restricting  exercise  parti- 
cipation and  the  exercise  prescription.  A pleasant 
and  pleasurable  physical  conditioning  program  will 
be  presented  that  will  increase  physical  work  capacity, 
augment  the  level  of  endurance  and  fitness,  as  well 
as  improve  the  sense  of  energy  and  well  being.  This 
can  be  achieved  by  a structured  exercise  regime  of 
approximately  one-half  hour’s  duration  twice  weekly. 

POSTMYOCARDIAL  INFARCTION  INTER 
VENTRICULAR  SEPTUM  RUPTURE 

Jorge  D.  0ms  Rivera,  M.  D.,  Luis  A.  Román  Irizarry,  F.A.C.P., 
and  José  Fernández  Martínez,  F,A.C.P.  San  Juan  City  Hospital, 
San  Juan,  Puerto  Rico. 

The  purpose  of  this  paper  is  to  present  two  cases 
of  postmyocardial  infarction  interventricular  septum 
rupture,  review  the  literature  and  emphasize  this  un- 
common but  catastrophic  complication  of  acute  myo- 
cardial infarction.  Two  cases  with  the  clinical  diagnosis 
of  postmyocardial  infarction  interventricular  septum 
rupture  were  studied.  Their  evaluation  consisted  of 
clinical  assessment,  chest  X-rays,  electrocardiograms, 
vectocardiograms,  cardiac  catheterization  and  coronary 
arteriography.  Both  cases  underwent  heart  surgery. 
Clinical  evaluation  and  cardiac  catheterization  confirmed 
the  diagnosis  of  rupture  interventricular  septum.  One 
of  the  cases  also  had  a ventricular  aneurysm.  Both 
cases,  after  cardiac  surgery  experienced  a marked  cli- 
nical improvement.  Prior  to  surgery  they  were  in 


refractory  congestive  heart  failure.  After  surgery  they 
were  able  to  return  to  normal  physical  activities.  In 
conclusion,  even  though  postmyocardial  infarction  in- 
terventricular septum  rupture  carries  a very  high  mor- 
tality and  is  rare,  some  cases  can  be  salvaged  and 
returned  to  useful  life,  if  managed  aggressively  and 
adequately. 

THE  USE  OF  BEDSIDE  RIGHT  HEART  CA- 
THETERIZATION IN  THE  CORONARY  CA- 
RE UNIT 

Guillermo  Cintron,  M.  D.  (Member);  Esteban  Linares,  M.  D., 
(Member);  José  Gutiérrez,  M.  D.;  Maria  Velázquez,  RN:  VA 
Hospital,  San  Juan,  P.  R. 

The  feasibility,  benefits,  indications  and  complica- 
tions of  bedside  right  heart  catheterization  in  acutely 
ill  C.C.U.  patients  was  studied  retrospectively.  The 
technique  involved  is  simple  to  teach  and  no  serious 
complications  arose  in  this  group  of  patients.  The 
benefits  in  the  management  of  these  patients  out- 
weighs the  risks.  The  data  obtained  led  to  impor- 
tant diagnostic  and  therapeutic  decisions.  This  was 
not  always  available  by  other  non  invasive  methods. 
This  is  not  a research-oriented,  rarely  done  and  use- 
less procedure  but  another  tool  for  the  everyday 
management  of  patients  whose  hemodynamic  status 
needs  to  be  monitored. 

Individual  cases  will  be  discussed. 

MASSIVE  MICROPULMONARY  EMBOLISM: 
A CLINICAL  ANGIOGRAPHIC,  AND  RADIO- 
ISOTOPIC CORRELATION 

Carlos  Guzmán,  M.  D.,  Luis  A.  Román  Irizarry,  M.  D., 
F.  A.  C.  P.,  Robert  W.  Axtmayer,  M.  D.  San  Juan  City 
Hospital,  San  Juan,  Puerto  Rico. 

The  syndrome  of  acute  amniotic  fluid  embolism 
was  studied  in  one  multiparous  female  whose  present- 
ing clinical  picture  is  summarized.  Immediately  after 
a tumultuous  delivery,  the  patient  developed  shock, 
disseminated  intravascular  coagulopathy,  tachycardia 
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and  dyspnea.  A right  heart  catheterization  and  pul- 
monary arteriography  were  performed,  which  revealed 
acute  cor  pulmonale  and  multiple  small-vessel  pul- 
monary arterial  occlusions,  compatible  with  the  clinical 
diagnosis.  Several  days  later,  pulmonary  scintigraphy 
was  done,  showing  multiple  filling  defects.  The  pa- 
tient recovered  quite  well  except  for  exertional  dyspnea, 
and  follow-up  angiography  and  pulmonary  radioiso- 
topic studies  demonstrated  persistence  of  the  initial 
hypoperfiised  areas. 

A second  case  is  described,  in  which  a mentally 
retarded  female  was  accidentally  given  an  intravenous 
infusion  containing  suspended  particulate  matter.  She 
then  developed  acute  cor  pulmonale.  Pulmonary  scin- 

K 

tigraphy  demonstrated  the  presence  of  multiple  small 
pulmonary  emboli. 

The  mechanisms  postulated  for  this  syndrome  are 
discussed. 

PRIMARY  LEIOMYOSARCOMA  OF  THE 
HEART  - REPORT  OF  A CASE 

Pablo  Barinas,  M.  D.,  Luis  A,  Román  Irizarry,  M.  D.,  FACP, 
San  Juan  City  Hospital. 

A case  of  a primary  leiomyosarcoma  was  found 
arising  in  the  right  ventricle  (conus  arteriosus)  of 
the  heart.  The  literature  on  this  subject  indicates, 
that  most  of  the  patients  harboring  a malignant  car- 
diac tumor  present  with  arrythmias,  intractable  heart 
failure  or  signs  of  superior  vena  cava  syndrome.  The 
diagnosis  has  rarely  been  established  antemortem.  The 
majority  of  sarcomas  arise  in  the  right  side  of  the 
heart,  generally  from  the  atrium. 

Both  benign  and  malignant  cardiac  tumors  are  un- 
usual and  the  incidence  is  estimated  around  0.002 
percent  of  autopsies,  25  percent  of  primary  cardiac 
tumors  are  malignant,  and  almost  all  of  them  are 
sarcomas  and  lymphomas  of  different  types.  The 
sarcomas  usually  arise  at  the  base  of  the  heart  on  the 
right  side  predominantly.  This  report  describes  a case 
of  leiomyosarcoma  of  the  heart,  arising  from  the  right 
ventricle  which  presented  with  a confusing  symptoma- 
tology and  laboratory  data  suggesting  diagnosis  such 
as  constrictive  pericarditis,  coronary  occlusion,  pul- 
monary embolism,  etc.  Right  heart  catheterization 
and  cineangiography  as  well  as  other  radiological  stu- 


dies finally  disclosed  a right  heart  tumor  but  the  pa- 
tient expired  before  she  could  be  taken  to  the  operat- 
ing room.  Our  case  as  well  as  those  previously 
reported,  serve  to  illustrate  the  difficulty  of  diag- 
nosing cardiac  sarcomas  due  to  the  multiplicity  of 
clinical  presentations. 

THE  ACUTELY  SICK  SINUS 

Luis  A.  Román  Irizarry,  M.  D.,  F.A.CJ^.  San  Juan  City 
Hospital,  San  Juan,  Puerto  Rico. 

That  syncope  was  caused  by  cardiac  conditions 
other  than  A.  V.  Block  has  been  recently  presented 
in  the  literature  under  the  name  of  the  sick  sinus 
syndrome  (SSS).  Invariably,  the  treatment  of  this 
condition  if  producing  symptoms,  consists  of  the  in- 
sertion of  a permanent  pacemaker  and  whenever  in- 
dicated, antiarrhythmic  drugs.  Because  of  the  chronic 
nature  of  the  condition,  a pacemaker  is  a life-long 
proposition. 

A group  of  patients  will  be  presented  in  which  the 
diagnosis  of  SSS  was  suspected.  That  the  condition 
was  short  lasting  was  eventually  proved  and  a perma- 
nent pacemaker  was  not  needed.  The  clinical  picture, 
and  the  causes  of  these  patients’  sinus  disease  will  be 
presented.  The  importance  of  recognizing  this  con- 
dition will  be  emphasized,  in  order  to  avoid  perma- 
nent pacing  in  these  patients. 

TEMPORAL  ARTERITIS 

Victor  M.  Mojica,  M.  D.,  Alejandro  Franco,  M.D.  (Member) 
and  Radamés  Sierra,  M.  D.,  San  Juan  V.A.  Hospital  and 
Rheumatology  Institute,  Hato  Rey,  Puerto  Rico. 

Temporal  arteritis  has  to  be  considered  in  the  differ- 
ential diagnosis  of  headache  of  the  elderly.  The 
records  of  five  major  general  hospitals  in  San  Juan, 
Puerto  Rico  were  reviewed  for  cases  of  temporal 
arteritis  and  six  fulfilled  tlie  diagnostic  criteria  for 
this  condition.  Four  female  and  two  male  patients 
in  the  age  group  from  63  to  65  were  found.  The 
main  complaint  was  headache  and  general  malaise 
in  all  cases.  Temporal  artery  biopsy  was  positive 
in  five  and  negative  in  one.  Treatment  with  pred- 
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nisoiK'  iroiM  30  m>¡;  lo  í)0  iiifi  daiU  produced  com- 
|dclc  rclici  ol  s\  iii|itoiiis  >\illiiii  lour  da\  > or  less 
and  iio  rccurrciicc  lias  occuricd  iu  a rollo\v-u|>  period 
Iroiii  7 lo  20  luo.  Our  experieuee  is  similar  lo  llie 
lileralure  availalili'  aud  tlie  pre\aleuee  iu  our  area 
seems  to  lie  low. 

“PRE  EXCITATION  SYNDROME:  STUDY 
OF  A FAMILY” 

l.uis  Marlincz  Sierra,  1/.  /)..  /•e/i.v  U.  (.orles,  M.  I).,  /•  U /’. 
Héctor  h . Rodríguez  í.sla¡>é,  M.  I).,  /■  U.7’.  ( ardioreiial 

Division  l‘once  DisIricI  llospilal. 

Six  eliildreii  of  a lamiK  with  a lii^ili  iiieideuee 
ol  pre-exeilalioii  miróme  aud  complete  heart  Mock 
were  studied.  \ eouiplele  liislor\  aud  jilivsical 
examiualiou  as  well  as  a eliesl  plate  aud  an  1 ,1x0 
under  hasal  eoudilious  were  perlormed.  Two  id 
the  eliildreu  had  au  I.KOi  pattern  eompatihle  with 
The  WoHT  I’arkiusou  Wliile  S\  miróme.  \ll  were 
suhmilted  lo  a series  ol  iesl>  iuehidiufi  exei'cise,  Isu- 
prel  e'i  Atropine  (I)  lo  see  if  au\  ahnormalilies  in 
eoudueliou  could  he  elicited  iu  the  normal  suhjeels 
(2)  or  am  ehaniics  in  the  ahnormal  eh-elroeardio- 
>iraphie  pattern  in  the  two  sniijeels  w ith  \\  I’W  . 

FinalK.  all  patients  wen-  monitored  nsin<;  I he  Hol- 
ler Dvnamie  I'lKO  recorder.  Iia  inji'  lo  delect  speeilie 
arrhvlhmias.  Some  iulereslinfi'  lindiiifi's  were  ohseixcd 
and  will  he  demonstrated  hnl  no  speeilie  lile  ihreal- 
enine  arrh\  ihmias  wcri'  delected. 

MASSIVE  PULMONARY  EMBOLISM:  ME- 
DICAL VERSUS  SURGICAL  TREATMENT: 
A DIFFICULT  DILEMMA 

.¡osé  Rodriguez  l‘ rauco,  .forge  D.  Oius  Rivera,  M.  D..  I.uis  I. 
Román  Irizarry,  M.  D.,  /•'.  .losé  h'eruández  \larliuez. 

M.  I).,  ¡'.  \.(..l‘.,  Rafael  ,'l.  lirilo.  W.  D.  San  JuauC.ily  llo.s- 
l>ilal,  San  luan,  Puerto  Rico. 

I'ciiir  eases  (d  massive  pnlmonarv  emholi.-m  ai'c 
presented  and  the  lilei'alure  ahoul  tin’  manaiiemenl 
of  this  medical  condition  was  reviewed.  \ll  eases 
ol  ma.'sive  acute  pulmonar\  cm  holism  were  exalualed 
eliuieally  and  .suhmilted  to  rifilil  hi'arl  eatheleri/.alion 
and  pulmonarv  an;i:io>iraph\  . Iwoea.ses  were  niana^i'd 


mediealK  and  two  were  sur^ieallv.  One  ol  the  sur- 
liieal  eases  .survived,  the  .second  was  unahh'  lo  come 
out  ol  the  pump.  ()ne  ol  the  mediealK  treated 
ea.ses  .sursixed.  the  second  died  alter  sex  eral  xveeks 
in  the  hospital  as  a eonse(|uenee  of  an  acute  piil- 
mouarx  iuleetiou.  The  lileralure  xxas  rexiexxed  and 
in  xiexx  ol  our  present  conditions  and  laeililies  x\e 
pnder  to  niana;j:e  this  eondilion  mediealix  aeeressixe 
Ixdore  suhmitlinx  them  lo  sur>i('rx.  Due  to  the 
hi^h  mortalilx  ol  this  eomhliou  xxe  xxould  like  lo 
call  the  atlentiou  lo  this  eala.slro|die  iu  order  lo 
reeoiitii/,e  it  earix  and  improxe  siitxixal. 

THE  L'SE  OF  TC-99M  STANNOUS  PYRO- 
PHOSPHATE (PYP)  IN  ACUTE  MYOCAR- 
DIAL INFARCTION 

l.illiau  (.oude  de  Rorrego.  M.  I).,  Henry  Mayo,  1/.  I).  ¡Nu- 
clear Medicine  I nil.  San  luan  ( ily  Hospilid,  Puerto  Rico 
Mediad  (.enter. 

Mxoeardial  lularels  can  he  demonstrated  usinj:  Te- 
d*)m  taxied  willi  dillerenl  poix  phosphate  complexes. 
Te-d*)m  ID  1’  hein;:  one  ol  the  most  elleelixe.  The 
I e-T*)m  ID  I’  loeali/es  in  hx  droxx  opatile  lound  xxilhin 
the  mitochondria  ol  irrexersihle  damage  mxoiardial 
cells.  I’alienls  admitted  to  the  (XT  ol  the  .''an  Juan 
(.ilx  Hospital  with  the  clinical  diagnosis  ol  acute 
mxoeardial  inlarel  xxere  .seanned  iu  the  anterior,  an- 
terior ohin|ne  and  hTl  lali'ial  xiews  I.)  lo  ()(l  mmnles 
alter  llie  inlraxenous  administration  ol  !•)  niei  ol 
Te-*)')m  ID  I’,  two  lo  sixteen  daxs  post  inlaretion. 
Jhere  xxas  jiood  correlation  helxxeen  mxoeai'dial  in- 
larel and  .seanninj:  results.  1 he  earlier  the  sludx  . 
the  heller  llie  re.sulls  ohtained. 


OPHTHALMOLOGIC  MANIFESTATIONS  OF 
UNUSUAL  SYSTEMIC  DISEASES 

IRirolil  I.  Hanno.  '/.  D..  H ills  l-.ye  Hospilid.  Phila.. 

Pa. 

I’alienls  xxilh  sxslemie  disorders  lre(|ueutlx  |Ue- 
scnl  xxilh  ophlhalmolofiie  ahnoinialilies  as  iheii'  prin- 
cipal eomplainl. 
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(Colored  slides  illuslraliiie  a wide  variely  ol  iiiiiisiial 
syslemie  disorders  in  [latieiils  |»reseiiliii”  willi  iiiilial 
eye  prol)leiiis  will  lie  sliown. 

Included  in  lids  jiresenlalion  will  lie  eases  ul  psen- 
dolu  poparallivroidisin,  seim  v,  Helieel’s  disease,  malifi- 
nanl  plieoeliroinoev  toma,  pseudoxanllioma  elaslieuin. 
S-(i  heino<j[loliinopalli\ . sy  slemie  lupus  er\  lliemalosus, 
Mikulicz  disease  and  Mikulicz  syndrome.  S.B.K.,  and 
Olliers. 

Dialieles  and  liy  perlension  w ill  mil  lie  included. 

THE  USE  OE  SCANNING  IN  THE 

DIAGNOSIS  OF  TUBERCULOUS  PERITONI- 
TIS 

Julio  K.  l’én‘Z,  (Associate),  Ramón  //.  Hermúdez,  (Member) 
and  Julio  I.  Rivera,  San  Juan  Veterans  Hospital 

and  the  I niversity  of  Puerto  Rico  School  of  Medicine,  San 
Juan,  Puerto  Rico. 

Kadioisolopie  scanning  yvilli  is  eurrenlly  liein;: 

used  in  clinical  niedieine  lo  deleel  neoplasms  and  loca- 
lized inllammalion.  TIk'  use  ol  scanning  in  ihe  diagnosis 
ol  liaelerial  peritonilis  is  seldom  used  lieeause  pa- 
lienls  are  seriously  ill  and  eleaiisine  imemas  are 
eonlraindiealed.  Tliis  diajínoslie  sludy  yyas  reeenlly 
u.sed  in  a patient  yvilli  an  nndiai.ni'ised  lelirile  illne.-.s 
and  alidoniinal  pain  wild  a neciilive  luliereulin  lest 
in  whom  whole  liody  -scan  diselo.sed  a dilluse 

radioi.solopie  dislrihulion  ihrouehoul  the  ahdomen  al 
72  hrs.,  in  spile  ol  vieorous  eleansinir  yvilli  repealed 
enemas.  \l  exploratory  laparolomy.  nodular  seeding 
ol  the  periloneiim,  omenliim  and  inleslines  vvi're  round. 
Biopsy  ol  several  nodules  revealed  easealin;i  <>;ranulo- 
nias;  acid  Iasi  stains  revealed  lypiial  mytohaeleria 
and  eullures  ol  a.si  ilie  iliiid  ;freyv  M.  hovis.  Kadio- 
isolopie seannine  with  ^*‘(ia  was  eompalihle  y\ilh 
eranii loin alous  seedinji;  loiiiid  al  laparotomy.  I u- 
tiereiiloiis  peritonilis  may  he  suspected  hy  employiiiff 
lilis  lion-invasive  leehniipie  in  palienls  with  lever 
and  sijiiis  and  .symplonis  ol  peritoneal  inllammalion. 

PARTIALLY  TREATED  MENINGITIS  IN  A 
DULTS 

darlos  Ramirez-Ronda,  F.A.C.P.  V.A.  Hospital  and  I'niversily 


of  P.  R.  School  of  Medicine,  San  Juan,  Puerto  Rico 

A relrospei  live  sludy  of  l()9  partially  treated  (I’T) 
palienls  with  iiieninfíilis  was  eondueled  al  Parkland 
Hospital,  Dallas,  Texas.  .17  pereenl  ol  the  palienls 
were  P'l  lor  < 24  hrs.  Most  palienls  were  PT  with 
penii  illin.  The  initial  (iSK  was  modified  hy  ihe 
duration  of  partial  Irealmeiil.  PT  for  < 24  hrs.  did 
not  modify  the  initial  (k''l',  for  over  24  hrs.  Initial 
(7''l'  inimies  aseptic  nieninjj;ilis.  Ihis  j;roup  was  com- 
pared with  a nialehed  croup  of  palienls  yvilli  iin- 
Irealed  (I')  haelerial  menincilis  (BM).  I'aelors  dis- 
lincui.shmc  PT  from  I BM  were:  (I)  decree  of  alerl- 
ne.ss  (41)  pereenl  vs  7 pereenl),  (2)  rale  of  (iSK  po^i- 
live  cram  slain  (49  pereenl  vs  B.l  pereenl),  and  po.si- 
live  eullures  (.47  pereenl  ys  9B  pereenl)  (.4)  rale  of 
positive  hlood  eullures  (10  pereenl  Vs  42  pereenl). 
Mortality  was  not  sicnifii  aiilly  differenl  in  ihe  Iwo 
croups.  Keeommended  manacemeiil  is  as  folloyvs: 
Merl  palienls  PT  lor  < 2f  hrs.  can  he  nianaced  as  II 
palienls.  Prelrealmenl  for  > 21  hrs.  may  niodifv 
the  (i.sF  and  cive  a lalse  impression  of  aseptic  nienin- 
cili;..  I hese  palienls  .should  have  a second  l,P  in  f)-}{ 
hrs.:  il  di'lerioralion  in  alertness  occurs  diirinc  oh- 
seryalion,  an  ininiedialc  I.P  should  he  done  and  ap- 
propriate Kx  slarled.  Recardless  of  ihe  menial  slalus 
if  PT  > 24  hrs.  and  I.P  inehides  any  one  of  the 
lollowinc,  (;,S|'  \\B,(;  > 1200,  siicar  ^ 40,  protein 

^ 1.10,  diacnosis  ol  BM  is  presumed  and  the  palienls 

should  he  Irealed.  If  C,''l'  is  persislenlly  ahiiormal 
with  necaliye  lulliires  for  > 1 days,  craniilomalous 
nienincilis  is  suspected. 

SCINTIGRAPiHC  PICTURE  IN  ACUTE  IN- 
FECTIOUS HEPATITIS,  HISTOPATHOLO- 
GICAL  CORRELATION,  PRELIMINARY  RE- 
PORT 


darmen  dabidlero,  M.  1).,  /’.  H.  dnreia  Pont,  M.  /).,  dustavo 
Ramirez  de  Arellano,  M.  I).,  Frieda  Silva  de  Roldan,  M.  I)., 
and  Julio  f . Rivera,  M.  I).,  F.A.d.P.  Veterans  Administra- 
tion Hospital,  San  Juan,  P.  R. 

A study  of  the  elinieal  pieliire,  hislo|ialholocieal 
findings  and  lei  hneliiim  sulfur  colloid  scans  diirinc 
the  acute  slafre  of  inleelious  hepatitis  yvill  he  pre.sen- 
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Biopsies  will  l»c  ( lassilicd  atcordiii^  lo  standard 
crileria.  A possible  eorrelalioii  between  bi>lopalbolo- 
•rieal  and  s(  inli^rapbie  rindin;zs  will  be  allenipled. 

SERIAL  ROSE  BENGAL  (1-131)  LIVER  IMA 
GE  SCINTISCAN  IN  THE  DIAGNOSIS  OF 
CHOLEDOCAL  DUCT  CYST 

Lillian  (.onda  de  Horrefjo,  M.  I).,  Miranda  I'frinin,  M.l>. 
Nuclear  Medicine  I nil,  Stin  Juan  ( ily  //o.v/nííi/. 

(dioledoeal  duel  cnsI  is  a confíenilal  cní-Iíc  dila- 
tation ol  the  eoinnion  bile  dint.  Tin-  dia^tio>is 
sbonid  be  suspected  when  ibe  classical  triad  of  ab- 
dominal pain,  janmlicc  and  ri^bl  upper  (piadranl  mass 
arc  present.  All  lb<‘  s\inploms  ma\  not  be  present 
since  its  occnrrcm’c  in  order  ol  lrc(picnc\  arc  ¡anndicc 
scvcnl)  ibrcc  pcncnl.  pain  in  ricbl  upper  tpiadranl 
sixty  live  percent  and  ri^rbl  upper  t|nadr;nil  masN  in 
sixty  percent.  Cla.ssical  triad  is  present  in  oid\  twen- 
ty percent. 

The  mode  of  pre.-^e Illation  nia\  \ar\  Irom  abdominal 
pain  to  del  (impensaled  biliary  eirriiosis,  bile  perito- 
nitis, etc.  /Vwarene.xs  ol  llie  condition  is  neeo.sary  to 
make  the  diagnosis  early. 

I'.arly  diagnosis  and  surgical  Irealmeiil  are  in  order 
as  soon  as  po.ssible  to  preyenl  eonipliealion^  and  irre- 
versible biliary  cirrhosis.  Serial  liyer  ¡map’  >einlisean 
nsine  Bose  Beiifial  (I- 1.5 1 ) is  demonstrated  to  be  ol 
lii^ili  value  in  the  early  dia<inosis  of  this  eondilion  even 
ill  the  presence  ol  janiidiee. 

CONGENITAL  RENAL  MALFORMATIONS  IN 
ADULTS  STUDIED  WITH  Tc  DIMER- 
CAPTOSUCCINIC  ACID 

I'rieda  Silva  de  Koldán,  M.  IK,  Juliij  I'.  Rivera,  M.  I).,  I'  Ald’, 
('.armen  Lahallero,  M.  !).,  Juslo  (González,  M.  !).,  I;i(/re.v 
Acosla  Otero,  M.  I).,  I A (.enter,  .S'o/i  Juan,  I’,  li. 

'J'JlII 

le  l)\I.S\  lias  been  reeeiillv  inlrodneed  asan  ajxent 
lor  renal  si  inlierapliy . The  ebemislrv  and  pliarmaeolofry 
of  ibis  nialerial  will  be  reviewed  brielly.  I Is  eliniial 
a|ipliealion  will  be  illustrated  in  a croup  ot  adult  patients 
with  eon^enilal  renal  nialiornialions.  Badiolocieal 


lindiiics  will  al>o  be  proenled. 

THE  OBSCURING  OF  AN  ATRIAL  SEPTA L 
DEFECT  BY  PROLAPSING  OF  THE  MU  RAL 
LEAFLETS 

I'ahio  I.  \llieri,  M.  />.,  I'ahio  O iizniiin,  W.  I)..  Mario  R.  C.arcia- 
Ralmieri,  M.  I).,  I'.rneslo  I..  (,uerra,  I’.  /'.. 

* 

I be  a>s(ieialion  ol  prolapsinc  ul  the  mitral  leaflets 
(l‘\ll,)  with  atrial  septal  defei  t>  ( \SI ))  Is  a w ell  know  n 
lael,  bill  the  (disenriiic  ol  ;iti  \.''l)  by  I’MI,  i>  not. 

We  studied  HI  patients  (!’)  with  \SI),  ')  I’  with  l’\ll, 
lindinc.s  eaiisinc  that  in  none  of  the  I’,  the  presence 
ol  an  \.''l)  was  suspected. 

\ll  I’  showed  liolosy  slolie  imiriimrs  and  Í)  failed 
to  show  lixed  splilliiic  ol  the  second  lie;irl  sound. 
None  ol  the  pure  \S|)  showed  lell  atrial  eiilarcemenl 
(L \f,)  or  lell  y en  trien  lar  enbircc'iiien  t (lAI.),  I I’ 
with  I’MI,  bad  LAK  and  .5  L\  i;. 

Ibe  I'.lxti’s  in  all  showed  ri”|il  bundle  braiieli  block 
except  I I’  with  I’MI,  who  also  Inid  lirsl  dec|-cc  \-\ 
block. 

I here  were  siciiilii  anl  lieniody  iianiie  differenees  bet- 
ween the  2 croups  in  pulmonary  arterial  pre.ssiire  (.'5.') 
Vs  li)  I’  0.2  and  Total  pulmonary  resislanee  ( I 10  y> 
110)  I’  .002)  but  no  dillerenee  in  piilnionary  wedee 
pressure,  cardiac  index  or  lell  ventrienlar  end-diaslolie 
pressure. 

Ill  eoneliisioii  in  all  I’  with  I’MI,  with  iiiiiisiial  aiis- 
eullalory  liiidincs  the  possibility  ol  an  \.''l)  slioiild 
be  siispeeled. 

THE  LIDOCAINE  DEATH:  A 1 RE(^UENTLY 
UNSUSPECTED  CAUSE  OF  DEATH  IN  THE 
CARDIAC  PATIENT 

Luis  A.  Román  Irizarry,  M.  IK,  /'.  I.Í,./’.,  Jorfie  IK  Oms,  1/.  IK, 
Henry  Mayo,  M.  !).,  San  Juan  (.ily  Hospital,  .San  Juan, 
Huerto  Rico 

(iardiae  arrliy  linnias  are  known  to  be  the  »realesl 
cause  ol  death  in  the  myocardial  infaretion  |ialient. 
(áirdiae  care  units  re.siill  in  the  .salvace  of  patients 
by  early  reeocnilion  and  Irealmeiil  of  rby  linn  di.s- 
lii  rbanees. 
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Ono  üf  iho  most  widolv  used  dnijis  in  arrliytlnnias 
is  ladocaino.  lis  rapiilily  oí  action,  oaso  oí  administra- 
tion and  íow  sido  oífools  aro  tlio  most  common  charac- 
teristics oí  llio  drn^  whicli  is  the  clioicc;  oí  Iroalmcnl 
oí  arrliy linnias  in  the  M.  1.  patient. 

Dealli  írom  I.idocaino  has  heen  reported  in  llio 
literature  in  the  íorm  oí  isolal<‘d  case  reports,  (iardiac 
standstill,  hy()olonpion,  and  convnisions  have  hoon  do.s- 
crihod  as  complication  with  the  uso  ol  the  driifi;.  The 
same  symptoms  may  occur  in*lhe  cardia»'  patient  as  a 
conseqnonce  oí  \H  Block,  anoxia,  cardiac  ni|)tnro, 
etc. 

A <iron[)  (j(  patients  seen  at  tin*  .'^anjnan  Oil\  ll()>- 
pilal  will  he  pres(“nled  in  which  the  mode  ol  death  was 
assumed  to  ho  cardiac  hut  which  on  reviewing  the 
records,  Lidocaine  was  íound  to  ho  the  prohahio 
<anso  ol'  (loath. 

1 lie  prohlom  will  ho  discu.ssod,  explanations  ^i\on 
as  to  llio  cau.-'O  ol  death  and  recommendations  will  he 
^i\('n  to  avoid  this  prohlom. 

“INTOXICACION  HIPERAGUDA  CON  PARA- 
THION  Y SC  TRATAMIENTO 

Raúl  Zambrano,  1/.  I).,  José  L.  Rivera  I'ietri.  V.  I).,  Lucio 
(Atrcia  Moliner,  M.  1).,  Jefe,  Secciém  I lemaíotof'ía. 

í.l  tratamiento  do  la  Intoxicación  por  paralhion 
como  |)rololipo  do  intoxicación  llipor-a^ida  v polon- 
ciahnonlc  mortal  [ircocupa  extraordinariamente  a mu's- 
Iro  «ínipo. 

Hociontomonto  tuvimos  la  oportunidad  do  tratar 
a dos  pacioiilos  adultos  do  una  lamilia  en  la  ipic  ocurrió 
dos  cpi.sodios  do  intoxicación  con  intento  criminal 
y (pío  nos  planteo  una  situación  sumamente  expori- 
meiilal. 

(.inco  episodios  do  inloxicacioii  aipida  en  tros  per- 
sonas do  osla  lamilia  luoron  tratados  con  dosis  masivas 
do  atropina.  I'.n  csla  presentación  so  anali/.a  la  experien- 
cia do  estos  cinco  episodios  con  un  caso  adicional  en  los 
cuales  so  cnlali/a  el  uso  do  Xtropina  en  dosis  masiva 
sin  recurrir  al  uso  do  protopam.  Nuestras  oxporioncias 
con  oslo  tipo  do  Intoxicación  duranlo  los  años  OTT-T.") 
será  [irosonlahlc. 

CLINICAL  OBSERVATIONS  IN  350  PATIENTS 


TS  WITH  A DIAGNOSIS  OF  HIATAL  HERNIA 
(1967-1975) 

Sylvia  A.  Fuertes,  M.  I).  (Member),  San  Juan  Veterans  Ad- 
ministration Hospital,  San  Juan,  Puerto  Rico. 

riiroo  hundred  and  lillv  cases  wore  studied  Iroiii 
th('  point  OÍ  view  oí  detailed  symptomatology,  ajio. 
incidence,  hiatal  hernia  si/e  and  physical  strain 
iaclors.  (aimparative  review  studies  were  made  on 
each  oí  lhc.se  iealures. 

The  commonest  coni|)lainls  were  postprandial  epi- 
^astraliiia.  "nau.sea  and  v omilin<r”  and  ‘'aiifiinoid  [uiin”. 
.''mall  size  ol  hiatal  hernia  vvas  loiiiid  to  he  lre(pieiil 
hy  our  study  ((i.").!  percent).  I'oiir  paraesopliajieal 
hiatal  hernias  were  encountered  (l.l  percent).  B-) 
percent  ol  our  hiatal  hernias  were  over  T.")  years  ol 
a^c  coincidiiifi  with  another  study  hut  (lillerin>i  in 
1.5  percent  over  lio  \ears  ol  a<i(‘  and  i6  percent  in 
another  series. 

.''aiiits'  Triad  incidence  was  very  low  in  our  series 
(O.iUi  percent)  in  comparison  to  other  series  (Ki.h 
percent).  However,  our  lifiiires  lor  associated  duodenal 
ulcer  disease  lar  exceeded  that  ol  other  .series  (T2  |>er- 
cenl). 

()ur  lijxiires  lor  upper  fiaslromli'slmal  hleedmjj;  ( 1 .5.42 
percent)  were  íound  to  he  much  lower  than  other 
comparative  series  ran^nn;x  irom  II  percent  to  40 
percent;  likewise  the  incidence  ol  associated  carcino- 
ma oí  the  esopliafiiis  (4  percent)  in  our  series  was  low 
com  pared  to  another  scries  ( 10  percen  t ). 

INislhiatal  herniorrhaphy  recurrence  rale  in  our  .se- 
ries (20.17  percent)  was  very  low. 

ADULT  LACTOSE  INTOLERANCE  IN  PUER- 
TO RICO.  PRELIMINARY  FINDINGS 

Herbert  Goldman,  H.  I).  and  Jose  J.  ( orcino,  0.  Ih,  ( niversily 
of  Puerto  Rico  Medical  School,  Rio  Piedras,  Puerto  Rico. 

I'herc  has  hcen  no  prior  report  ol  tlu'  incidence 
oí  adult  lactase  deiicieiiey  in  Puerto  Kico.  Nor  has 
this  heen  Ireipieiiliv  diajiiiosed  here  as  conlrihulinf; 
to  iraslroinleslinal  .sy mplomalolofry  . 

To  determine  this  incideiici'.  volunteers  are  under- 
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going  lactose  tolerance  tests  (LTTg).  The  preliminary 
results  of  the  first  50  (of  a planned  total  of  100)  sub- 
jects are  presented. 

LTTg  were  done  using  capillary  blood  drawn  at  0, 
15,  30,  60  and  120  minutes  post  drinking  50  gms  of 
lactose  solution.  Fifty  ’percent  of  the  subjects  were 
later  asked  to  volunteer  for  peroral  jejunal  biopsy 
usign  the  Crosby  capsule.  Lactase  and  sucrase  levels 
were  determined  by  the  method  of  Dahlqvist. 

Fifty  four  percent  were  lactase  deficient  (<  20 
mg  percent  rise  above  fasting  on  LTT  - median  9.5 
mg  percent)  and  46  percent  had  a high  rise  (>  20 
mg  percent  on  any  sample  - median  42.2  mg  per- 
cent). These  results  were  confirmed  by  assay  of 
lactase  and  sucrase  in  each  of  the  14  subjects  who 
underwent  biopsy  except  in  one  man.  He  had  a 
false  high  rise  on  LTT  related  to  a previously  un- 
diagnosed hyperlipidemia. 

Sixteen  percent  of  all  subjects  claimed  that  milk 
(one  glass  or  less)  caused  diarrhea.  All  proved  to 
be  lactase  deficient.  Eighty  nine  percent  of  sub- 
jects with  adult  lactase  deficiency  drank  < 1 glass 
of  milk  daily,  compared  to  52  percent  of  non  de- 
ficient volunteers. 

It  would  appear  that  adult  lactase  deficiency  is 
common  in  Puerto  Rico.  Many  deficient  subjects 
recognize  intolerance  to  small  quantities  of  milk  with 
diarrhea  occurring  in  30  percent  of  them. 

Partly  supported  by  GRSG  No.  00-203-51-01. 

EL  CUADRO  NEUROLOGICO  EN  EL  SIN- 
DROME HIPERGLICEMICO  HIPEROSMOLAR 

Agustín  M.  de  Andino,  M.  D.,  F.A.C.P. 

Durante  los  últimos  diez  años  el  autor  y sus  cole- 
gas en  el  Hospital  de  la  Capital  han  observado  fre- 
cuentemente un  cuadro  neurológico  muy  peculiar  aso- 
ciado con  el  síndrome  hiperglicémico  hiperosmolar. 
Se  caracteriza  por  debilidad  muscular  progresiva,  cam- 
bios mentales  que  varían  desde  simple  obnubilación 
hasta  el  coma  profundo,  dificultad  progresiva  en  la 
fonación  y la  deglución,  y escasez  de  signos  neuro- 
lógicos  focales.  En  la  serie  de  18  pacientes  estudiados 
13  exhibieron  cambios  mentales  de  severidad  variable, 
13  mostraron  disfagia  y disartria,  2 disfagia  y 1 disartria 
aislada.  Convulsiones  de  tipo  grand  mal  y parálisis 


flácida  transitoria  de  extremidad  superior  se  observaron 
en  dos  casos.  El  signo  neurológico  más  frecuente  fue 
la  depresión  de  los  reflejos  tendinosos  profundos. 
La  duración  de  los  cambios  mentales  se  extendió 
entre  1 1/2  y 30  días  con  un  valor  medio  de  6.2, 
la  disartria  duró  entre  1 1/2  y 31  días  con  una  media 
de  7.5  y la  disfagia  entre  1 1/2  y 21  días  con  una 
media  de  5.7.  Se  observó  una  aparente  relación  entre 
la  osmolaridad  sérica  y la  hiperglicemia,  los  comatosos 
exhibiendo  una  osmolaridad  de  366  mOs  y una  gli- 
cemia  de  1131  mg  comparados  con  una  osmolaridad 
de  349  mOs  en  los  semicomatosos  a pesar  de  una 
glicemia  de  1201.  Dos  de  los  tres  comatosos  tenían 
85  años  de  edad,  siendo  la  edad  promedio  en  los  coma- 
tosos de  72  años  comparado  con  60  para  el  resto  del 
grupo. 

La  etiopatogénesis  de  esta  faceta  del  síndrome 
hiperosmolar  es  al  presente  sujeto  de  especulación. 
El  autor  discutirá  la  posibilidad  de  la  localización 
de  la  lesión  en  el  tallo  cerebral  y los  cambios  pato- 
fisiológicos  secundarios  a la  hiperosmolaridad  celular 
probablemente  asociados  con  la  producción  de  la  misma. 

HYPERTHYROIDISM  AND  PREGNANCY 

Manuel  E.  Paniagua,  M.  D.,  Efraín  Rodríguez  Vigil,  M.  D., 
Agustín  M.  de  Andino,  M.  D.,  and  Juan  E.  Rizek,  M.  D., 
San  Juan  City  Hospital,  San  Juan,  P.  R. 

39  hyperthyroid  patients  have  been  followed  through 
68  pregnancies,  14  of  these  while  on  remission.  Of  the 
remaining  54,  18  were  euthyroid  on  medication  while 
36  were  toxic  at  onset  of  pregnancy  20  of  whom 
remained  toxic  throughout.  One  of  the  16  euthyroid 
women  became  toxic  during  the  second  trimester. 
All  patients  were  treated  with  methyl  mercapto-mi- 
dazole  (MMI)  but  one  received  propyl  thiouracil  (PTU) 
during  her  second  pregnancy  and  another  was  changed 
to  PTU  and  later  to  iodo-thioxuracil  (ITU)  in  an  un- 
successful attempt  to  control  her  toxicosis.  There  were 
4 instances  (8  percent)  of  thyrotoxic  heart  disease  with 
congestive  heart  failure,  3 (6  percent)  of  toxemia  with 
eclampsia,  2 (4  percent)  of  premature  rupture  of  mem- 
branes and  1 each  (2  percent)  of  thyrotoxic  crisis, 
placenta  previa,  abruptio  placenta  and  post  partum 
hemorrhage.  All  4 cases  of  thyrotoxic  heart  disease 
and  2 of  toxemia  occurred  among  the  20  who  remained 
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toxic  throughout  their  pregnancies.  There  were  8 spon- 
taneous abortions,  4 of  them  (20  percent)  among  the 
tliyrotoxic  patients  and  the  other  4 due  to  obstetrical 
causes.  There  were  3 stillbirths,  1 of  a pair  of  full-term 
twins,  1 single  full-tenn  baby  and  1 premature.  Three 
sets  of  twins  went  to  full  term  with  only  1 stillbirth. 
There  were  6 living  premature  babies  with  1 neona- 
tal (2  days)  death.  One  full  term  baby  of  a thyro- 
toxic mother  developed  neo-natal  Graves’  disease  which 
disappeared  spontaneously  in  6-8  weeks. 

The  results  obtained  compare  favorably  with  those 
reported  in  other  series. 

THYROID  SCINTISCAN  AND  ECHOGRAM 
IN  THE  DIAGNOSES  OF  SOLITARY  COLD 
THYROID  NODE 

Lillian  Conde  de  Borrego,  M.  D.,  Amilkar  Cintron,  M.  D., 
Nuclear  Medicine  Unit,  Endocrinology  Section,  San  Juan  City 
Hospital,  Puerto  Rico  Medical  Center. 

The  incidence  of  malignancy  in  solitary  cold  thyroid 
node  has  been  reported  in  the  literature  to  he  from  10 
To  30  percent.  Malignant  cold  lesions  are  more 
frequently  solid  than  cystic.  Thyroid  scintiscan  can 
not  differentiate  between  a cystic  and  solid  cold 
thyroid  node  however  thyroid  echogram  has  been 
reported  frequently  to  differentiate  among  them. 

We  studied  20  cases  with  solitary  cold  thyroid 
node  by  scintiscan,  echogram,  aspiration  and  .surgery 
to  determine  the  contribution  of  scanning  and  echogram 
in  the  management  of  these  cases. 

20  cases  with  solitary  cold  thyroid  node  had  echo- 
gram  performed.  Two  of  them  underwent  cystic 
aspiration  and  18  thyroid  surgery.  14  patients  were 
found  to  have  cystic  lesions  by  echogram  and  six 
solid  lesions. 

The  echogram  was  compatible  with  the  patholo- 
gical diagnosis  in  13  cases  and  not  compatible  in  7 
cases.  Four  eases  were  found  to  he  solid  by  echogram 
and  on  pathological  diagnosis  reported  as  cystic. 

Three  cases  were  found  to  he  cystic  by  echogram 
however  found  to  he  solid  in  surgery  and  two  of  these 
were  malignant  one  a follicular  carcinoma  and  the  other 
a papillary  carcinoma.  The  incidence  of  malignancy 
in  solitary  cold  node  was  found  to  he  10  percent. 


ADJUVANT  CHEMOTHERAPY  OF  CARCI- 
NOMA OF  THE  BREAST 

Enrique  0.  Vélez-Garcia,  M.  D.,  Antonio  J.Grillo-López,  M.  D., 
José  M.  Tomé,  M.  D.,  José  J.  Corcino,  M.  D.,  Victor  Marcial, 
M.  D,,  Luis  J.  Suau,  M.  D.,  and  Jeanne  Ubiñas,  M.  D.  Instituto 
de  Hematología  y Oncología  Médica  e Instituto  de  Radio- 
terapia, Hospital  Metropolitano,  Rio  Piedras,  Puerto  Rico. 

Carcinoma  of  the  breast  is  a fatal  disease  in  over 
one  half  of  all  patients  despite  the  surgical  methods 
employed  to  remove  the  primary  tumor.  Hormonal 
manipulation  had  been  until  recently,  the  main  pallia- 
tive modality  offered  these  patients  once  they  deve- 
loped metastases.  At  present  hormones  have  given 
way  to  combinations  of  chemotherapeutic  agents  which 
have  proven  more  useful  in  the  palliation  of  this  dis- 
ease. In  all  likelihood,  patients  who  die  of  the  disease 
had  microscopic  metastases  at  the  time  of  surgery 
or  shortly  thereafter,  which  escape  our  present  me- 
thods of  detection  and  more  importantly,  also  escape 
the  therapeutic  modalities  heretofore  utilized.  In  an 
effort  to  prove  that  chemotherapy  as  an  adjuvant 
to  surgery  could  be  effectively  administered  to  wo- 
men in  the  immediate  post-operative  period  and  to 
ascertain  whether  this  treatment  would  prevent  re- 
currences, we  began  a pilot  study  in  January  1975. 
20  “high  risk”  patients  with  positive  axillary  nodes 
have  so  far  been  entered;  all  after  radical  or  modified 
radical  mastectomy  and  have  received  a 5 drug  che- 
motherapy combination  within  4 weeks  of  surgery 
consisting  of;  fluorouracil,  400  mg/m^,  methotrexate, 
25  mg/m*^  and  vincristine,  1.4  mg/m^  on  days  1 and 
8;  cyclophosphamide,  400  mg/m"  on  day  1 and  pred- 
nisone, 40  mg/m"  from  days  1 to  8.  Courses  are 
repeated  monthly  for  12  months  or  until  relapse. 
Five  patients  have  also  received  concomittant  radio- 
therapy to  the  chest  wall  and  supraclavicular  area. 
So  far,  patient  tolerance  to  both  regimes  has  been 
excellent  and  we  have  not  observed  recurrences,  (me- 
dian follow  up  is  5.5  months). 

Although  it  is  definitely  too  early  to  speak  of 
definitive  results,  these  preliminary  data  are  encourag- 
ing. Plans  are  well  under  way  for  a randomized 
cooperative  group  trial  utilizing  a similar  combination 
of  drugs  in  a larger  and  better  controlled  group  of 
patients. 


Al  volver  de  uno  de  esos  viajes  relámpagos 
que  he  estado  haciendo  últimamente,  me  en- 
contré que  una  colega  y amiga  había  fallecido. 
Me  entristeció  mucho  no  haberla  podido  ver 
antes  de  morir  si  era  que  había  guardado  ca- 
ma. Asistí  a un  triduo  de  misas  que  le  celebra- 
ron sus  familiares  y allí  me  enteré  que  la  muer- 
te había  sido  inesperada  y fulminante.  Para 
una  mujer  tan  luchadora  pensé,  que  siendo  su 
último  combate,  no  le  dieron  oportunidad  de 
defenderse.  También  pasaron  por  mi  mente 
todos  los  actos  de  esta  buena  mujer,  los  cuales 
me  eran  conocidos  por  haberlos  compartido. 
Al  mismo  tiempo  me  di  cuenta  que  habían 
muchas  cosas  que  desconocía  y que  de  seguro 
« completan  la  imagen  que  de  ella  siempre  tendré. 

Más  aún,  pensé  debía  compartir  estos  cono- 
j cimientos  con  todos  mis  colegas  de  la  profesión 
médica  ya  que  en  el  mundo  que  vivimos  hoy, 
urge  tener  valores  humanos  para  subsistir  y si 
c podemos  emular  a alguien  que  bien  ha  servido 
a Dios  y a su  pueblo,  esta  existencia  se  nos  debe 
hacer  más  fácil. 

Esta  es  la  razón  de  estas  líneas  sobre  una  vida 
que  fue  larga,  llena  de  luchas  pero  fructífera  y 
aunque  difícil  de  repetir,  merecedora  de  ser 
emulada. 

¡Sació  la  doctora  Dolores  M.  Pinero  en  Caro- 
lina en  el  año  1891  y cursa  sus  primeros  años 
escolares  en  ese  pueblo.  Luego  se  traslada  a 
Nueva  York  donde  cursa  el  octavo  grado  y 
escuela  superior. 

Sus  estudios  universitarios  son  una  mezcla  de 
ciencias  y música.  En  el  1908  entra  al  “Wo- 
man’s Medical  College”  de  M Baltimore.  Se 
recibe  en  el  1913  de  Doctora  en  Medicina  en  el 


Colegio  de  Médicos  y Cirujanos  de  Boston. 

Es  la  primer  mujer  en  hacer  un  internado  en 
el  Hospital  Municipal  de  San  Juan.  Al  terminar 
toma  sus  exámenes  de  reválida  de  Puerto  Ri- 
co, una  sola  mujer  en  un  grupo  de  38  aspiran- 
tes, y obtiene  la  segunda  nota  más  alta.  Pocas 
y contadas  con  los  dedos  de  una  mano,  eran  las 
doctoras  en  Medicina  para  ese  año  1914,  pero 
cada  una  de  ellas  era  un  ejemplo  y honra  para 
su  sexo  y la  profesión  médica!  Trabajó  de 
médico  titular  en  Río  Piedras  y Santurce,  pues- 
to y lugares  que  la  hicieron  viajar  muchas  ve- 
ces a caballo.  Ingresó  en  el  Ejército  de  los  E.U. 
como  médico-cirujano  después  de  múltiples 
cartas  a Washington;  una  de  sólo  33  mujeres 
que  sirvieron  en  esa  guerra.  Recibió  su  comisión 
y era  el  médico  del  Cuerpo  de  Enfermeras.  En 
el  1918,  aún  en  el  ejército,  se  le  ordenó  con 
otros  tres  colegas  abrir  un  hospital  de  400  camas 
de  emergencia  para  combatir  la  epidemia  de 
influenza. 

Ya  después  de  esto  todo  lo  demás  debía  de 
haber  sido  sencillo  para  nuestra  Dra.  Piñero!  ! 

Durante  los  próximos  40  años  ejerce  su  pro- 
fesión y pertenece  activamente  en  un  sinnúmero 
de  asociaciones  médicas  como  sociales. 

Se  retira  en  el  1958  oficialmente  de  sus  labo- 
res médicas  para  sencillamente  servir  a su  pueblo 
cívica  y políticamente  y a su  antojo.  Y si  al- 
guién  pensó  entonces  que  había  una  doctora 
menos  se  equivocó. 

Yo  la  conocí  en  el  1960  con  la  visita  que  nos 
hiciera  la  Alianza  Panamericana  de  Mujeres  Mé- 
dicos. Un  grupo  pequeño  de  doctoras  puertorri- 
queñas le  servimos  de  anfitrionas  y entre  ellas 
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estaba  la  Dra.  Pinero.  Su  energía  me  abochor- 
naba  y ya  ahí  empecé  a envidiarla  y (¡uererla 

imitar.  Ella  me  llamaba  para  (¡ue  asistiera 
a reuniones  sociales  y científicas.  Nunca  trató 
de  inculcarme,  ni  su  religión,  ni  su  política. 

En  noviembre  1969  la  Dra.  Pinero  recibió 
el  más  alto  honor  que  da  nuestra  Asociación 
Médica  siendo  designada  “Médico  del  Año”. 

No  nos  veíamos  todos  los  días,  es  más  a 
veces  se  pasaban  meses  sin  yo  saber  de  ella. 
Pero  si  en  algo  la  necesitaba,  ya  fuera  personal- 
mente o por  el  grupo  de  mujeres  médicos 
puertorriqueños,  ella  siempre  estaba  disponible. 
Me  alentó  durante  mi  presidencia  de  la  AMPR 
y me  dijo  sentirse  orgullosa  de  mi  posición 
porque  ella  se  consideraba  bien  representada 
por  mí.  ¡Qué  ironía!  Ella  era  la  que  me 
honraba  a mí  con  su  amistad!  Así  era  la 
Dru.  Piñero! 


Más  que  por  la  diferencia  en  edades,  siem- 
pre le  llamé  Doctora  Piñero,  un  título  bien 
ganado  y merecido  que  podía  y debía  enar- 
bolar. En  una  semblanza  hecha  al  cumplir 
50  años  en  la  profesión  se  dijo  lo  siguiente: 
“se  admira  su  intrepidez  cívica  al  constituirse 
en  pionera,  exploradora,  descubridora  y colo- 
nizadora de  tantos  campos  del  saber”.  Yo 
creo  que  eso  la  resume  y son  esas  cualidades 
las  que  debemos  emular. 

Me  dicen  que  murió  tranquilamente  un  do- 
mingo 8 de  junio,  viendo  un  programa  que  la 
debe  haber  llenado  de  gran  satisfacción  pero 
de  emoción  incontrolable.  Somos  muchos  los 
que  quisiéramos  morir  así.. ...yo  pido  algo  más.... 
yo  quisiera  vivir  así. 

Descanse  en  paz,  Dra.  Piñero,  que  usted  se  lo 
merece. 


Rosa  E.  Fiol,  M.  D. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gam  or  edema.  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty. 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition Itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals;  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions,  complete 
physical  examination  including  check  of  pa- 
tient s weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxrc  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy.  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
{B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information 
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CHANGING  PERSPECTIVES  IN  BREAST  CANCER 
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The  important  paper  by  Lozada,  Grillo-López  and  Vélez-García  in  the  June  issue  reports  a new 
and  vigorous  approach  to  disseminated  carcinoma  of  the  breast.  The  combination  of  5 drugs,  each 
known  to  exercise  a certain  activity  against  breast  cancer  independently,  has  led  to  response  rates 
substantially  greater  than  those  from  any  of  the  drugs  alone,  or  from  hormonal  therapy.  This  con- 
vergence of  drug  effect  on  the  tumor  was  not  associated  with  unacceptable  toxicity  in  the  patient, 
since  the  drug  combination  and  their  doses  had  been  chosen  not  to  produce  intolerable  morbidity 
in  patients  with  advanced  cancer.  Thus,  divergent  toxic  effects  and  convergent  antitumor  effects 
can  lead  to  important  advances  with  the  drugs  currently  available.  This  demonstration  of  chemo- 
therapeutic effectiveness  in  patients  treated  by  Lozada,  Grillo-López  and  Vélez-García  introduces 
a new  method  of  approach  for  Puerto  Rican  women. 

The  present  study  was  adopted  from  data  of  Cooper,  and  the  5 drug  regimen  is  ordinarily  referred 
to  as  the  Cooper  Regimen  (1).  It  has  been  shown  by  Leone  and  Rege  that  the  5 drugs  were  more 
active  in  remission  induction  and  in  duration  of  remission  and  survival  than  3 components  of  the 
5 drug  regimen,  vincristine,  prednisone  and  fluorouracil  (2).  It  would  be  unethical  to  maintain  an 
untreated  control  group  at  this  advanced  stage  of  clinical  knowledge  of  the  treatment  of  breast 
cancer.  Indeed,  Lozada  and  coworkers  show  that  the  survival  of  responders  is  greater  than  that  of 
nonresponders  and  it  is  highly  unlikely  that  the  nonresponders  had  their  survival  compromised 
by  the  chemotherapy. 

This  important  paper  raises  two  questions  that  can  now  effectively  be  posed.  First,  since  all 
patients  in  this  study  were  tried  on  hormones  first,  one  must  question  the  logic  and  logistics  of  ex- 
posing patients  to  a treatment  which  has  a 20  percent  chance  of  success,  compared  to  exposing 
them  to  a treatment  in  which  70  percent  will  have  some  success  and  55  percent  have  complete 
or  partial  remission  as  ordinarily  defined.  It  is  logical  to  expect  that  chemotherapy  with  a higher 
rate  of  effectiveness  and  no  absolute  toxic  contraindication  would,  if  given  earlier,  salvage  more 
patients  from  the  problems  of  metastatic  cancer.  Indeed,  one  doesn’t  know  how  many  of  the  hor- 
monally unresponsive  patients  were  denied  a chance  at  response  to  combination  chemotherapy  be- 
cause the  tumor  had  grown  in  size  or  extended  in  metastasis  during  the  hormonal  trial.  A reordering 
of  priority  to  allow  combination  chemotherapy  before  the  use  of  hormonal  therapy  would  appear 
to  make  abundant  good  sense  to  this  observer. 

Every  fundamental  observation  in  the  biology  of  cancer  chemotherapy  indicates  that  drug 
activity  is  optimal  when  there  are  the  least  number  of  cells  to  kill.  This  is  not  at  all  surprising, 
being  indeed  exactly  analogous  to  the  greater  efficacy  of  surgery  when  the  tumor  is  smaller,  or  to 
the  greater  effectiveness  of  radiotherapy  in  achieving  cure  when  the  tumor  is  small  and  localized. 

Experiments  in  mice  have  shown  that  tumors  incurable  by  drugs  alone  can  be  cured  when  the 
primary  tumor  is  partially  removed  leaving  a small  residual.  An  even  more  persuasive  demonstra- 
tion has  been  conceived  and  executed  for  osteogenic  sarcoma,  where  chemotherapy  adjunctive 
to  surgery  has  markedly  decreased  the  appearance  of  pulmonary  metastases.  Indeed,  metastatic 
osteosarcoma  must  have  occurred  prior  to  or  during  the  operation.  The  ability  of  chemotherapy 
to  prevent  the  appearance  of  metastasis  implies  that  microme  tas  tases  were  killed  by  chemotherapy 
before  they  had  a chance  to  become  clinically  apparent  (3). 
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Similar  activity  has  been  demonstrated  by  two  chemotherapeutic  regimens  in  women  with  breast 
cancer  at  the  time  of  operation.  The  selection  criteria  involve  women  with  already  demonstrable 
metastases  to  axillary  lymph  nodes.  The  presence  of  metastases  in  axillary  lymph  nodes  carries 
a much  more  adverse  prognostic  implication  than  has  often  been  conceived.  This  relates  in  part 

m « 1 

to  the  unfortunate  habit  of  discussing  breast  cancer  recurrence  data  at  5 years  rather  than  at  10 
years.  It  is  indeed  clear  that  the  risk  factors  continue  at  least  through  the  10th  year.  In  patients 
with  no  axillary  lymph  nodes  involved,  24  percent  have  recurred  by  10  years;  in  those  with  1-3 
nodes  involved,  65  percent  have  recurred  by  10  years;  and  when  4 or  more  nodes  are  involved; 
86  percent  have  recurred  by  10  years.  Thus,  the  presence  of  axillary  metastases  is  indicative  of 
other  metastatic  sites  in  such  high  proportions  of  patients  that  one  can  justify  investigating  chemo- 
therapy on  the  assumption  that  metastasis  has  already  occurred.  Indeed,  two  studies  have  been 
reported  (4  - 5).  Both  these  reports  demonstrate  highly  significant  delay  in  the  appearance  of 
metastases  in  women  with  4 nodes  and  more  when  compared  to  control  groups  who  were  sub- 
jected only  to  surgery,  as  was  the  conventional  procedure.  It  is  too  early  to  know  whether  the 
protection  against  clinical  metastasis  will  lead  to  higher  frequency  of  cure  in  these  women.  Cure 
does  occur  in  mice  in  similar  experimental  circumstances  and  this  provides  enormous  hope  for 
similar  increase  in  cure  rate  in  humans. 

The  revolution  in  cancer  therapy  which  chemotherapy  is  bringing  thus  has  already  begun.  De- 
monstration of  high  level  activity  of  combination  chemotherapy  in  advanced  breast  cancer  is  a 
first  step  which  can  continue  to  provide  improved  palliation  for  women  who  are  already  beyond 
cure.  The  second  and  most  important  step,  however,  is  a conceptual  one  of  bringing  chemotherapy 
into  an  early  relationship  with  surgery  and  radiotherapy  to  eradicate  disseminated  micrometastases 
and  thereby  improve  the  overall  prospects  for  cure.  It  is  clear  that  the  progress  so  far  obtained 
has  not  been  won  by  the  exceptional  wisdom  of  physicians  from  long  clinical  experience.  Rather 
it  has  come  from  the  painstaking  application  of  scientific  principles  to  clinical  medicine. 

The  program  reported  by  Drs.  Lozada,  Grillo-López  and  Vélez-García  is  a leaf  from  this  book 
of  scientific  medicine,  and  augurs  well  for  the  future  of  cancer  therapy  in  Puerto  Rico.  Already 
plans  are  well  advanced  for  a study  of  adjuvant  therapy  in  breast  cancer.  This  provides  optimism 
for  increased  cures  and  decreased  morbidity  from  breast  cancer  by  virtue  of  the  full  and  intelligent 
use  of  chemotherapy  early  in  the  course  of  the  disease.  That  the  study  has  been  set  up  with  ap- 
propriate controls  and  with  the  determination  that  one  will  learn  from  it  the  most  succesful  ap- 
proach to  be  applied  in  ever  more  effective  therapeutic  programs  is  a testimony  to  the  participation 
of  Puerto  Rican  medical  scientists  in  the  forging  of  new  programs  of  cancer  therapy  of  worldwide 
importance. 

James  F.  Holland,  MD,  Professor  and  Chairman 

Dept,  of  Neoplastic  Diseases,  Mount  Sinai  School  of  Medicine 
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AMA  NEWS  RELEASE 

OVERCONCENTRATED  MILK  FORMULAS  CALLED 
HEALTH  RISK  TO  INFANTS 

CHICAGO—  There  is  a serious  health  risk  to  im- 
fants  from  overconcentrated  milk  formulas,  says  a 
report  in  the  June  16  issue  of  the  Journal  of  the 
American  Medical  Association. 

A medical  group  from  New  York  City  report  on 
the  case  of  a seven-week-old  girl  who  was  fed  undi- 
luted evaporated  milk.  The  child  became  severely  ill, 
gangrene  developed  in  the  feet  and  both  limbs  were 
amputated  below  the  knee  to  save  her  life.  She  later 
learned  to  walk  with  artificial  legs. 

Boiled  skimmed  milk  and  improperly  diluted  pow- 
dered or  evaporated  milk  all  can  cause  serious  health 
problems  in  infants,  says  Cyril  A.  L.  Abrams,  M.  D., 
and  colleagues.  The  problem  comes  when  there  is  not 
enough  liquid  to  maintain  a proper  water  balance  and 
the  immature  kidney  cannot  excrete  the  big  volume 
of  solids,  says  Dr.  Abrams. 

Dr.  Abrams  called  for  printed  warnings  of  such 
dangers  on  the  labels  of  all  commercially  available 
powdered  and  evaporated  milk  preparations. 

EPILEPTICS  NOT  DANGEROUS,  SAY5  AMA  JOUR- 
NAL REPORT 

CHICAGO—  There  is  very  little  evidence  to  subs- 
tantiate the  belief  that  epileptics  are  violent,  says  a 
report  in  the  June  16  issue  of  the  Journal  of  the 
American  Medical  Association. 

“Many  physicians  and  laymen  still  retain  a belief 
that  epileptics  are  dangerous,  potentially  violent  peo- 
ple. In  fact,  the  threads  linking  violence  and  epilepsy 
are  tenous  and  tangled,”  says  James  A.  Lewis,  M.  D., 
of  Denver.  A neurologist.  Dr.  Lewis  is  the  director 
of  the  Seizure  Clinic  and  the  EEG  Laboratory  at  the 
University  of  Colorado  Medical  Center,  and  president 
of  the  Professional  Advisory  Board  of  the  Colorado 
Epilepsy  Association. 

At  least  one  person  in  200,  and  possibly  as  many  as 
one  in  50,  have  epilepsy,  says  Dr.  Lewis.  An  epileptic 
person  is  defined  as  one  who  has  recurring  seizures. 
It  must  be  remembered,  he  says,  that  epilepsy  is  not  a 
disease,  but  a symptom  of  some  brain  dysfunction. 

There  are  patients  with  epilepsy  who  do  commit 
crimes,  violent  or  otherwise,  but  careful  investigation 


of  individual  case  reports  fails  to  reveal  firm  evidence 
that  crimes  were  committed  during  seizures. 

ACUPUNCTURE  ONLY  PARTIALLY  SUCCESSFUL 
IN  RELIEF  OF  PAIN 

CHICAGO—  Acupuncture  will  relieve  pain  in  some 
people  for  a time,  but  it’s  still  next  to  impossible  to  say 
how  it  does  so. 

In  a carefully  planned  study  of  use  of  acupuncture 
to  relieve  chronic  pain,  a Florida  research  group  perfor- 
med 979  acupuncture  treatments  in  261  patients. 

A substantial  number  of  patients  stated  that  they  had 
relief  immediately  following  a series  of  four  acupuncture 
treatments.  It  did  not  matter  whether  the  needles  were 
placed  in  the  traditional  meridian  locations  or  in  arbi- 
trary fixed  control  points. 

Although  many  gained  initial  relief  from  pain,  four 
weeks  following  treatment  65  percent  of  the  patients 
reported  little  or  no  reduction  in  pain,  17  percent  repor- 
ted only  a 50  percent  reduction,  and  18  percent  at  least 
a 75  percent  reduction. 

Since  pain  returned  in  the  majority  of  the  patients, 
it  may  be  a waste  of  time  to  employ  a technique  that  is 
at  best  marginally  successful,  they  say.  On  the  other 
hand,  the  researchers  point  out,  one  could  emphasize 
the  fact  that  18  percent  of  patients  who  had  failed 
to  receive  adequate  relief  from  Western-type  therapy 
responded  favorably  to  acupuncture  therapy. 

The  conclusion  does  nothing  to  establish  the  cre- 
dibility of  acupuncture  therapy  on  a scientific  or  phy- 
siologic basis.  It  suggests,  however,  that  acupuncture 
therapy  may  have  a place  among  treatment  methods 
for  patients  with  chronic  pain  that  is  resistant  to  other 
methods. 

It  is  possible  that  acupuncture  does  produce  a 
placebo  effect,  but  it  may  be  stronger  than  that 
customary  with  tablets,  since  the  patient  receives  the 
needle  prick  and  electrical  stimulus.  Acupuncture 
also  distracts  the  patient  from  his  pain. 

IMMUNOTHERAPY  APPROACH  TO  CANCER  STU- 
DIED 

CHICAGO—  Studies  are  under  way  throughout  the 
world  on  an  approach  to  combatting  cancer  by  trig- 
gering the  body’s  own  defense  mechanisms  to  fight 
against  the  malignant  cells,  says  a report  in  the  June 
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9 issue  of  the  Journal  of  the  American  Medical 
Society. 

The  technique  is  known  as  immunotherapy. 

“During  the  past  several  years  it  has  become  in- 
creasingly apparent  that  immunologic  factors  play  an 
important  role  in  host- tumor  defense  mechanisms,” 
says  the  report  on  the  current  status  of  immunother- 
apy by  a group  from  the  School  of  Medicinci  of  the 
University  of  California  at  Los  Angeles. 

It  is  clear  that  under  certain  conditions  spontaneous 
control  of  malignancy  does  occur.  Reports  of  spon- 
taneous remissions  of  proved  malignant  tumors  have 
been  well  substantiated,  they  say. 

The  remissions  likely  are  caused  by  some  as  yet 
unexplained  surge  in  the  body’s  immune  mechanism  — 
the  body’s  defense  against  infection. 

It  is  known  that  patients  with  low  immune  responses 
have  an  increased  risk  of  cancer.  Cancer  is  likely  to 
occur  in  transplant  recipients  who  are  receiving  im- 
muno-suppressive  agents  to  permit  the  transplant  to 
“take”. 

One  agent  that  has  proved  successful  in  triggering 
immune  defense  against  certain  types  of  cancer  is  BCG 
vaccine,  developed  originally  as  a preventive  for  tuber- 
culosis. It  brought  complete  remission  of  a skin  cancer 
in  90  percent  of  patients. 

Immunotherapy  is  most  effective  when  the  tumor 
is  small.  Large  tumors  are  difficult  to  control  with 
immunotherapy  alone.  Immunotherapy  is  used  as  a 
complement  to  surgery  and  radiation.  Further  research 
may  extend  its  usefulness  as  another  effective  tool  in 
the  fight  against  cancer. 

HAD  A RASH  LATELY?  IT  MIGHT  BE  YOUR 
UNDERWEAR 

CHICAGO—  Some  folks  are  allergic  to  their 
wear. 

A report  in  the  current  issue  of  Archives  of  Derma- 
tology, a publication  of  the  American  Medical  Associa- 
tion, describes  six  individuals  who  had  this  problem. 

It  was  not  an  easy  one  for  the  doctors  to  figure  out. 

It  isn’t  too  unusual  for  someone  to  be  allergic  to  the 
rubber  elastic  in  their  undergarments,  but  these  parti- 
cular patients  tested  out  as  not  allergic  to  the  elastic. 

Then  it  was  discovered  that  when  the  underwear 
was  washed  with  a laundry  bleach,  the  action  of  the 
bleach  on  the  elastic  produced  a chemical  result  that 


caused  the  allergy. 

The  cure  is  simple.  Dither  wear  underwear  without 
elastic,  or  rinse  out  the  shorts  without  using  bleach. 

FROM  FDA  DRUG  BULLETIN  - April-June  1975- 
Information  of  importance  to  physicians  and  other 
health  professionals. 

Sudden  Withdrawal  of  Propranolol  Dangerous 

Sudden  withdrawal  of  propranolol  from  patients 
with  stable  angina  pectoris  may  markedly  increase 
the  severity  and  frequency  of  the  angina.  In  some 
instances  myocardial  infarction,  serious  arrhythmia, 

or  sudden  death  has  occurred.  This  syndrome  has  been 

■ 

described  in  propranolol  labeling  for  two  years,  but 
because  of  its  seriousness  and  recent  reports,  (1,  2) 
FDA  has  added  the  following  Box  warning  to  the 
labeling. 


Warning 

There  have  been  reports  of  exacerbation  of  aninga 
and  myocardial  infarction  following  abrupt  discon- 
tinuance of  propranolol.  Therefore,  when  disconti- 
nuance of  propranolol  is  planned,  the  dosage  should 
be  gradually  reduced  and  the  patient  carefully  moni- 
tored. In  addition,  when  propranolol  is  prescribed 
the  patient  should  be  cautioned  against  intermption 
and  cessation  of  therapy  without  the  physician’s 
advice.  Since  coronary  artery  disease  may  be  un- 
recognized, it  may  be  prudent  to  follow  the  above 
advice  in  older  patients  given  propranolol  for  other 
indications. 


The  true  incidence  of  this  syndrome  is  not  known. 
Controlled  clinical  investigations  of  the  effectiveness 
of  propranolol  in  angina  have  been  conducted  in 
hundreds  of  patients,  typically  employing  a crossover 
design  in  which  abrupt  withdrawal  of  the  drug  occur- 
red in  every  patient.  With  the  exception  of  the 
reports  cited  no  investigators  have  reported  more  than 
single  cases  of  this  syndrome.  FDA  cannot  explain 
the  difference  between  the  high  incidences  reported 
by  some  physiciairs  and  the  very  low  incidences  found 
by  others. 

Since  sudden  withdrawal  of  propranolol  can  result 
in  a potentially  fatal  complication,  the  physician  should 
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seriously  consider  the  potential  hazard  of  prescribing 
it  for  patients  he  has  reason  to  believe  may  be  unreliable 
in  taking  it. 

FDA  emphasizes  again  that  propranolol  should  be 
reserved  for  patients  with  moderate  to  severe  angina 
pectoris  who  have  not  responded  to  conservative  mea- 
sures (weight  control,  rest,  cessation  of  smoking,  avoid- 
ance of  precipitating  circumstances,  and  sublingual 
nitroglycerin).  The  drug  is  not  indicated  for  initial 
therapy  of  angina. 
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HCG  Not  Approved  for  Use  in  Obesity 

Human  chorionic  gonadotropin  (HCG)  is  currently 
being  commonly  used  to  treat  obesity,  despite  lack 
of  satisfactory  evidence  of  its  efficacy  for  such  use. 
The  actions  of  HCG,  a placental  hormone,  are  similar 
to  those  of  pituitary  LH  (luteinizing  hormone).  No 
plausible  rationale  exists  for  claims  that  HCG  con- 
tributes to  weight  reduction  programs  by  influencing 
fat  distribution,  inducing  a sense  of  well-being,  or 
preventing  hunger  and  fatigue  in  patients  on  a reducing 
diet. 

Although  reports  of  uncontrolled  studies  have  clai- 
med such  effects,  seven  published  controlled  clinical 
trials  (1-7)  have  failed  to  show  that  HCG  is  more 
effective  than  a placebo  injection  in  helping  people 
lose  weight.  A single  controlled  trial  (8)  did  support 
effectiveness,  but  this  trial  suffered  from  a high  drop 
our  rate  and  uncertain  controls.  In  addition,  four 
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other  smaller  studies  by  the  same  author  were  negative. 
While  FDA  is  not  aware  of  documented  adverse  reac- 
tions to  HCG  used  in  weight  reduction,  possible  ha- 
zards have  not  been  looked  for  systematically. 

The  effect  of  HCG  on  ovarian  or  testicular  function 
at  the  dosages  used  has  not  been  studied. 

Because  of  widespread  use  of  HCG  in  obesity  and 
lack  of  scientific  evidence  that  it  is  safe  and  effective, 
FDA  has  required  the  following  addition  to  the  In- 
dications in  all  HCG  labeling: 

HCG  HAS  NOT  BEEN  DEMONSTRATED  TO  BE  EF- 
FECTIVE ADJUNCTIVE  THERAPY  IN  THE  TREATMENT 
OF  OBESITY.  THERE  IS  NO  SUBSTANTIAL  EVIDENCE 
THAT  IT  INCREASES  WEIGHT  LOSS  BEYOND  THAT  RE- 
SULTING FROM  CALORIC  RESTRICTION,  THAT  IT  CAU- 
SES  A MORE  ATTRACTIVE  OR  ‘‘NORMAL”  DISTRIBU- 
TION OF  FAT,  OR  THAT  IT  DECREASES  THE  HUNGER 
AND  DISCOMFORT  ASSOCIATED  WITH  CALORIE-RES- 
TRICTED DIETS. 
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NOTICIAS 


FROM  THE  AMERICAN  BOARD  OF  FAMILY  PRACTICE, 
UNIVERSITY  OF  KENTUCKY  MEDICAL  CENTER,  LEXING 
TON,  KENTUCKY  40506 

A N OPEN  LETTER  FR  OM  THE  PRESIDENT 

Time  moves  faster  thán  we  antieipated  and,  to  many  of 
us,  is  accelerating  quite  rapidly  as  1976  and  the  first  manda- 
tory Recertification  examination  in  medical  history  — that 
of  the  American  Board  of  Family  Practice  — approaches. 
To  those  who  are  scheduled  to  participate  in  this  historic 
event,  the  prJ^pect  may  seem  a bit  grim.  In  truth,  the 
eventual  satisfaction  of  having  contributed  to  a major  occur- 
rence in  .he  history  of  medicine  will  far  outweigh  the  anxieties 
and  efforts  involved  in  preparation  for  and  participation  in 
Recertification. 

Before  pursuing  this  point  further,  it  is  best  that  I review, 
briefly,  the  real  purpose  of  Board  Certification  in  an  area  of 
medicine.  In  spite  of  the  misuse  and  abuse  of  ,the  concept 
of  Board  Certification  in  granting  hospital  privileges,  this  is 
not  the  reason  for  its  existence.  Accomplished  goals  of 
Certification  include:  (1)  hicreased  quality  of  education  in 
the  graduate  (residency)  programs,  (2)  improved  standards 
of  practice  in  the  area  of  medicine,  whether  all  aré  diplomates 
or  not,  and  (3)  recognition  of  those  young  physicians  who  have 
taketi  special  training. 

In  1916,  the  American  Board  ofiOphthalmology  became  the 
first  certifying  board.  Since  that  date,  there  have  been  created 
and  recognized  22  Primary  Specialty  Boards.  With  their  stimula- 
tion and  under  their  guidance,  graduate  education  programs 
have  reached  a zenith  and  the  American  public  may  feel  secure 
in  the  fact  that  young  physicians  leave  the  mainstream  of  organi- 
zed medical  education  well  equipped.  , ■ 

During  the  past  five  years,  postgraduate,  or  continuing, 
education  has  prohferated  a thousand  fold.  Some  of  this 
postgraduate  education  has  been  excellent,  some  good,  some 
very  mediocre,  and  some  unbelievably  bad.  There  are  instances 
when  physicians  go  to  courses  and  register  for  credit  without 
attending.  It  is  quite  evident  now  that  such  an  unorganized, 
expensive,  and  potentially  nonproductive  situation  for  the 
physician  is  about  to  end.  With  Recertification  on  the  horizon, 
each  specific  postgraduate  education  course  will  be  good  or 
wUl  cease  to  exist. 

Ophthalmology  was  the  first  actively  and  vigorously  to 
support-  the  concept  that  graduate  education  must  be  of  good 
quality  and  must  be  stimulated  toward  constant  improvement. 
Family  Practice,  with  its  mandatory  recertification  provision, 
is  the  first  to  advocate  and  support  this  concept  for  post- 
graduate education.  Four  historic  years  in  medicine  are  now 
quite  clear;  ( 1)  1756,  creation  of  the  first  undergraduate 
School  of  Medicine  in  the  United  States;  (2)  1911,  creation 
of  the  Liaison  Committee  for  Accreditation  of  Medical 
Schools;  (3)  1916,  creation  of  the  first  Board  for  examining 
and  certifying  graduate  education,  and  (4)  1976,  creation  of 
the  first  mechanism  for  examining  and  certifying  for  post- 
graduate education. 

Development  within  each  certifying  board  of  a special 


division  for  the  express  purpose  of  Recertification  and  stimula- 
tion of  equality  postgraduate  education  is  certain  to  follow. 

The  1970  class  of  diplomates  of  the  Ameriean  Board  of 
Family  Practice  will,  in  the  future,  be  proud  that  they  have 
participated  in  such  an  event  in  history  and,  in  fact,  have 
made  it  possible. 

George  E.  Burket,  Jr.,  M.  D.,  President 
American  Board  of  Family  Practice 


STATE  HOSPITALS  CHARGED  WITH  USING  UNLICENSED 
FOREIGN  MEDICS 

CHICAGO—  The  present  “scandalous  practice  of  using 
unqualified  foreign  medical  graduates  as  warm  bodies  in  white 
coats”  to  staff  state  hospitals  must  cease,  declares  one  of  the 
nation’s  top  medical  licensing  officials  in  an  article  in  the 
June  9 issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

Robert  C.  Derbyshire,  M.  D.,  of  the  New  Mexico  Board  of 
Medical  Examiners,  Santa  Fe,  declares  that  “Of  primary  con- 
cern is  the  foreign  medical  graduate,  with  inferior  education 
and, limited  knowledge  of  English,  who  does  not  qualify  for 
regular  hcensure  in  the  United  States,  but  who,  because  of 
acute  manpower  shortages,  is  placed  in  a position  of  authority 
in  a state  hospital.” 

“Our  first  concern  must  be  directed  toward  the  unfor- 
tunate patients  subjected  to  treatment  by  incompetent  phy- 
sicians.” Dr.  Derbyshire  says.  But  he  also  expresses  concern 
that  the  foreign  graduates  are  being  exploited  by  state  hos- 
pitals who  do  not  appropriate  enough  funds  to  hire  qualified 
physicians  for  their  medical  staffs. 

The  New  Mexico  physician  points  out  that  foreign  medical 
graduates  (FMGs)  vary  tremendously  in  educational  and 
cultural  background.  In  one  recent  year,  he  says,  of  FMGs 
taking  the  examination  of  the  Educational  Council  for  Foreign 
Medical  Graduates  (ECFMG),  the  failure  rate  was  91  percent 
among  graduates  of  one  Asian  school,  while  failure  rate  was 
only  3.2  percent  of  those  educated  in  an  Australian  school. 
But  a number  of  states  have  changed  their  medical  practice 
acts  to  permit  state  hospitals  to  hire  those  who  failed  the 
test. 

Dr.  Derbyshire  advocates  barring  from  this  country  all 
FMGs  who  have  not  been  fully  certified  by  the  ECFMG, 
raising  sharply  the  passing  level  for  the  examination,  setting 
up  orientation  courses  for  FMGs  in  medical  schools,  eli- 
minating many  hospital  postgraduate  programs  of  dubious 
quality,  and  placing  state  hospitals  under  direct  supervision 
of  medical  schools.  But  he  adds  that  he  realizes  that  some  of 
these  recommendations  are  unrealistic,  in  view  of  the  acute  need 
of  the  state  hospitals  for  medical  staffs  of  any  type. 

An  ediotiral  in  the  same  issue  of  JAMA  by  William  A. 
D’Angelo,  M.  D.,  of  Queens  Hospital  Center,  Jamaica,  N.  Y., 
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agrees  that  Dr.  Derbyshire  has  assessed  the  problem  correctly, 
but  declares  that  the  suggested  reforms  lack  realism. 

Otlier  articles  in  the  same  issue  of  JAMA  deal  with  the 
problem  of  American  students  who  have  been  unable  to 
gain  admission  to  U.  S.  schools  and  have  thus  gone  abroad  to 
obtain  a medical  education. 


will  be  held  in  St.  Thomas,  January  29,  30,  31,  1976  by 
the  U.  S.  Virgin  Islands  Medical  Society  in  association  with  The 
Faculty  of  the  University  of  Pennsylvania  School  of  Medicine. 

This  program  is  acceptable  for  14  credit  hours  in  Category 
1 for  the  Physician’s  Recognition  Award  of  the  AJVl.A.,  and 
will  include  lectures  and  seminars  of  interest  to  the  physician 
in  General  Practice,  Internal  Medicine,  General  Surgery  and 
OB-Gyn. 

For  further  information,  write  AIRMAIL  to; 


ANNOUNCEMENT 

The  First  Mid-Winter  Virgin  Islands  Clinical  Conference 


Harold  A.  Hanno,  M.  D.,  F.A.C.P. 
Secretary 

U.  S.  Virgin  Islands  Medical  Society 
Box  1442 

St.  Thomas,  Virgin  Islands  00801 


DiaA'^osis?  Do  ve  need,  't^ 


LISTA  DE  ANUNCIANTES 


1.  BOEHRINGER  INGELIEIM 

2.  BURROUGHS  WELLCOME 

3.  CIBA  PHARM. 

4.  EATON  LAB. 

5.  ESPASAS  ADVERTISING  CORP. 

6.  GEIGY  PHARM. 

7.  McCAAN-ERICKSON  CORP. , (S.A.) 

8.  ROCHE  LAB. 

9.  W.  H.  RORER 

10.  SYNTEX  LAB. 


CATAPRES 

EMPIRIN  COMP.  W/CODEINE,  SEPTRA 

VIOFORM 

CHLORASEPTIC 

MARBELLA  DEL  CARIBE 

BUTAZOLIDIN 

SI  USTED  ES  DOCTOR 

LIBRIUM,  VALIUM 

MAALOX  PLUS 

NEO-MULL-SOY 


” Wynken,  Blynken, 
and  Nod  one  night 
Sailed  off  in  a 
wooden  shoe/” 

Colic,  vomiting  and  other  symptoms  of  milk 
intolerance  needn’t  interfere  with  his  sleep,  if  you’ve 
put  him  on  NEO-MULL-SOY®  formula.  We’ve 
eliminated  the  common  causes  of  feeding  problems 
— milk  protein  and  lactose  intolerance, 
gluten  sensitivity.  And  we’re  the  first  corn-free 
soy  isolate  formula.  NEO-MULL-SOY  is  the 
whitest  soy  formula  with  milk-like  appear- 
ance and  consistency  which  appeal  to 
mothers.  It  supports  normal  growth  and 
development  of  the  infant.  And,  it’s  kosher. 

NEO-MULL-SOY 

Milk-Free  Soy  Isolate  Formula 
For  the  Milk-Intolerant  Infant 


SYNTEK 

SYNTEX  LABORATORIES,  INC. 
PALO  ALTO,  CALIFORNIA  94304 


V, 


APPROXIMATE  ANALYSIS 


Ingredients  per  100  grams  of  concentrate:  water  75,2  g..  sucrose  12.9  g , Water 

soy  oil  6.9  g , soy  protein  isolate  4 0 g.,  potassium  citrate  0.47  g..  tricalcium  Protein 

phosphate  0.44  g..  dibasic  magnesium  phosphate  0.1 1 g..  lecithin  O.I  g..  Fat 

salt  0.06  g.,  calcium  carrageenan  0.028  g..  ascorbic  acid  0.025  g , 1-methionine  Carbohydrate 
0.025  mg.,  choline  chloride,  ferrous  sulfate,  dl-alpha-tocopheryl  acetate.  Minerals  (Ash) 

niacinamide,  zinc  sulfate,  manganese  sulfate,  d-calcium  pantothenate,  vitamin  A Calcium 
palmitate,  riboflavin,  cupric  sulfate,  thiamine  hydrochloride,  pyridoxine  Phosphorous 

hydrochloride,  vitamin  D3,  potassium  iodide,  folic  acid,  vitamin  Bjj-  Irnn 


75.5% 

3.6% 

7.0% 

12.8% 

0.9% 

0 1 7% 
0. 1 3% 
0.002% 


87.8% 

1.8% 

3.5% 

6.4% 

0.5% 

0.085% 

0.06% 

0.001% 


Brand  new... 
and  effective 


or  over  25  years 


Great  new  lemon  swiss  creme  flavor. 
Proven  Maalox®  formula  plus  simethicone. 

New 

Maalox 


Plus 


with 

SIMETHICONE 

ANTACID/ANTIFLATULENT 


■ taste  preferred  by  over  60%  of  chronic  antacid 
users  tested  with  another  leading  antacid 

■ extra  simethicone  to  relieve  flatulence 

■ non-constipating 

■ low  sodium  content 

■ available  in  liquid  or  chew  tablets 

After  you  taste  it,  you’ll  prescribe  and  recommend  it. 


R 

o 

RORER 

E 

R 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


SI  USTED  ES  DOCTOR... 

UNASE  A 
SUS  COLEGAS 


EN  VILLA 
NEVAREZ 
PROFESSIONAL 
CENTER 


Localizado  junto  al  Expreso  Las  Américas,  a minutos  de  cualquier 
punto  del  Area  Metropolitana.  Villa  Nevárez  Professional  Center 
está  en  el  centro  de  las  principales  vías  de  comunicación, 
con  el  Centro  Médico,  el  Hospital  de  Veteranos,  el  Hospital 
del  Maestro,  el  Hospital  de  Siquiatría  y el  Hospital  Auxilio  Mutuo. 
Villa  Nevárez  Professional  Center  tiene  una  primera  planta  con 
minicentro  comercial,  laboratorio  clínico  - ya  en  0(}eración  - 
y cuatro  plantas  típicas  para  oficinas;  dos  rápidos  ascensores 
en  su  esp>acioso  lobby  y amplio  estacionamiento. 


Llámenos  y entérese  de  nuestro  plan  de  arrendamiento  con  opción  a compra. 
Donde  usted  puede  probar  su  oficina  por  un  año,  sin  obligación  de  comprarla. 

EL  HOGAR  DEL  PROFESIONAL 

Lqcco  Development  Corp. 

Apartado  13218  Santurce,  P.R.  00908  Tel.  782-1500  782—8437 
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^ When  a patient  comes  to  you  with  a 
sore  throat,  you  often  prescribe  antibiotics 
But  why  not  give  him  something  for  the  pain 
as  well— Chloraseptic. 

J\s  you  know,  sore  throat  pain  can 
be  annoying  because  of  the  many  nerve 
endings  in  the  throat.  And  Chloraseptic 
provides  efficient  topical  anesthetic/ 
analgesic  action  which  numbs  nerve  end 
ings  at  the  site  of  the  pain —to  relieve  pain 
almost  immediately. 


With  his  pain  alleviated,  the  patient  can  rest 
more  comfortably  and  wait  for  the  antibiotic's 
long-term  benefits  to  take  effect. 

Available  as  Liquid,  Aerosol  Spray  or  Lozenges 


•esthetic 

itiseptic 


CHIDRASEPTIC 

DOES. 


AnMlhet' 


EATON  LABORATORIES/ Norwich  International 
410  Park  Avenue.  New  York,  N.Y.  U.S.A. 


I| 


Now... 

antihypertensive  action 
at  the  vasomotor  centers 

in  the  brain  (Based  on  animal  studies) 


TabletsofO.1  and0.2mg 


Central  action 

utijpres  apfKjars  to  lowf.'r 
tood  [)rossure  through 
iTitral  alptia-arironorgic 
■iniulation  as  stiown  in 
^iiriial  studios.  This  results 
■ diminution  but  not 
locking  - of  sympattiotic 
ijtflow  from  cardioaccolora - 
'r  and  vasoconstrictor 
enters  in  tfie  medulla 


lot  a “depleter  ”, 
locker”,  “inhibitor”  or 
Use  transmitter” 

lot  a rauwolfia 


I 


oehringer  Ingelheim 

oehringer  Ingelheim  Ltd. 
Imsford.  New  York  10523 


Effective  in  hypertension, 
mild  to  severe 


Mild  and  infrequent  orthostatic  hypotension 


Normal  hemodynamic  responses  to  exercise 
are  unaffected 


Renal  blood  flow  and  glomerular  filtration  rate 
essentially  unchanged 


Mild  to  moderate  potency 


The  most  common  side  effects  are  dry  mouth,  drowsiness  and 
sedation.  These  generally  tend  to  diminish  with  continued  therapy. 
Other  potential  adverse  reactions  are  listed  in  the  Brief  Summary. 


Catapres®  (clonldine  hydrochloride) 
Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the 
treatment  of  hypertension.  As  an  antihy- 
pertensive drug,  Catapres  (clonidine 
hydrochloride)  is  miid  to  moderate  in 
potency.  It  may  be  employed  in  a general 
treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed 
for  proper  patient  response. 

Warnings:  T olerance  may  develop  in  some 
patients  necessitating  a reevaiuation  of 
therapy. 

Usage  in  Pregnancy:  In  view  of  embryo- 
toxic  findings  in  animals,  and  since  infor- 
mation on  possibie  adverse  effects  in 
pregnant  women  is  limited  to  uncontroiied 
ciinical  data,  the  drug  is  not  recommended 
in  women  who  are  or  may  become  preg- 
nant unless  the  potential  benefits  outweigh 
the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinicai  experience 
is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 
Precautions:  When  discontinuing  Catapres 
(clonidine  hydrochloride),  reduce  the  dose 
gradually  over  2 to  4 days  to  avoid  a pos- 
sible rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as 
nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  dis- 
continue therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive 
encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clonidine  hydro- 
chloride therapy.  A causal  relationship  has 
not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise 
in  blood  pressure,  should  it  occur,  can  be 
reversed  by  resumption  of  clonidine 
hydrochloride  therapy  or  by  intravenous 
phentolamine.  Patients  who  engage  in 
potentially  hazardous  activities,  such  as 
operating  machinery  or  driving  should  be 
advised  of  the  sedative  effect.  This  drug 
may  enhance  the  CNS-depressive  effects 
of  alcohol,  barbiturates  and  other  seda- 
tives. Like  any  other  agent  lowering  blood 
pressure,  clonidine  hydrochloride  should 
be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial 
infarction,  cerebrovascular  disease  or 
chronic  renal  failure. 

As  an  integral  part  of  their  overall  long- 
term care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive 
periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug- 
related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres,  in 


several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and 
severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common 
reactions  are  dry  mouth,  drowsiness  and 
sedation.  Constipation,  dizziness,  head- 
ache, and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish 
with  continued  therapy.  The  following  re- 
actions have  been  associated  with  the  drug, 
some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been 
established).  These  include:  Anorexia, 
malaise,  nausea,  vomiting,  parotid  pain, 
mild  transient  abnormalities  in  iiver  func- 
tion tests;  one  report  of  possible  drug- 
induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving 
clonidine  hydrochloride,  chlorthalidone 
and  papaverine  hydrochloride. 

Weight  gain,  transient  elevation  of  blood 
glucose,  or  serum  creatine  phospho- 
kinase;  congestive  heart  failure,  Raynaud’s 
phenomenon;  vivid  dreams  or  nightmares, 
insomnia,  other  behavioral  changes,  ner- 
vousness, restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic 
edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash, 
impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or 
burning  of  the  eyes,  dryness  of  the  nasal 
mucosa,  pallor,  gynecomastia,  weakly 
positive  Coombs’  test,  asymptomatic  elec- 
trocardiographic abnormalities  manifested 
as  Wenckebach  period  or  ventricular 
trigeminy. 

Overdosage: Profound  hypotension,  weak- 
ness, somnolence,  diminished  or  absent 
reflexes  and  vomiting  followed  the  acci- 
dental ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from 
19  months  to  5 years  of  age.  Gastric  lavage 
and  administration  of  an  analeptic  and 
vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals 
usually  abolishes  all  effects  of  Catapres 
(clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres,  brand  of  cloni- 
dine hydrochloride,  is  available  as  0.1  mg 
(tan)  and  0.2  mg  (orange)  oval,  single- 
scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full 
prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  GmbH 
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Marbellaisn’ía  professional 
medical  building... 

It’s  a building  preferred  by 
the  medical  profession. 

Marbella  isn't  a professional  medical  building.  Yet  many 
doctors  prefer  to  live  at  Marbella.  Why?  There  should  be  more 
than  one  reason.  For  example,  you  can  now  buy  a luxurious 
apartment  at  Marbella  with  no  down  payment. 

Right  on  the  beach.  Also  Marbella  offers  you  relaxing 
beachlife  during  the  day,  and  the  real  excitment  of 
Isla  Verde's  fun  nights.  For  more  information,  consult 
one  of  our  doctors.  There  are  1 5 of  them  already  living  here. 

Come  for  a check  up. 

EL  PRIMER  CONDOMINIO  SIN  PRONTO  PAGO 

Marbella  del  Caribe 

Nuestras  oficinas  de  ventas  están  abiertas  de  10  AM  a 6 PM 
TELS.  791-2122/791-2639 
Al  lado  del  Hotel  San  Juan 
en  Isla  Verde. 


Realtor 


LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALL  THE  RIGHT 
REASONS. 


• prompt  and  specific  action 

• documented  benefit- to^risk  ratio 


three  dosage  strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  1 0 mg  t.i.d.  or  q./.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.I.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg  — bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg  — bottles  of  1 00  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  Mew  Jersey  07110 


LIBRIUM 


@ 


chlordiazepoxide  HCI/Roche 
5mg,10mg,  25mg  capsules 


Please  see  following  page. 


LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALL  THE  RIGHT 
REASONS. 


Yesterday’s  decision  to  use  Librium  for  a clinically  anxious 
patient  was  based  on  several  good  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patient’s  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS' 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefit-tO'tisk  ratio.  And  Librium  is  used  concomitantly  with  such  drugs 
as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 

It’s  a good  choice.  For  today.  And  tomorrow. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY  ] 

LIBRIUM 

chlordiazepoxide  HCI/Rochcj 

V I 

Please  see  preceding  page  for  summary  of  product  informatioi  J 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency  ; 
and/or  severity  of  grand  mal  seizures  may  / 
require  increased  dosage  of  standard  anti-  J 
convulsant  medication;  abrupt  withdrawal  Ij 
may  be  associated  with  temporary  in-  i 
crease  in  frequency  and/or  severity  of  * 
seizures.  Advise  against  simultaneous  in-  I 
gestión  of  alcohol  and  other  CNS  depres-  I 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  j 
occurred  following  abrupt  discontinuance  j 
(convulsioné,  tremor,  abdominal  and  mus-  -i; 
cle  cramps,  vomiting  and  sweating).  Keep  f| 
addiction-prone  individuals  under  careful  d 

\ 
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respond  to  one 


I According  to  her  major 
jymptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
;essive  anxiety,  is  often  accom- 
3anied  by  depressive  symptom- 
atology. Valium  (diazepam) 

:an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
i ieved,  the  depressive  symp- 
I :oms  associated  with  it  are  also 
i aften  relieved. 

[ There  are  other  advan- 
;ages  in  using  Valium  for  the 
management  of  psychoneu- 
•otic  anxiety  with  secondary 
depressive  symptoms;  the 
Dsychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  /i.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


^áliutrí 


2-mg,  5-mg,  10-mg  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

! Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
: ployed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Fkmous  Fighters 


NEOSPORIN*  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporln®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base), 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS;  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affecfed,  especially  if  the  patien*  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  m the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
foxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML 
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antifungal 


It’s  plain  to  see  that  you  need  more  than 
an  ordinary  topical  steroid  to  clear  a 
dermatitis  infected  with  fungi  or  bacteria. 

Vioform-Hydrocortisone,  with  its  four- 
way action,  provides  the  kind  of  comprehen- 
sive therapy  many  common  dermatoses* 
require. 

-This  drug  has  been  evaluated  as  possibly  effective  for  these  indi- 
cations. See  brief  prescribing  information. 

Vioform-Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 

"Possibly”  effective:  Contact  or  atopic  dermatitis;  impetigi- 
nized  eczema;  nummular,  eczema;  infantile  eczema;  endoge- 
nous chronic  infectious  dermatitis;  stasis  dermatitis;  pyoderma; 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata;  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani); 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or  any  of  its  ingredi- 
ents or  related  compounds;  lesions  of  the  eye;  tuberculosis  of  the 
skin;  most  viral  skin  lesions  (including  herpes  simplex,  vaccinia, 
and  varicella). 

WARNINGS 

This  product  is  not  for  ophthaimic  use. 

In  the  presence  of  systemic  infections,  appropriate  systemic  anti- 
biotics should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  fe- 
males has  not  been  established.  Therefore, 
they  should  not  be  used  extensively  on  preg- 
nant patients  in  large  amounts  or  for  pro- 
longed periods  of  time. 


PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain. 

If  used  under  occlusive  dressings  or  for  a prolonged  period,  watch 
for  signs  of  pituitary-adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at  least  one  month 
after  discontinuance  of  therapy  before  performing  these  tests.  The 
ferric  chloride  test  for  phenylketonuria  (PKU)  can  yield  a false- 
positive result  if  Vioform  is  present  in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burning,  irritation, 
pruritus.  Discontinue  if  untoward  reaction  occurs.  Rarely,  topical 
corticosteroids  may  cause  striae  at  site  of  application  when  used 
for  long  periods  in  intertriginous  areas. 

DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times  daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearyl  alcohol,  cetyl  alcohol, 
stearic  acid,  petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  5 and  20  Gm.  Ointment,  3%  iodochlorhydroxyquin 
and  1%  hydrocortisone  in  a petrolatum  base;  tubes  of  5 and  20  Gm. 
Lotion,  3%  iodochlorhydroxyquin  and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic  acid,  cetyl  alcohol,  lanolin, 
propylene  glycol,  sorbitan  trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume  Flora  in  water;  plastic 
squeeze  bottles  of  15  ml.  Miid  Cream,  3%  iodochlorhydroxyquin 
and  0.5%  hydrocortisone  in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petrolatum,  sodium 
lauryl  sulfate,  and  glycerin  in  water;  tubes  of  Vz  and  1 ounce. 

Miid  Ointment,  3%  iodochlorhydroxyquin  and  0.5%  hydrocortisone 
in  a petrolatum  base;  tubes  of  Vz  and  1 ounce. 

Consuit  compiete  product  iiterature  before  prescribing. 

GIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  2/5007  i? 

Vioform- 


Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 


Another  fact... 
the  most  widely 
prescribed  form... 
20  Gm  cream 
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EXPERIENCE  WITH  THE  IMPLANTATION 
OF  ATOMIC  PACEMAKERS 


Héctor  F.  Rodriguez,  MD,  FACP,  FACC 
V ictor  Solis,  MD 
V ictor  Carlo,  MD 
Evelyn  Cintron,  MD 


In  the  last  fifteen  years  the  implantation  of 
permanent  pacemakers  for  cardiac  stimulation 
has  become  a well  established  and  frequently  life- 
saving procedure.  It  may  be  safely  said  that  cardiac 
pacing  bas  definitely  passed  the  test  of  time,  being 
one  of  the  major  advances  in  cardiology.  Since 
1958  when  the  first  pacemaker  was  implanted,  ap- 
proximately 120,000  units  have  been  used  and  as  of 
1972,  90,000  (75  percent)  of  these  patients  were 
still  living  (1),  while  other  studies  have  shown  that 
only  50  percent  of  unpaced  complete  heart  block 
patients  survive  after  ten  months.  During  that  period 
of  time  technics  for  electrode  placement  have  im- 
proved, pacemaker  generators  have  become  more  re- 
liable, and  indications  for  pacing  have  expanded.  In 
the  early  days  tlie  only  cardiac  disturbance  accepted 
as  an  indication  for  a pacemaker  was  symptomatic 
complete  atrioventricular  (AV)  block.  At  the  present 
time  intermittent  complete  block  accounts  for  two 
thirds  of  cases;  other  indications  include  sinus  arrest, 
the  sick  sinus  syndrome  (tachy-bradyarrythmias),  second 
degree  AV  Block,  syncope  due  to  suspected  intermittent 
complete  heart  block  (bifascicular  blocks),  and  certain 
tac  hy  arry  thin  ias. 

Table  1 shows  the  number  of  pacemakers  implanted 
each  year  in  the  Cardiorenal  Division  of  the  Ponce  Dis- 
trict Hospital  as  well  as  the  age  and  sex  distribution 
of  the  patients.  Up  to  October  1974  a total  of  152 
pacemakers  had  been  implanted  in  109  patients;  66 
of  whom  were  males  and  43  females.  Of  the  109 
patients,  only  21  or  19.3  percent  had  died.  Table  II 
illustrates  the  indications  for  pacing  in  this  series; 
these  are  similar  to  those  of  other  reports  (2-5). 

When  cardiac  pacing  was  initiated,  the  available 
electrodes  were  epicardial,  requiring  a thoracotomy 


From  the  Cardiorenal  Division  of  the  Ponce  District  Hos 
pital,  Ponce,  Puerto  Rico. 

Presented  at  the  Annual  Meeting  of  the  Southern  Puerto 
Rico  Medical  Academy,  December  1974. 


and  cardiac  stimulation  was  carried  out  by  fixed-rate 
generators,  i.e.  continuous  stimulus  at  a preset  rate. 
Fixed-rate  pacing  however,  led  frequently  to  com- 
petition in  cases  in  whom  atrioventricular  conduc- 
tion was  re-established  or  in  whom  ventricular  extra- 
systoles appeared.  At  present  most  of  the  gen- 
erators utilized  are  noncompetitive  of  the  ventricular 
inhibited  (demand)  type  and  the  electrodes  are  en- 
docardial, utilizing  the  venous  approach  and  fixing 
the  electrode  in  the  right  ventricular  cavity.  An 
epicardial  electrode  system  is  still  preferred  in  chil- 
dren and  young  adults  in  whom  the  risk  associated 
with  thoracotomy  is  less  than  in  the  elderly,  and 
pacing  is  generally  more  effective.  In  the  last  year 
a new  myocardial  electrode  has  been  introduced  by 
Medtronic,  a “screw-in”  lead  (model  6917)  which 
requires  no  thoracotomy;  this  electrode  has  been  used 
in  several  of  the  patients  in  this  series  with  good 
results  and  no  complications  except  for  transient  peri- 
carditis. 

As  previously  stated  the  generator  generally  used 
is  still  the  Medtronic  demand  (R-inhibited)  pacer  of 
tbe  Mallory  mercuric  oxide-zinc  type,  although  a new 
model  (Model  5944)  which  the  manufacturers  claim 
will  last  five  years  as  a result  of  variations  in  its  loss 
of  energy  is  being  used  also. 

Eighty  percent  of  pacemakers  fail  because  of  bat- 
tery exhaustion.  The  two  year  life  expectancy  of  the 
conventional  pacemaker  became  increasingly  inadequate 
when  it  was  demonstrated  that  although  10-15  percent 
of  patients  die  within  the  first  year,  50-60  percent 

are  alive  at  the  end  of  five  years.  Therefore,  as  most 

of  the  early  technical  problems  were  solved  the  over- 
riding consideration  became  the  improvement  of  bat- 
tery life.  Although  the  operation  to  replace  the 
generator  is  a minor  procedure  if  the  electrode  is 

all  right,  it  is  also  true  that  there  is  an  added  risk 

of  infection  with  each  operation,  and  the  hospitaliza- 
tion and  medical  fees  as  well  as  the  cost  of  the  pace- 
maker represent  a considerable  expense.  Further- 
more, many  patients  have  definite  psychological  re- 
sistance to  repeated  reminders  of  their  handicaps. 
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TABLE  I 

CARDIORENAL  DIVISION 
PONCE  DISTRICT  HOSPITAL 

AGE  AND  SEX  DISTRIBUTION  AND  NUMBER  OF  PERMANENT  PACEMAKERS 
IMPLANTED  EACH  YEAR  (1966  - 1974) 


1966 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

Totals 

Pacemakers 

Implanted 

1 

3 

10 

13  a 

19  b 

35  c 

23  d 

21  e 

27  f 

152 

Total  number 

of  Patients 

1 

4 

14 

25 

41 

66 

79 

89 

109 

109 

Men 

1 

2 

7 

6 

12 

19 

11 

10 

12 

Women 

- 

1 

3 

7 

7 

16 

12 

11 

15 

Average  Age 

84 

72 

72.5 

71 

73 

65.5 

70 

67 

62 

Age  Range 

84 

62-77 

59-90 

27-91 

58-81 

17-92 

52-84 

19-91 

11-85 

Deaths  by  Years 

- 

1 

3 

5 

4 

3 

1 

1 

3 

21 

a.  II  new  patients;  2 changed 

b.  16  new  patients;  3 changed 

c.  25  new  patients;  10  changed 


d.  13  New  patients;  10  changed 

e.  10  New  patients;  II  changed 

I Atomic  Pacemaker  (7173) 

f.  20  New  patients;  7 changed 

I Atomic  Pacemaker  (1174) 


TABLE  II 

INDICATIONS  FOR  PERMANENT  CARDIAC  PACING 


Symptomatic  3rd  Degree  Heart  Block  77 

Bifascicular  Block  with  Syncope  11 

Myocardial  infarction  with  3rd.  AV  Block  5 

Atrial  Fibrillation  with  Slow  Ventricular  Rate  5 

Congenital  Complete  Heart  Block  5 

“Sick  Sinus”  Syndrome  3 

WPW  with  Complete  Heart  Block  2 

Myocardial  Infarction  and  Persistent  Sinus  Arrest  1 

TOTAL  - 109 


and  often  develop  marked  anxiety  when  the  time  for 
replacement  gets  closer.  And,  of  course,  for  younger 
patients,  faced  with  a lifetime  of  pacing,  repeated 
surgical  interventions  in  the  same  area  is  far  from 
ideal. 


As  a result  of  all  these  considerations,  the  pos- 
sibility of  using  the  energy  of  radioactive  decay  to 
provide  long-lived  implantable  electric-power  source 
for  cardiac  pacemakers  was  considered  and  culminated 
in  the  development  of  the  nuclear-powered  cardiac 
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Figure  1.  Case  I A.  R.  G,  — Electrocardiogram  showing 
complete  atrioventricular  block  (congenital)  prior  to  cardiac 


pacing. 


pacemaker,  which  was  first  implanted  in  April  27, 
1970  at  Broussais  Hospital,  Paris,  France  by  Laurens 
and  Piwnica. 

It  is  the  purpose  of  this  communication  to  report 
two  cases  of  congenital  complete  heart  block  in  whom 
radioisotope  powered  cardiac  pacemakers  were  success- 
lully  implanted. 


Case  Reports 

Case  I 

A.  R.  G.  No.  182-133,  a 21-year  old  male  was  found 
to  have  a congenital  complete  atrioventricular  block  in  1%.'5. 
He  was  asymptomatic  and  treated  conservatively  at  Ponce 
District  Hospital.  In  1970  cardiac  catheterization  was  per- 
formed and  hemodynamic  studies  were  all  within  normal 
limits.  Subsequently  he  began  to  complain  of  dizzy  spells 


and  shortness  of  breath,  and  a chest  X-ray  disclosed  cardiac 
enlargement.  In  May  21,  1971  a pacemaker  was  implanted 
via  a thoracotomy  and  epicardial  electrodes  were  connected 
to  a demand  pacemaker  (see  electrocardiograms  before  and 
after  cardiac  pacing  and  X-rays  of  epicardial  electrodes  and 
pulse  generators.  Figures  1-4).  Two  years  after  the  first 
pacemaker  was  implanted,  a replacement  of  generator  was 
required,  - the  atomic  unit  was  available  and  the  con- 
ventional generator  was  replaced  by  the  isotopic  one(3R00036) 
in  July  5,  1973  (Figure  5).  This  was  the  first  atomic 
pacemaker  implanted  in  Puerto  Rico.  The  patient  has  been 
in  excellent  conditions  since  then  being  followed  closely 
according  to  regulations  of  the  research  study.  No  com- 
plications have  occurred  and  no  untoward  effects  from  the 
nuclear  material. 

Case  2 

L.  R.  C.  No.  378-064  - a 25-year  old  baseball  player 
(member  of  the  Puerto  Rican  National  Team)  was  referred 
to  the  Cardiorenal  DivLsion  from  the  University  Hospital 
in  San  Juan,  P.  R.,  with  tlie  diagnosis  of  complete  atrio- 
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Figures  2-3:  Demonstrate  conventional  cardiac  pacema- 
ker with  X-ray  of  abdomen  disclosing  pulse  generator  in  the 
left  lower  quadrant  of  the  abdomen  and  its  leads  which  are 
implanted  in  epicardium  of  left  ventricle  (see  lateral  view 
of  chest. 


ventricular  block  in  January  1974.  The  patient  had  de- 
veloped chest  discomfort  and  dizzy  spells  and  an  electro- 
cardiogram (see  Figure  6)  establislied  the  diagnosis.  An  endo- 
cardial electrode  was  inserted  and  connected  to  a tem- 
porary pacemaker  and  the  patient  was  then  transferred  to 
our  institution  for  implantation  of  a permanent  pacema- 
ker. 

This  was  carried  out  January  28,  1974,  again  utilizing 
epicardial  electrodes  via  a left  thoracotomy.  The  isotopic 
generator  (3R 00261)  functioned  well  and  the  post-operative 
course  was  satisfactory  except  for  the  development  of  a post- 
cardiotomy  syndrome  two  weeks  after  surgery  which  was 
controlled  with  salicylates.  The  young  man  has  returned 
to  normal  activity  and  is  again  playing  baseball.  (See  Figure 
7 which  indicates  satisfactory  stimulus  by  atomic  pacemaker). 


Discussion 

The  medical  use  of  plutonium  (radioactive  pluto- 


nium 238),  the  radioisotope  selected  hy  most  groups 
is  controlled  by  the  Atomic  Energy  Act  of  1954. 
It  was  not  until  June  30,  1972  that  the  Atomic  Energy 
Commission  (AEG)  granted  pennission  for  limited  cli- 
nical applications  of  the  isotopic  pulse  generator  at 
the  Veterans  Administration  Hospital  in  Buffalo,  New 
York.  In  the  spring  of  1973  Medtronic  Inc.  was  autho- 
rized to  expand  the  use  of  nuclear-powered  pacemakers 
in  the  United  States,  allowing  the  use  of  480  units 
over  a period  of  two  years.  The  Cardiorenal  Division 
of  the  Ponce  District  Hospital  was  the  first  institution 
in  Puerto  Rico  granted  one  of  the  AEC  special  licenses 
and  three  atomic  pacemakers  were  assigned,  two  of 
which  have  already  been  implanted  successfully. 

The  design  concept  of  the  nuclear  powered  battery 
includes  the  radioisotope  fuel  capsule  that  provides 
heat  from  the  decay  of  the  contained  isotope  which 
is  a 150  mg.  pellet  of  Pu-238  - an  alpha  (that  is, 
helium  nuclei)  emitter.  The  radioactive  pellet  is 
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Figure  4;  Film  of  isotopic  generator. 

sealed  in  a double  walled,  tantaluin-platinuin  (•a})sule 
to  which  a thermopile  (thermal  to  electrical  con- 
vertor) is  connected  (Figure  H).  Heat  from  the 
radioisotope  is  converted  into  electricity  hy  the  ther- 
mopile to  provide  tlie  required  power  lor  the  pace- 
maker. The  half-life  of  Pu238  is  87  years.  Natural 
and  accelerated  aging  tests  have  indicated  that  the 
output  of  tlie  generator,  like  the  thermal  output  of 
the  fuel  cell  will  decrease  in  a gradual  and  pre- 
dictable way.  The  estimated  deerea.se  in  tliermal 
output  is  only  4 percent  in  10  years.  Even  a pe.s- 
simistic  estimate  of  a decrease  of  20  percent  would 
lower  the  output  power  which  is  at  least  250  micro- 
watts, to  200  microwatts,  still  adequate,  for  K)0 
microwatts  are  required  for  the  pulse  generator  to 
operate  correctly.  Thus,  the  anticipated  operating 
lifetime  of  at  least  10  years  is  a con.servative  esti- 
mate. 

Kegarding  safety  testing,  the  battery  has  exhibited 
a high  degree  of  nuclear  safety  and  is  expected  to 
produce  no  hazard  to  the  patient.  Ihis  has  been 
achieved  hy  the  previously  mentioned  shielding  ol  the 
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radioisotof)e  which  contains  ninelv-nine  percent  of  llu' 
emitted  radiation.  At  the  pacemaker’s  surface',  radiation 
emission  is  that  of  a wrislwateh  with  a luminous 
(radium)  dial.  Over  a one-year  period,  the  radiation 
at  the  skin  is  equivalent  to  that  ge'tierated  in  a 
single  diagnostic  chest  X-ray.  The  tmelear  safety 
was  further  attested  hy  extensive  testitig;  fires  with 
temperatures  reaching  1300  0 (2400  F);  airplane, 
train,  and  automobile  impact  accidents;  corrosive  <'n- 
vironments;  crushing  accidents;  and  gunshot  accidents. 
This  testing  has  demonstrated  that  the  radioi.sotope 
is  absolutely  contained  under  all  operating  and  cre- 
dible accident  conditions. 

riie  program  is  been  conducted  under  the  guidelines 
established  hy  the  United  Stat»‘s  Atomii'  Energy 
(iotTimission.  A detaile<l  protocol  has  been  developed 
which  includes  criteria  nigarding  patient  selection  (es- 
tablished medi(  al  ne<‘d  for  medical  pacing;  an  cistitnated 
life  expectancy  of  over  10  years  and  careful  orienta- 
tion of  the  patimit,  informing  him  or  her  of  risks 
ol  radiation  exposure,  that  this  pacemaker  is  still 
under  clinical  investigation  and  that  eonventicnial  po- 
wered generators  are  available.  I'he  patient  must  agree 
to  the  requirements  of  the  AEC  that  he  wear  an 
identification  bracelet  and  a i;ard,  as  well  as  his  obliga- 
tions for  follow-up,  and  removal  and  recovery  of  the 
pacemaker  in  case  of  death. 

In  November  1074  Medtronic,  Inc.  Manufacturers 
of  Isotopic  Pulse  Generator  Eaurens-Alcatel  Model 
0(H)()  submitted  a report  evaluating  the  clinical  experien- 
ce of  the  entire  investigational  study  (6).  Dp  to 
Oct.  I,  1074,  272  nuclear  powered  generators  had  been 
inq)lanted  in  181  males  and  01  females.  (Comparison 
ol  the  ages  of  the  nuclear  and  chemically  powered 
control  group  revealed  a significantly  younger  nuclear 
group  (48.7  years  ol  age  for  atomic  pacemaker  hearers 
and  07.5  years  for  the  chemically  powered  pacemaker 
subjects)  and  as  illustrated  hy  our  two  reported  cases 
there  is  a much  higher  percentage  of  patients  with 
congenital  heart  block  in  the  nuclear  group  than  in 
the  older,  conventional  pacers.  These  findings  are 
naturally  attributed  to  the  tendency  to  utilize  nuclear 
powered  pactmiakers  in  subjects  with  a higher  life 
(;xpectancy. 

Analysis  of  the  oixurrence  of  adver.se  side  effects 
to  patients  revealed  that  most  complications  were  lead 
related  (21  of  28  complication  in  the  272  patients), 
and  tlie  others  were  due  to  wound  infection.  There 
has  been  one  pulse  generator  failure,  a unit  with  a low 
output  pulse  requiring  explantation.  Analysis  of  the 


283 


Volumen  67 
Núm.  10 


Héctor  F.  Rodríguez,  MD,  FACT,  FACC,  et  al 


Figure  5:  Lase  I A.  R.  G.  - Electrocardiogram  showing 
now  effective  capture  by  isotopic  pacemaker  at  a rate  of 
70  per  minute. 


generator  revealed  device  failure  in  a coniu'ctor  and  not 
in  the  isotopic  power  source  or  the  generator’s  circuitry  . 
Nine  patients  have  died  in  the  atomic  pacemaker  group 
of  272  patients,  7 of  causes  unrelated  to  the  pace- 
maker and  2 of  unknown  causes.  In  a control  group 
of  1 9H  patients  with  chemically  powered  groups  in 
the  .same  period  of  time  there  were  22  deaths  - 12  of 
unrelated  causes  and  in  It)  no  information  was  availairle 
as  to  the  cau.se  of  death. 

Ihus,  the  available  data  at  this  time  shows  that  the 
Medtronic  Model  9000  nuclear  powered  pacemaker  is 
as  reliable  as  the  chemically  powered  generators  and 
that  complications  are  as  iufrecjuent  as  in  the  conventio- 
nal ones.  Our  feeling  is  that  the  atomic  pacemaker 
holds  great  promise  in  the  solution  of  the  problem 
of  short  life-.span  of  chemically  powered  hatterit's,  al- 


though its  use  will  he  maitdy  in  younger  patients 
such  as  the  two  reported  here. 

Suininary 

fermanent  cardiac  pacing  has  become  the  treat- 
ment of  choice  for  many  cardiac  patients  yvith  con- 
duction defects  as  technological  problems  related  to 
the  pulse  generator  and  pacing  leads  have  been  gra- 
dually solved.  The  demand  lor  units  with  longer 
operating  lifetimes  has  led  to  the  development  of  a 
nuclear  powered  pacemaker  utilizing  plutonium  (PU- 
2.58)  as  the  source  of  energy.  Two  patients  with 
congenital  heart  block  successfully  treated  by  the 
implantation  of  the  new  atomic  pacemaker  (Medtronic’s 
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of  complete  heart  block. 


Figure  7;  Case  2,  L.  R.  C.  — Tracing  taken  after  isotopic 
cardiac  pacemaker  was  implanted;  it  shows  effective  stimulus 
by  generator. 


Laurens-Alcatel  Model  9000)  are  reported  in  this  eom- 
inunication.  Some  teehnical  aspects  ot  the  isotopic 
pulse  generator  as  well  as  preliminary  results  in  the 
investigational  study  are  presented. 


Resumen 

El  uso  de  marcapasos  cardíacos  pennanentes  es  el 
tratamiento  indicado  para  muchos  pacientes  cardía<  os 


con  defectos  de  conducción  a medida  (pie  los  prohlc- 
mas  técniosc  relacionados  con  el  generador  y los 
electrodos  han  sido  solucionados.  I,a  demanda  dc' 
unidades  con  un  ttTinino  de  vida  mayor  ha  Ih'vado 
al  desarrollo  de  un  marcapaso  atómico  utilizando  plu- 
tonio (l'll-23H)  como  fuente  de  energía.  Dos  pa- 
cientes con  hlocpieo  cardíaco  de  tipo  congenito,  tra- 
tados con  f'xito  con  el  niii'vo  generador  nuclear,  .son 
reportados  en  este  artículo.  Algunos  aspectos  téc- 
nicos del  nuevo  marcapa.sos  así  como  resultados  pre- 
liminares del  (estudio  son  informados. 
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Figure  8:  Vital  components  of  the  Medtronic  nuclear 

pacemaker:  plutonium  23B  capsule  (center),  electronic  cir- 

cuitry (lower  left),  hermetically  sealed  titanium  shield  (upper 
center)  and  lead  connectors  which  deliver  stimulus  to  the 
heart  (lower  right). 


ASPECTOS  OUIRIJRGICOS  DEL 
IMPLANTE  DE  MARCAPASOS: 

Reporte  de  tres  casos  de  marcapasos 
atómicos  implantados 

Jorge  O.  Just  Viera,  M.D. 
Laureano  Giráldez,  M.D. 


Los  defectos  en  la  conducción  cardiaca  especial- 
mente bloqueo  completo  atrioventricular  urgen 
tratamiento  con  marcapasos. 

Ya  sobrepasan  de  quinientas  el  número  de  estas 
unidades  implantadas  en  Puerto  Rico,  pero  escasean 
informes  sobre  nuestros  resultados. 

Por  este  motivo  deseamos  compartir  nuestra  ex- 
periencia en  pacientes  con  marcapasos  en  hospitales 
privados  de  San  Juan  por  un  solo  cirujano  torácico. 
Presentaremos  los  resultados  de  implantes  por  vía 
endovenosa  y transtorácica.  Deseamos  también  in- 
formar sobre  nuevos  adelantos  técnicos  como  lo  es 
el  generador  atómico  y el  electrodo  epicárdico  en 
fonna  de  tirabuzón. 

Métodos  y Materiales 

Fueron  revisados  los  expedientes  clínicos  de  59  pacientes 
tratados  con  marcapasos  entre  1969  y 1973.  En  38,  la 
cirugía  inicial  incluyó  implante  del  electrodo  y generador. 
Se  utilizó  la  vía  endovenosa  en  24  casos  y la  vía  transtorácica 
en  14.  Los  restantes,  es  decir  21  pacientes,  fueron  tratados 
con  cambio  de  generador.  En  el  transcurso  de  este  intervalo 
varios  pacientes  tuvieron  múltiples  reemplazos  de  ai  gene- 
rador. 

Fueron  tabuladas  y analizadas  las  indicaciones  para  inter- 
vención, las  complicaciones  quirúrgicas  y el  tipo  de  marca- 
pasos  utilizado.  También  observamos  las  indicaciones  pro- 
filácticas recomendadas  para  los  cambios  de  generador  por 
la  compañía  manufacturera. 

Sistemáticamente,  los  pacientes  recibieron  un  tratamiento 
sistémico  e irrigación  local  con  antibióticos  desde  el  día 
anterior  a la  operación,  hasta  aproximadamente  dos  semanas 
después. 

Resultados 

La  primera  tabla  muestra  las  edades  de  los  pacientes 


Del  Departamento  de  Cirugía,  Hospital  Auxilio  Mutuo, 
Hato  Rey,  Puerto  Rico. 


intervenidos  por  vez  primera.  La  edad  promedio  fue 
de  67  años  y la  mayoría  de  los  pacientes  tenían  más 
de  60  años. 

El  diagnóstico  preoperatorio  incluyó  distintas  mani- 
festaciones de  conducción  anómala  (Tabla  II).  Dos 
categorías  principales  constituyeron  las  indicaciones 
para  implante  de  marcapasos  permanente:  bloqueo 
completo  y bloqueo  incompleto. 

Los  síntomas  observados  más  frecuentemente  fue- 
ron síncope  (21),  fallo  congestivo  (11)  y mareos  (4). 
Hubo  tres  pacientes  con  bloqueo  post  infarto,  mien- 
tras 6 pacientes  estaban  asintomáticos,  pero  presen- 
taron una  frecuencia  baja.  En  cuatro  pacientes 
hubo  bloqueo  trifascicular  y un  paciente  con  bloqueo 
congénito. 

En  16  ocasiones  la  utilización  de  un  marcapasos 
temporero  corrigió  las  consecuencias  adversas  inme- 
diatas de  la  arritmia  y controló  el  ritmo  cardíaco 
durante  cirugía.  Esta  ayuda  terapéuticas  tuvo  seis 
complicaciones  en  cuatro  pacientes,  ninguna  de  las 
cuales  fue  significativa  (Tabla  III). 

Nuestro  estudio  refleja  la  preferencia  en  Puerto 
Rico  por  los  generadores  tipo  Medtronics.  Se  utili- 
zaron en  todos  los  pacientes  excepto  en  uno  con 
bloqueo  congénito  donde  se  utilizó  un  equipo  General 
Electric  (Tabla  IV).  El  electrodo  utilizado  para  los 
implantes  por  vía  endovenosa,  siempre  fue  el  mismo, 
el  5819.  Variaron  los  generadores  según  han  sido 
introducidos  los  distintos  adelantos  técnicos. 

En  la  Tabla  V (a,  b y c)  se  detallan  las  complica- 
ciones encontradas  al  implantar  el  electrodo  por  vía 
endovenosa,  transtorácica  y durante  reemplazo  de  ge- 
nerador. 

Las  complicaciones  observadas  con  el  implante  de 
los  electrodos  por  vía  endovenosa,  se  clasificaron  prin- 
cipalmente en  arritmias  y desplazamiento  del  electro- 
do. Las  arritmias  fueron  controladas  sin  dificultad 
con  tratamiento  médico  o cedieron  espontáneamente. 
Los  casos  de  desplazamiento  del  electrodo  fueron  7 
(29  por  ciento  del  total  de  endovenosos),  pero  hay 
que  tener  en  cuenta  que  se  incluyeron  todos  los  ca- 
sos, es  decir,  los  que  dieron  lugar  a medidas  tera- 
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TABLA  I 

IMPLANTE  DE  MARCAPASOS 

PACIENTES  CON  IMPLANTES  INICIALES  DE  ELECTRODO  Y GENERADOR  (TOTAL  38) 


Edad  en  Años 

Número  de  Casos 

10-20 

1 

21-30 

0 

31-40 

1 

41-50 

4 

51-60 

3 

61-70 

11 

71-80 

9 

81-90 

7 

91  o más 

2 

Edad  Promedio  67  años 

TABLA  II 

IMPLANTES  DE  MARCAPASOS 

1.  DIAGNOSTICO  PREOPERATORIO  E INDICACIONES  PARA  EL  PROCEDIMIENTO 

Tipo  de  Bloqueo 

Número  de  Pacientes 

1.  Bloqueo  completo 

32 

a)  permanente 

20 

b)  intermitente 

6 

11.  Bloqueo  incompleto 

6 

a)  permanente 

4 

b)  intermitente 

2 

péuticas  serias  subsiguientes  y aquellos  que  fueron 
corregidos  sin  problema  por  medio  de  manipulación 
mínima. 

En  5 de  estos  pacientes,  hubo  necesidad  luego  de 
cambiar  el  sistema  endovenoso  a uno  transtorácico. 
Uno  de  estos  casos  se  manifestó  con  desplazamiento 


repetido  del  electrodo  que  ocurrió  al  mes  de  implan- 
tada la  unidad.  En  otros  dos  casos  se  produjo  una 
perforación  tardía  del  ventrículo  derecho,  en  uno  a 
las  seis  semanas  del  implante  y en  otro  a los  tres 
meses.  El  primero  demostró  captura  intermitente, 
el  segundo  ausencia  total  de  captura.  En  nuestra 
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TABLA  lU 

1.  IMPLANTE  DE  MARCAPASOS  TEMPORERO  ( 16  PACIENTES  ) 


Complicac  iones 

Número 

Prematuros  atriales 

1 

Perforación  ventrículo  derecho 

1 

Captura  ocasional 

1 

Perforación  tabique  auricular  derecho 

1 

Infección  herida 

1 

Bloqueo  intermitente  por  de^lazamiento  electrodo 

1 

Tiempo  promedio  de  uso 

4 días 

TABLA  IV 

IMPLANTE  DE  MARCAPASOS 

I.  TIPO  DE  MARCAPASOS  UTILIZADO  POR  PRIMERA  VEZ 

Generador 

Electrodo 

Núm.  Casos 

Intravenosos 

24 

5944 

5 

5942 

15 

5870 

1 

5842 

3 

5819 

24 

Transtorácicos 

14 

G.E.  dual  rate 

1 

5%1 

1 

5944 

3 

5942 

7 

5862^ 

1 

5842 

1 

6917 

14 

( tirabuzón) 

Total 

38 

11.  TIPO  DE  GENERADOR  UTILIZADO  EN  REEMPLAZOS 

G.E.  dual  rate 

1 

5944 

8 

5942 

6 

5862 

2 

5818 

1 

9000A 

3 
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TABLA  V (A) 

IMPLANTES  DE  MARCAPASOS 

COMPLICACIONES  DE  MARCAPASOS  ENDOVENOSOS  PERMANENTES 


Arritmias  después  de  cirugía 

10 

Prematuros  atriales 

3 

Prematuros  ventriculares 

3 

P'ibrilación  atrial 

2 

Taquicardia 

1 

Bloqueo  rama  derecha 

1 

Desplazamiento  del  electrodo 

7 

con  bloqueo  intemiitente 

5 

con  perforación  tardía  del  ventrículo  derecho 

2 

* ■■  Número  de  pacientes  con  complicaciones  - 9 


TABLA  V (B) 

IMPLANTES  DE  MARCAPASOS 

L COMPLICACIONES  DE  IMPLANTES  TRANSTORACICOS  INICIALES 


Total  de  casos 

Complicaciones 

Pericarditis  solamente 
Pleuritis  solamente 
Pericarditis  y Pleuritis 

Arritmia 

Extrasístoles  ventriculares 
Flutter  auricular 

Rotura  de  electrodo 
Embolia  pulmonar 
Infección  del  bolsillo 


14 

13 

3 

2 

3 

2 

1 

1 

1 

1 

1 


TABLA  V (C) 

IMPLANTE  DE  MARCAPASOS 

IIL  COMPLICACIONES  RELACIONADAS  CON  REEMPLAZO  DEL  GENERADOR 


Casos 

Complicaciones 

11 

Rotura  de  cable 

3 

Efusión  Pleural 

1 

Arritmia 

3 

Ritmo  competitivo;  cedió  espontáneamente 

1 

Taquicardia;  cedió  espontáneamente 

2 

Desplazamiento  del  electrodo;  se  resolvió  con  manipulación 

1 

. 

NOTA:  Total  de  casos  - 21 
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experiencia  el  desplazamiento  del  electrodo  es  más 
frecuente  cuando  el  corazón  está  agrandado.  Esta 
complicación  ha  ocurrido  hasta  tres  años  después  de 
la  cirugía  inicial. 

El  implante  de  marcapasos  transtorácico  mostró 
como  principal  complicación  la  pleuropericarditis,  aso- 
ciada en  todos  los  casos  con  el  nuevo  electrodo  (6917) 
en  forma  de  tirabuzón.  Se  resolvió  en  todos  los  casos 
con  tratamiento  médico  adecuado.  En  cambio,  al 
revisar  los  casos  de  implantes  transtorácicos  con  el 
electrodo  (5914),  se  asoció  este  tipo  de  electrodo 
con  ruptura,  probablemente  por  problemas  relacio- 
nados con  fatiga  del  metal.  Este  electrodo  fue  usado 
en  implantes  anterior  a 1969.  En  uno  de  los  casos, 
la  ruptura  se  produjo  a nivel  de  la  unión  del  electrodo 
con  el  miocardio.  Eventualmente  esta  complicación 
requirió  substituir  todo  el  sistema  transtorácico  por 
uno  nuevo,  luego  de  identificarse  el  problema  en  sala 
de  operaciones.  ((Foto  1).  Se  manifestó  la  ruptura 
por  captura  intermitente.  Otro  paciente  con  electro- 
do (5914),  que  se  manifestó  por  fallo  de  captura, 
recibió  un  marcapasos  atómico.  Un  tercer  caso  de 
ruptura  del  electrodo,  ocurrió  en  el  paciente  con 
marcapasos  General  Electric.  Hubo  deterioro  de  la 
unión  del  generador-electrodo  y se  fracturó  el  electro- 
do al  manipularse  el  generador  durante  el  reemplazo. 

Un  paciente  para  implante  de  marcapasos  trans- 
torácico se  operó  sin  la  protección  de  un  marcapasos 
temporero.  Por  esta  causa  desarrolló  un  período  de 
asístole  durante  la  operación.  Esta  experiencia  afian- 
zó nuestra  convicción  de  utilizar  sistemáticamente  un 
marcapasos  temporero  durante  el  procedimiento  para 
implantar  el  marcapasos  definitivo.  Otro  paciente 
sufrió  un  episodio  de  Stokes  Adams  durante  ejercicio 
violento,  probablemente  debido  a que  la  práctica  de 
deportes  exigía  a su  corazón  una  frecuencia  mayor 
a la  que  estaba  programada  su  unidad. 

En  toda  nuestra  experiencia  hubo  un  solo  caso 
de  infección.  Ocurrió  en  una  paciente  diabética  un 
año  después  de  implantar  un  marcapasos  transtorá- 
cico. Se  presentó  el  caso  como  eritema  localizado, 
identificándose  un  germen  Gram  negativo  como  cau- 
sante de  la  infección  purulenta.  Finalmente,  el  caso 
fue  resuelto  con  conversión  del  sistema  epicárdico 
a uno  endovenoso.  La  paciente  no  ha  tenido  pro- 
blemas adicionales. 

Después  del  primer  implante  de  la  unidad  y antes 
de  cumplir  el  período  de  duración  del  marcapasos, 
murieron  6 pacientes.  Cuatro  murieron  entre  dos  y 
seis  meses  después  de  la  cirugía;  dos  de  ellos  de  causa 


Marcapasos  - Aspectos  Quirúrgicos 


Foto  1:  Muestra  electrodo  transtorácico  con  fractura  en 
lugar  apuntado  por  la  flecha.  Esta  complicación  aún  no 
ha  ocurrido  con  el  nuevo  electrodo  en  forma  de  tirabuzón. 


desconocida.  Otro  murió  en  edema  pulmonar  y otro, 
de  un  accidente  cerebro  vascular  complicado  con  edema 
pulmonar.  De  los  dos  casos  restantes,  uno  murió  un 
año  después  del  implante,  de  infarto  de  Jiiiocardio  y 
otro,  a los  19  meses,  después  de  tres  episodios  de  fallo 
cardíaco. 

En  tres  pacientes,  los  generadores  iniciales  fueron 
reemplazados  por  un  generador  atómico  modelo  Lau- 
rens-Alcatel  9000  A.  Por  ser  de  interés,  incluimos 
aquí  un  breve  resumen  del  curso  de  estos  tres  pacientes. 

Caso  I 

La  paciente  de  58  años,  maestra,  tuvo  un  implante 
de  marcapasos  a demanda  por  vía  endovenosa,  en 
julio  de  1971.  Los  dinteles  eléctricos  iniciales  fueron 
excelentes  y la  posición  radiológica  del  electrodo  no 
varió.  Por  cambios  en  el  electrocardiograma,  sospecha- 
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mos  infarto  del  miocardio  a los  tres  meses,  cuando  hu- 
bo fallo  de  captura.  Entonces  se  implantó  un  nuevo 
electrodo,  5914,  por  vía  transtorácica.  Los  dinteles 
fueron  de  menos  de  0.5  Mev  y subsiguientemente 
evolucionó  bien. 

El  17  de  octubre  de  1973  aceptó  participar  en  el 
estudio  cooperativo  sobre  marcapasos  atómicos  y el 
generador  químico  fue  reemplazado  por  uno  isotópico. 
El  umbral  bipolar  fue  de  2.0  Mev. 

Caso  2 (Foto  2) 

La  paciente  de  45  años,  maestra  de  enfermería,  fue 
aprobada  por  el  Fondo  del  Seguro  del  Estado  para 
implante  inicial  de  un  marcapasos  transtorácico  con 
electrodo  5914  en  marzo  de  1970.  El  generador 
se  reemplazó  electivamente  en  diciembre  de  1971  sin 
complicaciones. 

El  9 de  enero  de  1974,  aceptó  participar  en  el 
estudio  cooperativo  de  marcapasos  isotópicos  y el 
costo  del  generador  atómico  fue  financiado  por  el 
Fondo  del  Seguro  del  Estado.  En  el  momento  del 
reemplazo  los  dinteles  eléctricos  fueron  de  2.0  Mev 
en  un  electrodo  implantado  tres  años  antes. 

Caso  3 

La  paciente  de  59  años,  tuvo  bloqueo  completo 
tratado  con  implante  de  marcapasos  endovenoso  en 
enero  de  1972.  Desplazamiento  tardío  del  electrodo 
endovenoso  en  dos  ocasiones  forzó  el  implante  de 
un  electrodo  5914  transtorácico  con  dinteles  eléctricos 
satisfactorios. 

Al  presentarse  para  cambio  profiláctico  de  su  gene- 
rador, aceptó  participar  en  el  estudio  y recibió  un 
generador  nuclear  el  15  de  marzo  de  1974. 

Recientemente  ocurrió  fallo  en  captura  del  primer 
generador  isotópico  implantado  debido  a fractura 
de  uno  de  los  electrodos  epicárdicos.  Con  la  ayuda 
del  analizador  Medtronics  fue  resuelto  el  problema, 
al  convertir  el  sistema  bipolar  a unipolar.  Durante 
cirugía  tuvimos  la  oportunidad  de  examinar  el  gene- 
rador atómico  y determinamos  que  en  un  año  con- 
servó toda  su  potencia,  en  13.7  ma,  sin  cambio  al- 
guno. 

Discusión 

Actualmente  bay  en  Norteamérica,  más  de  100,000 
personas  vivas  después  de  un  implante  de  marca- 


Foto  2:  Radiografía  del  tórax  con  la  imagen  del  gene- 
rador atómico.  La  cápsula  radioactiva  es  fácil  de  identificar. 


pasos.  Igualmente  se  calcula,  que  anualmente  por 
cada  millón  de  habitantes,  aproximadamente  100  pa- 
cientes tendrán  implante  inicial  de  marcapasos  y un 
número  similar  tendrá  cambio  del  generador  implan- 
tado (1).  En  Puerto  Rico,  esto  significaría  cerca  de 
600  unidades  al  año. 

Uno  de  los  adelantos  necesarios  para  atender  ade- 
cuadamente a estos  pacientes  es  un  sistema  de  super- 
visión. Esto  no  se  ba  inaugurado  en  Puerto  Rico  a 
pesar  del  número  significativo  de  pacientes  con  mar- 
capasos existentes  en  el  país.  Se  ba  probado  ya, 
que  una  supervisión  estricta  y frecuente  resulta  en 
una  disminución  significativa  de  complicaciones  y un 
aumento  en  la  longevidad  del  generador.  Esta  última 
consideración  es  importante,  ya  que  el  costo  de  estos 
artefactos  es  importante  para  el  sistema  de  salud  del 
país. 

No  existe  duda  de  que  la  utilización  de  un  marca- 
pasos  es  el  tratamiento  indicado  para  el  bloqueo 


292 


Bol.  Asoc.  Méd.  P.  Rico 
Octubre  1975 


cardíaco.  Sin  embargo,  el  procedimiento  no  carece 
de  complicaciones.  Nuestro  grupo  de  pacientes  in- 
cluye ejemplos  de  muchos  de  los  problemas  infor- 
mados en  la  literatura.  La  incidencia  baja  de  infec- 
ción, (ningún  caso  en  el  período  postoperatorio  in- 
mediato y un  solo  caso  que  se  manifestó  un  año 
después),  la  atribuimos  ai  uso  rutinario  de  anti- 
bióticos profilácticos.  Aún  así,  un  cuerpo  extraño 
en  un  diabético,  representa  un  riesgo  constante  de 
infección. 

La  frecuencia  de  desplazamiento  del  electrodo  en  la 
utilización  de  la  vía  endovenosa,  en  ocasiones  tardío 
y repetido,  es  responsable  de  nuestra  preferencia  actual 
por  la  vía  transtorácica.  El  abordaje  anterior,  a través 
del  quinto  cartílago  intercostal,  permite  el  implante 
del  electrodo  6917,  cuya  forma  similar  a un  tirabuzón, 
facilita  colocarlo  utilizando  la  incisión  más  pequeña. 
El  abordaje  transtorácico  minimiza  el  peligro  de  des- 
plazamiento del  electrodo,  y además  disminuye  los 
riesgos  de  infección  por  ser  más  estrictas  las  precau- 
ciones de  técnica  estéril  en  la  sala  de  operaciones. 

La  asociación  entre  el  electrodo  de  tirabuzón  y 
pleuropericarditis  postoperatoria  es  motivo  de  preo- 
cupación. Esta  complicación  se  manifiesta  por  fiebre, 
taquicardia,  y dolor.  Si  bien  pueden  controlarse 
estos  síntomas  con  esteroides  y aspirina,  sin  duda 
incomodan  al  paciente  y alargan  su  hospitalización. 
Habrá  que  determinar  si  la  rotura  del  electrodo  6917 
causará  los  problemas  reconocidos  del  electrodo  5914, 
el  cual,  ciertamente,  ha  mostrado  propensidad  a par- 
tirse en  su  unión  con  el  epicardio.  Recientemente, 
hemos  añadido  hidrocortisona  al  pericardio  durante 
la  cirugía  en  un  intento  de  disminuir  este  problema. 

Otra  ventaja  del  abordaje  transtorácico  no  muy 
apreciada  es  el  hecho  de  que  elimina  la  irradiación 
frecuente  del  personal  de  sala  de  operaciones,  me- 
dida que  evita  los  efectos  acumulativos  adversos. 

Hemos  aceptado  como  nonna  esencial  de  seguri- 
dad la  utilización  de  un  electrodo  temporero  durante 
el  implante  de  un  rnarcapasos  transtorácico.  Su  au- 
sencia en  uno  de  nuestros  pacientes,  resultó  en  un 
período  de  asístole,  que  aunque  de  mínima  duración 
y sin  consecuencias  adversas,  podría  haberse  evitado. 

Aunque  se  desconozca  aún  la  utilidad  final  que 
tendrá  el  generador  nuclear,  es  de  interés  incluir  aquí 
sus  características  esenciales. 

El  generador  funciona  a demanda  y lo  suprime 
la  actividad  cardíaca  hasta  62  pulsaciones  por  minuto. 
Bajo  este  nivel,  el  generador  estimula  eléctricamente, 
con  Plutonio  2.38  como  combustible.  La  cantidad  de 
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radiación  que  recibe  el  paciente  anualmente  es  equi- 
valente a un  examen  radiológico  de  tórax.  Si  se 
somete  a un  campo  magnético  y ante  alguna  inter- 
ferencia eléctrica  externa  como  corriente  alterna  de 
50  o 60  H2,  revierte  y funciona  como  generador 
de  pulso  fijo. 

El  circuito  a demanda  lo  programa  la  depolariza- 
ción ventricular  por  medio  de  cualquier  onda  R con- 
ducida o ectópica  que  entre  antes  del  intervalo  de 
escape  en  la  emisión  del  estímulo  eléctrico  programado. 

Fd  combustible  nuclear  de  este  artefacto  está  encerra- 
do herméticamente  dentro  de  cuatro  envases  separados. 
La  cápsula  de  Pu  238  contiene  1.25  mg.  de  material 
nuclear  y resiste  temperaturas  hasta  2400  °F  por 
seis  horas.  Por  medio  de  pruebas,  ha  sido  sometido 
a accidentes  simulados,  impactos  por  caída,  percusión 
e impacto  de  bala,  para  asegurar  que  la  cápsula  resista 
al  escape  del  material  radioactivo  bajo  diversas  situa- 
ciones. 

En  el  informe  anual  a la  Comisicni  de  Energía  Ató- 
mica de  E.  U.  se  describen  los  resultados  de  163  im- 
plantes nucleares  observados  desde  el  24  de  mayo  de 
1973  al  20  de  marzo  de  1974  (3).  Se  comparan  con 
138  implantes  de  generadores  químicos.  El  primer 
gnipo  tuvo  2 explantes  y 1 1 complicaciones;  el  se- 
gundo un  explante  y 17  c omplicaciones.  Al  comparar 
los  grupos  por  métodos  computerizados,  no  hay  grandes 
diferencias,  y tal  parece  que  el  generador  nuclear  es 
tan  confiable  y tan  libre  de  complicaciones  como  el 
generador  químico. 

Debe  considerarse  solamente  para  pacientes  con  una 
expectativa  de  vida  de  por  lo  menos  10  años.  Posi- 
blemente sea  ideal  para  los  pacientes  que  sufren  blo- 
queo entre  edades  de  45  y 60  años.  Su  uso  elimina 
la  necesidad  de  cambios  de  generador,  y por  consi- 
guiente, los  peligros  inherentes  a cimgía  repetida, 
el  mayor  de  los  cuales  es  infección.  Su  costo  inicial 
es  alto,  pero  elimina  la  necesidad  de  hospitalizaciones 
repetidas  y sus  gastos. 

Los  resultados  a largo  plazo  se  desconocen  aún. 
Sin  embargo,  puede  asegurarse  que  los  resultados  ob- 
tenidos basta  ahora  son  enteramente  aceptables  y 
muy  prometedores. 

Infonnes  recientes  en  la  literatura  señalan  las  ven- 
tajas y desventajas  tanto  del  método  endovenoso  co- 
mo del  transtorácico  para  colocar  el  electrodo  del 
marcapasos.  Conklin  y su  grupo  (4)  han  tenido 
muy  buenos  resultados  utilizando  la  vía  endovenosa. 
Disponen  ellos  sin  embargo,  del  laboratorio  de  sondeo 
cardíaco  para  estos  procedimientos,  que  es  la  situación 
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ideal.  En  Puerto  Rico,  con  raras  excepciones,  se  lleva 
a cabo  este  procedimiento  bajo  circunstancias  'adversas 
en  los  departamentos  de  radiología.  Aún  así,  estos 
investigadores,  observaron  una  incidencia  de  compli- 
caciones relacionadas  con  el  electrodo  de  un  14.5  por 
ciento.  Tyers  y su  grupo  (5),  por  otra  parte,  pre- 
fieren la  vía  transtorácica.  Enumeraron  las  com- 
plicaciones encontradas  con  los  marcapasos  endove- 
nosos, tales  como:  daño  a la  válvula  tricúspide,  sep- 
ticemia y endocarditis,  trombosis  venosa,  embolia  pul- 
monar, migración  de  un  electrodo  no  funcional,  per- 
foración del  ventrículo  derecho  con  bemorragia,  des- 
plazamiento del  electrodo  y dinteles  eléctricos  tardíos 
elevados.  Incluyen  en  su  artículo  bibliografía  de  tra- 
bajos donde  se  informan  las  complicaciones  relaciona- 
das con  ambos  métodos.  Estas  fueron  de  dos  a tres 
veces  más  frecuentes  con  la  técnica  endovenosa. 

Creemos  nosotros  que  debe  adaptarse  la  técnica 
al  paciente  según  su  estado  general.  Sin  embargo, 
en  igualdad  de  condiciones,  y apoyados  por  los  ade- 
lantos recientes  en  electrodos  epicárdicos,  preferimos 
la  técnica  transtorácica  ante  las  condiciones  existentes 
para  el  implante  de  marcapasos  endovenosos. 

Resumen 

El  gruuo  de  59  pacientes  con  problemas  en  la 
conducción  del  impulso  cardíaco  tuvo  un  implante 
inicial  de  marcapasos  o reemplazo  del  generador  ya 
implantado.  Inicialmente,  la  vía  endovenosa  se  utili- 
zó en  24  pacientes  y la  transtorácica  en  14.  Hubo 
21  reemplazos  de  generador.  En  el  trabajo  se  detallan 
las  complicaciones  encontradas. 

Nuestra  preferencia  actual  es  la  vía  transtorácica. 


El  adelanto  en  el  diseño  del.  electrodo  introducido 
reciente,  en  forma  de  tirabuzón,  permite  fijarlo  al 
epicardio  sin  dificultad  mediante  una  pequeña  herida. 
Hemos  descrito  también  nuestra  experiencia  con  la 
utilización  de  tres  generadores  nucleares. 

Summary 

A group  of  59  patients  with  heart  block  treated 
with  pacemaker  implantation  or  generator  replacement, 
were  reviewed.  In  24,  the  endovenous  route  was  used 
initially,  and  in  14,  the  transthoracic  technique  was 
employed.  Currently  we  prefer  the  transthoracic  me- 
thod, due  in  part  to  the  introduction  of  the  screw 
in  electrode  which  facilitates  the  procedure.  Our 
experience  with  three  nuclears  generators  is  also  pre- 
sented. 
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Important  Note.  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia) ; dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  IS  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications  Children  14  years  or  less; 
senile  patients,  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy,  blood  dyscrasias, 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion, thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions  The  disease  con- 
dition Itself  IS  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia, nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens- Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
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For  complete  details,  including  dosage,  please 
see  full  prescribing  information 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 

BU  10259 


REVIEWS  IN  CARDIOLOGY:  HIS 
BUNDLE  ELECTROCARDIOGRAPHY 


Juan  M.  Aranda,  M.  D. 
Benjamin  Befeler,  M.  D.,  FACC 
Agustín  Castellanos,  Jr.,  M.  D.,  FACC 
Nabil  El  Sherif,  M.  D. 


I n 1958  Alanis  et  al  (1)  described  His  bundle 
potentials  recorded  by  placing  needle  electrodes 
in  the  atrio-ventricular  groove  in  the  isolated  perfused 
dog  heart.  Later  Stuckey  and  Hoffman  (2)  recorded 
the  His  bundle  electrogram  in  the  dog  during  open 
heart  surgery.  Following  this  report,  Giraud  and 
Peuch  (3)  were  the  first  to  record  His  bundle  activity 
in  the  human  heart  during  cardiac  catheterization 
in  a patient  with  an  atrial  septal  defect.  However, 
it  was  not  until  1967  when  Scherlag  and  co-workers 
(4)  reported  the  technique  for  pacing  from  the  His 
bundle  in  the  intact  dog  heart  and  later  described 
a reproducible  technique  for  recording  His  bundle 
potentials  in  man  (5). 

The  technique  consists  of  introducing  a tripolar 
electrode  catheter  percutaneously  into  the  femoral 
vein  and  positioning  the  electrodes  near  the  septal 
leaflet  of  the  tricuspid  valve.  With  proper  catheter 
manipulation,  amplification  and  frequency  filtering, 
the  His  bundle  potential  can  be  recorded  as  a bi  or 
triphasic  deflection  between  the  atrial  and  ventricular 
electrograms.  The  simultaneous  recording  of  the  His 
bundle  potential  and  several  electrocardiographic  leads 
allows  subdivision  of  tbe  PR  interval  into  3 sub- 
intervals (Figure  1).  The  interval  between  tbe  earliest 
onset  of  atrial  depolarization  on  the  surface  electro- 
cardiogram (P  wave)  and  the  low  right  atrial  deflection 
(A)  is  a measure  of  intra-atrial  conduction  (P-A).  The 
interval  between  the  low  atrial  deflection  (A)  and 
the  His  bundle  potential  (H)  is  a measure  of  A-V 
nodal  conduction  time  (A-H)  and  varies  in  duration 
from  50  to  120  msec  depending  on  the  cycle  length 
and  autonomic  influences  (6).  The  H-V  interval  is 
measured  from  the  earliest  i deflection  of  the  His 


bundle  electrogram  (H)  to  the  earliest  ventricular 
activity  recorded  in  any  of  the  surface  or  intra- 
cavitary electrograms  (V).  It  is  a measure  of  con- 
duction through  the  His  bundle  distal  to  the  re- 
cording electrode,  the  bundle  branches  and  the  peri- 
pheral Purkinje  system.  Its  value  is  relatively  constant, 
measuring  35  to  55  msec.  It  is  of  utmost  importance 
that  several  surface  electrocardiographic  leads  are  re- 
corded since  it  is  the  only  way  to  determine  the  ear- 
liest phase  of  ventricular  activation.  There  exists 
a difference  of  5-10  msec  between  the  onset  of 
ventricular  depolarization  (QRS)  recorded  on  the  sur- 
face electrogram  and  the  intracavitary  ventricular  de- 
polarization recorded  by  the  electrode  catheter  across 
the  tricuspid  valve  (7). 

Electrophysiologic  Evaluation  of  the  Conduc- 
tion System 

The  usefulness  of  His  bundle  electrograms  in  the 
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Figure  1:  The  simultaneous  recording  of  His  bundle 

electrograms  and  the  surface  electrocardiogram  allow  sub- 
divisions of  the  PR  interval  into  three  subintervals;  P-A 
or  intra-atrial  conduction  time  (20-40  msec)  A-H  or  A-V 
nodal  conduction  time  (50-120  msec)  and  H-V  interval  or 
conduction  time  through  ventricular  specialized  conducting 
system  (35-55  msec). 
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evaluation  of  atrioventricular  node  function  in  pa- 
tients witli  conduction  disturbances  has  been  enhanced 
by  the  use  of  atrial  pacing.  Atrial  pacing  stresses  the 
conduction  system,  often  allowing  demonstration  of 
block  not  apparent  during  sinus  rhythm  (8).  Atrial 
pacing  at  increasing  rates  prolongs  the  A-H  interval 
with  no  effect  on  the  H-V  interval  (9)  (Figure  2). 
At  atrial  pacing  rates,  above  130  beats  per  minute, 
second  degree  A-V  block  proximal  to  the  His  bundle 
is  noted  in  patients  with  normal  conduction  (9).  The 
appearance  of  second  degree  block  proximal  to  the 
His  bundle  at  lower  rates  (below  130)  suggests  A-V 
nodal  dysfunction.  The  appearance  of  second  degree 
A-V  block  distal  to  the  His  deflection  is  abnonnal 
at  any  rate  and  indicates  conduction  disturbance  in 
the  distal  His  bundle,  bundle  branches  or  peripheral 
Purkinje  system  up  to  the  point  of  ventricular  acti- 
vation. Thus,  under  ordinary  circumstances  the  area 
of  the  conduction  system  with  the  lowest  safety 
factor  for  conduction  is  the  A-V  node.  This  has  been 
demonstrated  in  patients  with  atrial  fibrillation  and 
flutter,  where  block  of  most  atrial  impulses  occurs 
proximal  to  the  His  bundle  (10). 

With  premature  atrial  stimulation,  prolongation  of 
the  A-H  interval  and  sometimes  the  H-V  interval  is 
noted  in  the  coupled  beat  (10)  (Figure  3).  The  H-V 
prolongation  is  usually  accompanied  by  widening 


Figure  2:  Effects  of  atrial  pacing  on  intra-atrial,  A-V 
nodal  and  His-Purkinje  intervals.  HBE  = His  bundle  elec- 
trograms, rate  150  (cycle  length  400  msec).  Note  that 
as  the  A-H  interval  is  prolonged  from  190  to  220  msec, 
second  degree  A-V  block  occurred  proximal  to  the  His  bun- 
dle (fourth  paced  beat). 


of  the  reflecting  functional  block  in  the  bundle 

branch  system  (aberrant  conduction).  The  most  com- 
mon aberrant  ventricular  depolarization  pattern  ob- 
served is  RBBB  (11).  Refractory  periods  of  the  various 
components  of  the  conduction  system  can  be  measured 
utilizing  the  response  to  coupled  atrial  extrastimuli. 
As  the  coupling  interval  is  shortened,  the  A-H  interval 
of  the  premature  beat  is  further  prolonged  indicating 
delayed  conduction  in  the  A-V  node.  As  the  coupled 
beat  becomes  more  premature  the  impulse  will  reach 
the  A-V  node  during  its  effective  refractory  period 
and  will  be  blocked  proximal  to  the  His  deflection 
(in  the  A-V  node). 


Figure  3:  Effects  of  premature  atrial  stimulation  on 

A-V  nodal  conduction.  Stj  = driving  stimuli,  St2  ~ pre- 
mature atrial  stimulus.  As  the  coupling  interval  of  the 

premature  atrial  stimulus  (Stj-,St2)  is  shortened  from  400 
(panel  A)  to  230  msec  (panel  B),  there  is  a marked  pro- 
longation of  the  A2-H2  interval  from  110  to  210  msec, 
indicating  delayed  conduction  in  the  A-V  node.  The 
interval  remained  constant.  As  the  coupling  interval  is  short- 
ened to  220  msec  (panel  C),  the  impulse  (A  2)  is  blocked 
proximal  to  the  His  bundle  (effective  refractory  period  of 
the  A-V  node).  At  a coupling  interval  of  170  msec  (panel 
D)  the  stimulus  (St2)  falls  in  the  effective  refractory  period 
of  the  atrium. 
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Refractory  periods  are  measured  with  cycle  length 
held  constant  by  controlling  the  heart  rate  with  atrial 
pacing.  The  normal  atrial  effective  refractory  period 
is  200  to  300  msec  and  the  normal  A-V  nodal 
effective  refractory  period  is  between  250-350  msec 
(11).  The  nonnal  refractory  period  of  the  His  Purkinje 
system  is  dependent  upon  cycle  length  (12). 

Conduction  intervals  (A-H,  H-V)  and  refractory  pe- 
riods are  measurements  of  different  electrophysiologic 
properties.  Conduction  intervals  reflect  conduction 
velocity  and  relate  to  depolarization  (phase  0)  of 
cellular  action  potentials.  Refractory  periods  relate  to 
total  action  potential  duration  (phases  0,  1,  2 and  3). 
Different  pathological  entities  can  affect  the  conduction 
system  and  produce  abnormalities  of  conduction  velo- 
city and/or  refractoriness  (12). 

Sites  of  A-V  Block 

Conduction  disturbances  can  occur  independently 
in  the  atrium,  A-V  node  or  the  His  Purkinje  system 
or  at  various  levels  simultaneously.  Intra-atrial  delays 
are  caused  by  acquired,  surgically  induced  or  congenital 
atrial  disease  and  by  atrial  pacing  (when  the  rate  is 
high  enough  to  permit  successive  impulses  to  fall  in  the 
relative  refractory  periods  of  the  preceding  impulses) 
(13).  Atrioventricular  nodal  delays  can  be  tlie  result 
of  the  following: 

(1)  continuous,  coupled  or  paired  atrial  pacing. 

(2)  chronic  conducting  system  disease  of  any 
cause. 

(3)  carotid  sinus  pressure. 

(4)  recent  inferior  wall  infarction. 

(5)  drugs  (digitalis,  propranolol). 

Abnormalities  of  the  H-V  interval  are  as  a rule,  a 
consequence  of  organic  disease  of  the  conducting 
system  either  chronic  (sclerosis  of  the  left  side  of 
the  cardiac  skeleton,  bilateral  bundle  branch  fibrosis, 
chagasic  cardiomyopathy,  primary  myocardial  disease) 
(13)  or  acute,  as  in  recent  anterior  wall  myocardial 
infarction.  Coupled  atrial  pacing  also  produces  various 
degrees  of  H-V  prolongation  (11).  Quinidine  and 
procainamide  often  prolong  the  H-V  interval  (14-15). 
Hunt  et  al  (16)  recently  reported  that  among  patients 
with  inferior  myocardial  infarction  and  A-V  conduction 
disturbances,  fatalities  appear  to  be  confined  to  the 
group  with  prolonged  H-V  intervals.  The  authors 
suggested  that  tlie  prolonged  H-V  conduction  may 
have  represented  septal  infarction  with  involvement 
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of  the  distal  conduction  system. 


First  degree  A-V  Block 

The  ability  to  separate  A-V  nodal  and  His  Purkinje 
conduction  has  enhanced  our  understanding  of  nonnal 
and  abnonnal  atrio-ventricular  conduction.  When  the 
P-R  interval  is  greater  than  200  msec,  pathologic  delays 
can  occur  exclusively  at  either  the  atrial,  A-V  nodal  or 
H-V  level  (13). 

In  patients  with  a PR  interval  in  the  upper  limits  of 
normal,  the  H-V  may  be  abnonnally  prolonged  and 
when  subjected  to  atrial  pacing,  may  reveal  latent 
block  of  the  His  Purkinje  system.  On  the  other  hand, 
the  H-V  may  be  normal  and  the  patient  may  still  have 
periodic  complete  block  in  the  His  Purkinje  system. 

In  patients  with  first  degree  A-V  block  and  narrow 
QRS,  the  major  conduction  delay  is  generally  in  the 
A-V  node  (9).  On  the  other  hand,  in  the  presence 
of  bundle  branch  block  (prolonged  QRS)  the  block 
may  be  either  in  the  A-H  or  in  the  H-V  regions.  More 
than  50  percent  of  patients  with  a pattern  of  left  or 
right  bundle  branch  block  and  right  axis  'deviation 
have  a prolonged  H-V  interval  regardless  of  the  PR 
interval  and  the  correlation  of  P-R  and  H-V  interval 
prolongation  is  not  statistically  significant  (17).  In 
patients  with  a pattern  of  right  bundle  branch  block 
and  left  axis  deviation  the  presence  of  P-R  prolongation 
suggests  abnormality  of  the  H-V  interval,  although  30 
percent  of  the  patients  with  this  finding  will  have  a 
nonnal  H-V  interval  and  the  H-V  interval  cannot 
be  predicted  in  individual  patients  (17).  In  these 
cases,  H-V  prolongation  reflects  conduction  delay  in 
the  functioning  bundle  branch  and  is  a manifestation 
of  bilateral  bundle  branch  block.  In  patients  with 
bundle  branch  block  and  syncope,  demonstration  of 
prolonged  H-V  intervals  as  well  as  development  of 
block  distal  to  the  His  deflection  during  atrial  pacing 
are  indications  for  permanent  demand  pacing  (12). 

Second  and  Third  Degree  A-V  Block 

His  bundle  recordings  have  demonstrated  three  sites 
of  block  in  patients  with  second  and  third  degree 
A-V  block;  (18) 

(1)  Proximal  to  the  His  bundle;  p waves  are  not 
followed  by  His  deflection  (Figure  4). 
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(2)  WitJiin  the  His  bundle;  two  His  potentials 
are  recorded,  one  proximal  to  (H)  and  the 
other  distal  to  (H’)  the  area  of  block  (Figure  5). 

(3)  Distal  to  the  His  bundle;  p waves  are  followed 
by  a His  deflection  but  the  His  electrograms 
are  not  followed  by  QRS  complexes  (Figure  6). 

Type  I block  (Wenckeback)  with  progressive  prolon- 
gation of  PR  intervals  prior  to  the  dropped  beat,  usually 
occurs  in  the  A-V  node  and  only  rarely  in  the  atrial 
or  His  Purkinje  system  (17,  19).  Type  11  block  cha- 
racterized by  fixed  PR  intervals  prior  to  the  dropped 
beat  is  most  frequently  an  infra-His  phenomena  indi- 
cating bilateral  bundle  branch  block  with  block  in  the 
functioning  bundle  branch  (19).  Rarely  Type  11  block 


Figure  4:  Second  degree  A-V  block  proximal  to  the  His 
bundle.  HRA  = high  right  atrium,  HBE  = His  bundle  electro- 
gram. Note  the  atrial  depolarization  (A)  not  followed  by 
His  deflections  (H).  In  the  conducted  beats  the  A-H  in- 
terval is  prolonged  to  180  msec.  The  H-V  interval  is  within 
normal  limits. 


Figure  5:  Second  degree  A-V  block  within  the  His 
bundle.  In  the  conducted  beats  two  H deflections  are  re- 
corded; H and  H'.  The  third  atrial  complex  is  blocked 
distal  to  H but  proximal  to  H\ 


Figure  6:  Second  degree  A-V  block  distal  to  the  His 
bundle.  The  H-V  is  prolonged  in  the  conducted  beats. 
The  third  atrial  complex  is  blocked  in  the  His-Purkinje  sys- 
tem. Note  the  A deflection  followed  by  a His  electrogram. 

occurs  between  atria  and  His  bundle  during  carotid 
sinus  massage  and  in  some  patients  with  digitalis 
intoxication  (13).  Escape  rhythms  occurring  with 
block  proximal  to  or  in  the  His  bundle  may  have 
either  narrow  or  wide  QRS  complexes.  On  the  other 
hand,  the  QRS  complex  is  always  wide  with  block  distal 
to  the  H deflection. 

His  bundle  recordings  have  also  allowed  the  demons- 
tration of  electrocardiographic  invisible  premature  His 
bundle  depolarization  which  are  concealed  because 
of  antegrade  and  retrograde  block.  These  concealed 
His  bundle  extrasystoles  affect  subsequent  cardiac  cycles 
by  retrograde  conduction  into  the  A-V  junction  pro- 
ducing PR  prolongation  or  blocked  p waves.  Pseudo 
A-V  block  produced  by  concealed  extrasystoles  arising 
below  the  bifurcation  of  the  His  bundle  has  been 
recently  reported  (20).  The  therapeutic  approach 
in  these  cases  is  not  a temporary  endocardial  pace- 
maker, but  anti-arrythmic  agents  to  suppress  the  ec- 
topic foci  within  or  below  the  His  bundle.  The  exis- 
tence of  this  previously  postulated  arrythmia  could 
not  have  been  proven  without  recordings  of  His  bundle 
electrograms. 

Differentiation  of  Ventricular  and  Supraven- 
tricular Arrythmias 

His  bundle  recordings  allow  differentiation  of  su- 
praventricular aberrancy  from  ventricular  ectopy  (13). 
In  the  former,  the  H deflection  precedes  ventricular 
depolarization  with  a nonnal  H-V  time  (35-55  msec) 
(Figure  7).  In  ventricular  ectopy  the  H deflection 
is  often  lost  within  the  ventricular  electrogram.  The 
The  H deflection  may  rarely  precede  the  local  ven- 
tricular electrogram  with  short  H-V  intervals  (<  35 
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msec)  or  it  could  follow  the  earliest  moment  of 
ventricular  activation  as  recorded  in  several  surface 
leads  (21).  It  should  be  noted  that  the  relation  bet- 
ween the  H deflection  and  onset  of  ventricular  de- 
polarization is  a consequence  not  only  of  the  site 
of  impulse  formation  but  of  the  speed  of  propagation 
from  the  origin  of  the  impulse  to  the  His  bundle 
(13). 

Analysis  of  the  QRS  configuration  with  simulta- 
neous recording  of  the  His  electrogram  allows  loca- 
lization of  specific  sites  of  origin  of  ectopic  rhythms. 
Rhythms  arising  from  the  posterior  fascicle  of  the 
left  bundle  branch  are  characterized  by  a short  H-V 
interval  (retrograde  conduction  to  His  bundle  faster 


Figure  7:  His  bundle  recordings  in  a patient  with  supra- 
ventricular tachycardia.  Note  the  H deflection  preceding 
each  ventricular  depolarization.  The  H-V  interval  is  within 
normal  limits  (35  msec). 
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than  antegrade  conduction),  right  bundle  branch  block 
pattern  and  left  axis  deviation  (22). 

Preexcitation 

Preexcitation  is  said  to  be  present  if  a sinus  or 
atrial  impulse  activates  a part  of  the  ventricle  earlier 
than  anticipated  if  this  impulse  had  been  conducted 
through  the  normal  atrioventricular  conduction  sys- 
tem. The  preexcitation  syndrome  has  fascinated  car- 
diologists since  its  initial  description  in  1930  (23). 
In  the  typical  electrocardiogram  the  PR  interval  is 
shorter  than  normal  and  usually  does  not  exceed 
120  msec.  There  is  also  an  initial  delta  wave  resulting 
in  a wide  QRS  of  at  least  120  msec  duration.  Although 
different  hypothesis  have  been  proposed  to  explain 
this  electrocardiographic  abnormality,  recent  inves- 
tigations have  focused  attention  on  one  hypothesis 
as  the  most  likely  cause  for  this  syndrome.  Pre- 
excitation can  result  from  lateral  accessory  atrioven- 
tricular bypass  tracts  (Kent  bundles)  short  circuiting 
the  normal  atrioventricular  conduction  pathway,  there- 
by causing  abbreviation  of  the  PR  interval  and  widen- 
ing of  the  QRS  complex  (24).  His  bundle  recordings 
clearly  confirmed  preexcitation  of  the  ventricles  and 
allowed  examination  of  the  properties  of  both  normal 
and  anomalous  conduction  pathways  in  patients  with 
this  syndrome. 

During  sinus  rhythm  patients  with  WPW  have  a short 
PR  interval  with  normal  A-V  nodal  conduction  time 
(normal  A-H  interval).  Although  the  sinus  impulse 
reaches  the  His  bundle  at  the  normal  time,  it  arrives 
in  the  ventricles  earlier  than  expected  through  the 
accessory  tract  (Figure  8A).  Therefore,  the  H de- 
flection and  the  delta  wave  are  inscribed  almost  si- 
multaneously giving  rise  to  a short  H-V  interval.  Dur- 
ing atrial  pacing,  atrioventricular  conduction  time  in- 
creases as  expected  (increase  A-H  interval)  whereas 
conduction  time  over  the  accessory  pathway  does 
not  change  (Figure  8B),  consequently  the  His  de- 
flection moves  further  into  the  QRS  complex  and 
the  H-V  interval  shortens.  The  delta  wave  becomes 
more  prominent  (due  to  earlier  ventricular  depolari- 
zation) and  increases  the  duration  of  the  QRS  com- 
plex indicating  that  more  of  the  ventricular  mass 
is  activated  through  the  Kent  bundle  with  relatively 
less  of  the  ventricles  being  activated  through  the 
His  Purkinje  system.  As  the  pacing  rate  is  increased 
or  when  short  coupled  atrial  premature  beats  are 
introduced  (Figure  8C)  conduction  through  the  atrio- 
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ventricular  node  fails  (refractory  period  of  the  A-V 
node)  and  exclusive  Kent  conduction  results  (25). 
Therefore,  an  exclusive  preexcitation  ventricular  aber- 
rant QRS  complex  is  seen.  In  some  patients  as  the 
pacing  rate  is  increased,  the  bundle  of  Kent  fails  to 
conduct,  the  impulse  is  then  conducted  through  the 
A-V  node  and  the  QRS  complex  normalizes  indicating 
that  the  ventricles  were  activated  through  the  normal 
His  Purkinje  system.  This  occurs  when  the  effective 
refractory  period  of  the  accessory  pathway  is  longer 
than  the  effective  refractory  period  of  the  A-V  node 
(25). 

The  precise  configuration  of  the  electrocardiogra- 
phic complex  recorded  in  patients  with  the  WPW 
syndrome  depends  on  the  critical  relation  between 
the  electrophysiologic  properties  of  the  normal  and 
abnonnal  pathways  responsible  for  this  syndrome.  Mar- 
ked disparity  in  the  refractory  periods  of  normal  and 
accessory  patliways  predisposes  to  induction  of  paroxys- 
mal supraventricular  tachycardias  by  allowing  premature 
impulses  to  block  in  one  pathway  while  being  conduc- 


Figure  8:  His  bundle  recordings  and  electrocardiographic 
tracings  in  a patient  with  typical  Type  A WPW  syndrome. 
During  sinus  rhythm  (Panel  A)  the  impulse  arrives  in  the 
ventricles  earlier  than  expected  through  the  accessory  pathway 
giving  rise  to  a short  H-V  interval.  The  A-H  interval  is  normal. 
During  atrial  pacing  there  is  prolongation  of  the  A-H  interval 
(Panel  B),  and  the  QRS  becomes  more  aberrant  indicating 
that  the  ventricles  are  activated  mainly  through  the  accessory 
pathway.  When  conduction  through  the  A-V  node  fails, 
exclusive  conduction  through  the  accessory  pathway  results 
in  an  aberrant  ventricular  QRS  complex  (Panel  C).  When  the 
refractory  period  of  the  accessory  pathway  is  longer  than  the 
refractory  period  of  the  A-V  node,  atrial  pacing  leads  to 
block  in  the  accessory  pathway  with  exclusive  conduction 
through  the  A-V  node  and  normalization  of  the  PR  interval 
and  QRS  complex. 


ted  in  the  other,  thus  facilitating  the  development  of 
re-entry  (26). 

An  alternate  hypothesis  to  explain  the  syndrome 
is  that  atrial  fibers  bypass  part  of  the  atrioventricular 
node,  thereby  shortening  the  PR  interval  (James  bun- 
dle). However,  in  order  to  have  pre-excitation  of  the 
ventricular  septum  and  the  typical  QRS  complex  it  is 
necessary  to  have  myocardial  fibers  that  extend  from 
the  bundle  of  His  and  upper  region  of  the  bundle 
branches  into  the  ventricular  septum  (Mahaim  bundle). 
Patients  with  a combination  of  James  and  Mahaim 
bundles  have  shortening  of  both  A-H  and  H-V  inter- 
vals. Although  the  PR  is  short,  the  QRS  complexes 
are  wide  and  distorted  so  that  the  surface  electro- 
cardiogram can  be  similar  to  that  of  patients  with 
preexcitation  due  to  a Kent  bundle.  Atrial  pacing 
in  these  patients  (in  contrast  to  those  patients  with 
a Kent  bundle)  does  not  produce  an  increase  in  either 
the  A-H  interval  or  the  duration  of  the  ventricular 
complex  (13). 

The  electrophysiologic  findings  in  patients  with 
preexcitation  may  provide  information  having  more 
than  academic  importance.  In  patients  with  WPW 
syndrome,  the  maximal  ventricular  rate  attained  dur- 
ing ectopic  rapid  supraventricular  tachycardia  depends 
on  the  type  of  arrhythmia  as  well  as  on  the  physio- 
logical properties  of  the  accessory  pathway  (26).  Dur- 
ing reciprocating  tachycardias  the  impulse  is  almost 
invariably  conducted  to  the  ventricles  through  the 
A-V  node.  Therefore,  the  maximal  ventricular  rate 
is  a function  of  the  effective  refractory  period  of  the 
A-V  node.  On  the  other  hand  when  atrial  flutter  or 
atrial  fibrillation  are  present,  the  ventricular  rate  can 
be  determined  by  the  A-V  pode  (if  its  effective 
refractory  period  is  shorter  than  that  of  the  accessory 
pathway)  or  by  the  accessory  pathway  (when  its 
effective  refractory  period  is  shorter  than  that  of  the 
A-V  node).  Atrial  fibrillation  or  flutter  with  very  fast 
ventricular  rates  have  been  reported  in  patients  with 
WPW  syndrome  and  very  short  refractory  period  of 
the  accessory  pathway  (26,  27).  Under  these  circum- 
stances atrial  fibrillation  can  be  a life  threathening 
arrhythmia.  Ventricular  fibrillation  developing  from 
atrial  fibrillation  has  been  reported  under  these  cir- 
cumstances (27).  Therefore,  from  a practical  and 
prognostic  standpoint  it  may  be  important  in  pa- 
tients with  preexcitation  syndrome  who  are  having 
bouts  of  tachycardia  to  do  pacing  and  His  bundle 
studies  to  determine  the  type  of  arrhythmias  and 
functional  properties  of  the  anomalous  pathways.  Re- 
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cent  studies  have  shown  that  lidocaine  depresses  ano- 
malous pathway  conduction  while  propranolol  depres- 
ses normal  pathway  conduction  (28).  It  has  been 
stated  that  digitalis  should  not  be  used  for  the  treat- 
ment of  atrial  fibrillation  with  fast  ventricular  rates 
in  patients  with  WPW  syndrome  since  it  facilitates 
anomalous  pathway  conduction  (29),  and  depresses 
normal  pathway  conduction. 

Lown-Ganong-Levine  Syndrome 

Several  mechanisms  have  been  postulated  to  ex- 
plain the  etiology  of  this  entity.  Lown  et  al  pointed 
out  that  some  of  these  patients  were  prone  to  develop 
paroxysmal  tachycardias  (30).  However,  it  was  Ferrer 
(31)  and  Durrer  (32)  who  postulated  that  the  short 
PR  interval  with  normal  QRS  complexes  could  be  due 
to  the  presence  of  a partial  A-V  nodal  bypass  tract 
(James  bundle).  Atrial  fibers  may  bypass  part  of  the 


slowly  conducting  region  of  the  atrioventricular  node, 
therefore,  shortening  the  PR  interval.  During  sinus 
rhythm  the  shortening  of  the  PR  interval  is  due  to  a 
decrease  in  the  A-H  interval  (A-V  nodal  conduction 
time  (Figure  9).  This  occurs  because  the  supra- 
ventricular impulse  is  not  subjected  to  the  normal 
delay  in  the  A-V  node.  During  atrial  pacing,  the  A-H 
interval  is  not  significantly  prolonged  until  the  refrac- 
tory period  of  the  atrium  or  the  partial  A-V  nodal 
bypass  is  reached  (Figure  10)  (33).  When  this  occurs 
the  A-H  interval  suddenly  prolongs  indicating  that  the 
supraventricular  impulse  is  blocked  in  the  bypass  tract 

and  is  therefore  conducted  through  the  A-V  nodal 
tissue  to  the  ventricles.  This  dual  A-V  nodal  pathway 
response  has  also  been  observed  in  some  patients 
with  normal  P-R  interval  and  paroxysmal  supraventri- 
cular tachycardias  (34).  Reciprocating  tachycardias 
are  present  when  the  stimuli  is  conducted  to  the  His 
bundle  through  the  bypass  and  then  back  to  the 


Figure  9:  His  bundle  electrograms  in  a patient  with  LGL 
syndrome.  During  sinus  rhythm  the  shortening  of  the  PR 
interval  is  due  to  a decrease  in  the  A-H  intervaL  The  H-V 
interval  is  in  the  lower  normal  limits.- 


Figure  10:  His  bundle  recordings  during  rapid  atrial 

pacing  in  a patient  with  LGL  syndrome  (Figure  9).  At  a 
cycle  length  of  350  msec  (rate- 1 73 1 minute)  the  A-H  interval 
was  prolonged  to  95  msec.  Thu  does  not  represent  the 
normal  response  of  the  A-H  interval  during  atrial  pacing 
and  is  suggestive  of  a partial  bypass  of  the  A-V  node. 
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atria  through  the  A-V  node  (13).  Recent  observations 
in  patients  with  this  syndrome  indicate  that  the  site 
of  atrial  stimulation  (high  right  atrium,  low  ri^t 
atrium  or  coronary  sinus)  influences  conduction  through 
the  A-V  node  and  bypass  tract  (35).  In  tlie  cases 
reported,  one  patient  had  exclusive  bypass  tract  con- 
duction when  pacing  from  the  coronary  sinus,  exclusive 
A-V  nodal  conduction  from  the  high  right  atrium  and 
combined  conduction  from  the  low  right  atrium. 

Similar  electrophysiologic  findings  (minimal  increase 
in  A-H  interval  during  atrial  pacing  up  to  a rate  of  200 
per  minute)  were  recently  reported  in  a patient  with 
normal  PR  interval  and  QRS  complex  who  developed 
atrial  flutter  with  1:1  A-V  conduction  and  a ventricular 
response  of  300  per  minute  (36).  The  electrophysiologic 
response  to  atrial  pacing  was  identical  to  the  one  ob- 
served in  patients  with  short  PR  intervals  and  paroxys- 
mal supraventricular  tachycardias,  suggesting  that  1:1 
A:V  conduction  occurred  through  a partial  A-V  nodal 
bypass  tract. 

Re-entry  and  Automaticity 

Paroxysmal  supraventricular  tachycardias  (PSVT)  may 
be  explained  on  the  basis  of  either  a single  automatic 
focus  firing  rapidly  (37)  or  a self  sustained  re-entry 
circuit  (38).  Electrophysiologic  studies  in  man  have 
provided  evidence  that  favor  re-entry  as  the  most 
likely  mechanism  for  paroxysmal  supraventricular  tachy- 
cardia (39).  Several  experimental  and  clinical  studies 
have  indicated  that  the  A-V  node  is  the  most  com- 
mon site  of  re-entry  during  episodes  of  paroxysmal 
supraventricular  tachycardia  (40).  In  most  patients 
with  re-entrant  PSVT  (without  evidence  of  preexci- 
tation) it  is  assumed  that  longitudinal  dissociation 
of  the  A-V  node  into  two  pathways  allows  the  de- 
velopment and  perpetuation  of  the  arrythmia.  Uni- 
directional block  in  the  fast  A-V  nodal  pathway  and 
conduction  in  the  slow  A-V  nodal  pathway  allow  re- 
covery of  the  fast  pathway  which  is  then  available 
for  retrograde  conduction.  The  previously  utilized 
slow  pathway  is  then  again  available  for  antegrade 
conduction,  thus  establishing  re-entrant  PSVT.  The 
necessary  conditions  for  re-entry  to  occur  are  uni- 
directional block  of  an  impulse,  slow  conduction  and 
full  recovery  of  excitability  by  the  time  the  impulse 
returns  to  its  point  of  origin  (41).  Therefore,  if 
these  conditions  are  met,  re-entry  should  theoretically 
be  possible  in  the  sinus  node,  atrial  or  yentricular 
tissue.  Several  recent  reports  have  shown  that  sino- 
atrial or  sinus  node  re-entry  (42)  are  possible  me- 


chanisms for  PSVT  in  man  (41,  43).  It  has  been 
suggested  that  the  site  of  re-entry  may  prove  to  be 
of  therapeutic  significance  especially  in  patients  with 
supraventricular  tachycardia  being  considered  for  ven- 
tricular demand  pacemaker  for  termination  of  the 
bouts  of  supraventricular  tachycardia  by  retrograde 
penetration  of  the  A-V  node  as  well  as  in  patients 
with  WPW  syndrome  and  supraventricular  tachycar- 
dias under  consideration  for  surgical  ablation  of  the 
normal  or  anomalous  pathway  (41).  In  an  experi- 
mental model  quinidine  was  found  to  abolish  sinus 
nodal  re-entry  by  delaying  the  arrival  time  at  the 
sinus  nodal  region  of  a spontaneous  ectopic  atrial 
premature  beat  or  by  conduction  block  along  the 
reentrant  pathway  (44). 

His  Bundle  Recordings  in  Acute  Myocardial 
Infarction  Complicated  by  Incomplete  Bun- 
dle Branch  Block 

Recent  reports  have  suggested  that  His  bundle  re- 
cordings may  be  of  clinical  importance  in  patients 
with  acute  myocardial  infarction  complicated  by  in- 
complete bilateral  bundle  branch  block  (45,  46).  In 
the  series  reported  by  Lichstein  et  al  (45)  and  Lie 
et  al  (46)  65  patients  with  bundle  branch  block 
complicating  acute  myocardial  infarction  were  ana- 
lyzed. His  bundle  recordings  were  made  in  40  pa- 
tients at  the  time  of  temporary  pacemaker  insertion. 
Twenty-one  of  the  27  patients  with  bifascicular  block 
and  a prolonged  H-V  interval  died  in  comparison 
to  ten  deaths  in  23  patients  with  bifascicular  block  with 
a normal  H-V  interval.  In  Lie’s  series,  eleven  of  fifteen 
patients  with  bifascicular  block  and  prolonged  H-V 
intervals  developed  complete  A-V  block  compared  to 
one  of  ten  with  normal  H-V  intervals.  Seven  of  the 
15  patients  with  prolonged  H-V  intervals  had  normal 
PR  intervals  and  four  of  these  seven  patients  developed 
complete  A-V  block.  In  Lichstein ’s  series,  serial  elec- 
trocardiographic tracings  showed  that  the  right  bundle 
branch  block  disappeared  in  four  patients  of  whom 
one  died  and  three  survived.  Of  eleven  patients 
with  persistent  right  bundle  branch  block,  eight  died 
and  three  survived. 

The  above  observations  suggest  that  His  bundle 
recordings  seem  to  be  of  value  in  determining  the 
short  term  prognosis  in  those  patients  with  acute 
myocardial  infarction  complicated  by  incomplete  bi- 
lateral bundle  branch  block.  The  prognosis  is  poor 
for  those  with  abnormal  H-V  intervals  and  persistent 
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RBBB  and  better  for  those  with  a nonnal  H-V  interval 
and  transient  RBBB.  His  bundle  recordings  are  also 
of  value  in  identifying  those  patients  with  bundle 
branch  block  and  intact  A-V  conduction  who  are  at 
immediate  high  risk  for  development  of  A-V  block. 
The  length  of  the  PR  interval  has  no  prognostic 
significance  and  is  of  limited  value  in  predicting  both 
prolonged  H-V  interval  and  development  of  complete 
A-V  block. 

Drug  Studies 

A secondary  gain  obtained  from  His  bundle  record- 
ings is  the  evaluation  of  electrophysiologic  effects  of 
drugs  on  the  conduction  system.  Table  I illustrates 
the  effects  of  different  drugs  on  the  A-H  and  H-V 
intervals  (14,  15,  47-51).  Isoproterenol,  atropine 
and  diphenylhydantoin  shorten  the  A-H  interval  with- 
out changing  the  H-V  interval.  Digitalis  and  propra- 
nolol increase  the  A-H  interval  but  have  no  effect 
on  the  ventricular  specialized  conducting  system.  Pro- 
cainamide and  quinidine  are  the  only  drugs  which 
may  increase  the  H-V  interval. 

Recent  electrophysiologic  studies  in  patients  with 
transplanted  denervated  human  hearts  demonstrated 
that  the  effects  of  acutely  administered  digoxin  on 
A-V  conduction  are  dependent  on  cardiac  innervation. 
The  effective  and  functional  refractory  periods  mea- 
sured in  the  denervated  transplanted  heart  before  and 
after  the  administration  of  1.25  mgs  of  digoxin  intra- 
venously were  not  significantly  different  (52). 

Conclusions 

His  bundle  electrocardiography  has  increased  our 
understanding  of  the  electrophysiology  of  the  con- 
ducting system  and  has  confirmed  a number  of  con- 
cepts which  evolved  from  analysis  of  surface  electro- 
cardiograms. Electrophysiological  evaluation  of  con- 
duction disease  in  the  cardiac  catheterization  labora- 
tory has  become  an  accepted  diagnostic  procedure 
in  determining  the  site  of  atrioventricular  and  ven- 
triculo-atrial block  as  well  as  in  the  evaluation  of 
patients  with  preexcitation  resulting  from  conduction 
through  Kent  and  James  bundles.  Recent  reports 
suggest  that  His  bundle  electrograms  may  prove  to 
be  of  clinical  and  therapeutic  significance  in  deter- 
mining the  site  of  re-entry  in  patients  with  PSVT 
as  well  as  in  determining  the  short  term  progno- 
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TABLE  I 

ELECTROPHYSIOLOGIC  EFFECTS  OF  DIFFERENT  DRUGS 
ON  ATRIO  - VENTRICULAR  CONDUCTION 


DRUGS 

A - H 

H -V 

ISOPROTERENOL 

DECREASE 

NO  CHANGE 

ATROPINE 

DECREASE 

NO  CHANGE 

DIPHENYLHYDANTOIN 

DECREASE 

NO  CHANGE 

DIGITALIS 

INCREASE 

NO  CHANGE 

PROPRANOLOL 

INCREASE 

NO  CHANGE 

LIDOCAINE 

NO  CHANGE 

NO  CHANGE 

PROCAINAMIDE 

NO  CHANGE 

INCREASE 

QUINIDINE 

DECREASE 

INCREASE 

DISOPYR AMIDE 

NO  CHANGE 

NO  CHANGE 

sis  of  patients  with  acute  myocardial  infarction  com- 
plicated by  incomplete  bundle  branch  block.  As 
our  knowledge  and  understanding  of  the  basic  me- 
chanisms, specific  therapy  and  prognosis  of  cardiac 
arrythmias  are  expanded,  the  data  derived  from  His 
bundle  electrocardiography  will  become  more  use- 
ful in  the  clinical  practice  of  cardiology. 


Resumen 

El  electrograma  del  haz  de  His  ha  expandido  nues- 
tros conocimientos  de  la  electrofisiología  del  sistema 
de  conducción  y ha  confirmado  una  serie  de  conceptos 
que  se  originaron  mediante  razonamiento  deductivo 
del  electrocardiograma  de  superficie.  El  estudio 
electrofisiológico  del  sistema  de  conducción  es  un 
procedimiento  diagnóstico  aceptado  para  determinar 
el  nivel  de  bloqueo  atrio-ventricular,  al  igual  que  en  la 
evaluación  de  pacientes  con  preexcitación  debido 
a la  presencia  de  tractos  accesorios  tipo  Kent,  James  o 
Mabaim. 

Varios  reportes  sugieren  que  el  electrograma  del  haz 
de  His  provee  información  de  importancia  clínica  y 
terapéutica  en  pacientes  con  taquicardia  supraventri- 
cular paroxística  debido  a circuitos  de  reentrada. 
De  igual  forma  provee  información  que  sirve  para 
determinar  el  pronóstico  de  pacientes  eon  infarto 
agudo  del  miocardio  complicado  con  bloqueo  de 
rama  bilateral.  Al  expandir  nuestros  conocimientos 
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de  los  mecanismos,  terapia  y pronóstico  de  las  arrit- 
mias cardíacas,  la  infonnación  que  se  obtiene  mediante 
el  electrograma  del  haz  de  His  será  de  mayor  utilidad 
en  la  práctica  clínica  de  cardiología. 
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uso  DE  PITRESINA  EN  EL  MANEJO 
DE  SANGRIAS  GASTROINTESTINALES: 

Reporte  de  un  Caso 


José  Tomás  Ossandon  Valdés,  M.D. 
José  Ramírez  Rivera,  M.D.,  FACP 


La  esófago-gastro-duodenoscopía  práctica  en  las  pri- 
meras horas  después  de  comenzada  una  hemorra- 
gia, demuestra  lesiones  hemorragiparas  del  esófago, 
estómago  e intestino  que  no  son  diagnosticables  por 
otros  métodos;  por  esto  se  recomienda  como  primer 
procedimiento  diagnóstico  (1).  Si  aún  no  se  conoce 
el  lugar  del  sangrado,  la  arteriografía  viscera  selectiva 
seguida  por  la  infusión  de  pitresina,  puede  ser  de 
utilidad  diagnóstica  (2-4)  y terapéutica  a la  vez  (5-6). 

El  siguiente  relato  ejemplifica  el  uso  diagnóstico 
y terapéutico  de  la  pitresina  intraarterial  en  un  paciente 
en  el  cual  la  endose  opía  fue  infructuosa. 

Caso  Clínico 

Información  Básica:  El  19  de  febrero  de  1973,  se  admitió 
en  el  Centro  Médico  de  Mayagüez,  una  mujer  de  65  años  de 
edad,  que  ha  sido  tratada  en  las  Cb'nicas  Externas  desde  hace 
dos  años  por:  ascitis,  edema  periférico,  telangiectasia  y altera- 
ciones de  la  sangre  compatibles  con  cirrosis  hepática.  No 
habían  otros  antecedentes  positivos. 

Subjetivo:  El  día  de  la  admisión,  la  paciente  presentó  un 

pequeño  vómito  café  borráceo,  seguido  de  otro  más  abun- 
dante, que  preocupó  a los  familiares;  más  tarde  en  la  Sala  de 
Emergencia,  la  paciente  vomitó  sangre  oscura  y tuvo  una 
evacuación  negra  y pastosa,  continuada  con  otras  de  color 
rojo-vino,  por  lo  que  fue  admitida  sin  demoras  al  hospital. 

Objetivo:  La  frecuencia  cardíaca  fue:  100/min.,  la  presión 
arterial  100/70,  respiraciones  20/min.,  y la  temperatura 
37**  C.  La  paciente  estaba  alerta,  sin  asterixis,  pero  poco 
cooperadora.  Se  observaron  telangiectasias  aracniformes,  cir- 
culación colateral  y ascitis;  el  hígado  midió  12  centímetros 
a la  percusión;  el  bazo  no  se  palpó;  había  edema  bimaleolar 
giado  2.  La  hemoglobina  fue  de  9 gms.;  hematocrito  26  por 
ciento;  bilirubina  2.6  mgs.  por  ciento;  proteinas  séricas  totales 
4.9  gms.  por  ciento;  nivel  de  albúmina  2.1  gms.  por  ciento. 
El  colesterol  fue  110  mgs.  por  ciento;  fosfatasas  alcalinas 
95  mU/ml  (30-85);  LDH  225  mU/ml  (100-250);  SCOT  145 
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mU/ml  (10-50);  y el  tiempo  de  protrombina  17.6  segundos 
(control  12.9).  No  habían  ni  uremia  ni  retención  de  crea- 
tinina.  El  Antígeno  Australiano  fue  negativo. 

Evolución:  La  presión  arterial  bajó  a 80/60  y el  pulso  subió 
a lio  por  minuto.  Se  le  transfundió  una  unidad  de  sangre  y 
se  usó  un  tubo  de  Sengstaken-Blakemore,  pitresina  y h'quidos 
intravenosos.  La  hemorragia  se  controló;  la  presión  y el 
pulso  se  estabilizaron.  En  la  mañana  del  tercer  día  se  retiró 
el  tubo  esófago-gástrico  de  Sengstaken-Blakemore.  Un  estu- 
dio radiográfico  del  tracto  gastrointestinal  superior,  reveló 
varices  esofágicas  y una  úlcera  duodenal  prebulbar.  Se  insta-, 
ló  un  tubo  nasogástrico  de  Levin,  y se  comenzó  una  dieta  y 
antiácidos  alternativos  cada  hora  por  boca.  Cinco  días  des- 
pués del  ingreso,  la  paciente  tuvo  una  violenta  evacuación 
de  sangre  rojo-vino.  Hubo  hipotensión  y aceleración  del 
pulso.  No  se  encontró  sangre  en  el  lavado  gástrico.  Se  le 
transfundió  una  unidad  de  sangre  0 negativa.  Bajo  control 
fluoroscópico,  se  situó  un  catéter  en  el  tronco  ceh'aco.  Con 
la  ayuda  de  un  manguito  de  presión,  y con  un  microgotero 
para  calibrar  la  dosis,  se  perfundió  pitresina  acuosa  (Vaso- 
presina),  diluida  en  normal  salina  a razón  de  0.2  U/min. 
Aún  bajo  control  fluoroscópico,  se  colocó  un  tubo  de  Dennis 
(triple  lumen),  en  la  cuarta  porción  del  duodeno,  obtenién- 
dose un  lavado  de  esa  área,  limpio  de  sangre.  Continuamos 
el  goteo  de  pitresina  por  seis  horas,  y luego  la  reemplazamos 
por  normal  salina,  para  mantener  el  catéter  permeable.  En  la 
mañana  del  sexto  día  de  hospitalización,  se  aspiró  sangre  fres- 
ca por  el  tubo  de  Dennis.  Inmediatamente  se  recomendó 
la  infusión  de  pitresina  a 0.2  U/min.;  45  minutos  después, 
todavía  se  obtenía  sangre  en  el  aspirado,  por  lo  que  se  au- 
mentó la  pitresina  a 0.3  U/min.;  75  minutos  más  tarde,  se 
continuaba  obteniendo  sangre  por  el  aspirado;  se  aumentó 
nuevamente  la  pitresina  a 0.4  U/min.  Media  hora  después 
de  estar  usando  la  dosis  de  0.4  U/min.,  la  paciente  dejó  de 
sangrar.  Esta  dosis  se  mantuvo  por  dos  horas. 

Este  tercer  sangrado  se  juzgó  poco  común  para  una  úl- 
cera duodenal,  por  lo  que  se  procedió  a una  endoscopía, 
encontrándose  un  gran  coágulo  esofágico  entre  32  y 36 
cms.  El  coágulo  era  blanquecino  y duro  en  el  centro, 
rojo  oscuro  y más  blando  en  la  periferia.  Al  empujarlo 
suavemente  filtraba  algo  de  sangre  oscura  por  su  base. 
Un  poco  más  allá  del  píloro,  se  observó  una  pequeña  área 
circular,  edematosa,  roja  brillante,  que  pudiera  haber  corres- 
pondido a una  úlcera  en  curación.  A las  cuatro  de  la  ma- 
ñana del  séptimo  día,  se  volvió  a obtener  sangre  fresca 
en  el  lavado  por  el  tubo  de  Dennis.  Inmediatamente  se 
reanudó  el  goteo  con  pitresina,  a 0.4  U/min.  Una  hora  y 
media  después,  el  material  aspirado  volvió  a salir  limpio. 
Ese  mismo  día  se  le  transfundió  una  nueva  unidad  de  san- 
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gre.  Por  no  presentar  nuevos  sangramientos,  el  catéter  fue 
retirado  seis  días  después  de  instalado.  La  hemoglobina 
se  estabilizó  en  9 gramos  y el  hematocrito  en  27  por  ciento. 
Hubo  una  marcada  elevación  de  la  transaminasa  oxaloacética 
y de  la  deshidrogenasa  láctica.  La  bilirrubina  subió  a 7 
mgs.  por  ciento,  y el  tiempo  de  protrombina  se  elevó  a 
dos  veces  el  control.  Desarrolló  anasarca  y entró  en  coma 
hepático.  El  coma  duró  28  días.  Se  fundieron  los  edemas 
y la  paciente  comenzó  gradualmente  a recuperar  un  estado 
de  conciencia,  similar  al  que  tem'a  antes  de  los  episodios 
hemorrágicos.  Se  dio  de  alta  54  días  después  de  haber  sido 
hospitalizada.  Murió  seis  meses  más  tarde  en  su  casa  de 
una  neumopatía  aguda. 

Comentarios 

En  las  hemorragias  del  tracto  gastrointestinal,  usual- 
mente se  sabe  cuando  comienzan,  pero  nunca  se  sabe 
cuando  se  van  a detener.  Debe  actuarse  con  efectividad 
para; 

1.  Mantener  con  vida  al  paciente,  mediante  trans- 
fusiones de  sangre,  plasma,  dextran  y/o  solu- 
ciones salinas. 

2.  Establecer  precozmente  y con  precision,  el  lugar 
y el  mecanismo  del  sangramiento. 

3.  Tratar  apropiadamente,  dependiendo  del  origen 
del  mecanismo  y de  la  severidad  de  la  hemorra- 
gia. 

La  urgencia  está  determinada  fundamentalmente  por 
la  severidad  del  sangramiento.  Lo  llamamos  masivo, 
cuando  el  paciente  es  incapaz  de  mantener  estables 
su  presión  y pulso,  cuando  se  pierde  bruscamente 
1/3  o más  del  volumen  sanguíneo. 

Ha  habido  importantes  avances,  en  el  manejo  de 
las  hemorragias  masivas.  Katon  ha  encontrado  que  la 
esofagogastroduodenoscopía  temprana,  provee  el  diag- 
nóstico en  el  92  por  ciento  de  los  casos.  Se  comienza 
por  lavar  el  estómago  con  agua  o salina  enfriada,  a través 
de  un  tubo  de  Ewaid,  y luego  se  hace  la  endoscopía. 
Los  estudios  radiográficos  usuales,  agregan  un  2 por 
ciento  al  diagnóstico,  y la  cirugía  exploratoria,  otro 
2 por  ciento  (1). 

La  arteriografía  selectiva  también  ha  surgido  como 
método  diagnóstico  (2-3),  particularmente  cuando  el 
sangrado  es  intenso  (8-9).  También  es  de  utilidad 
en  el  diagnóstico  de:  tumores,  telangiectasias,  fístulas, 
aneurismas  e infartos  mesentéricos,  aunque  el  san- 
grado se  haya  detenido  (2).  Tiene  la  ventaja  que  per- 
mite usar  el  catéter  intraarterial,  para  perfundir  los 
órganos  con  fármacos  vasoactivos  (10-11). 

Brevemente,  la  técnica  es  como  sigue:  si  el  sangrado 
es  gástrico,  el  catéter  se  instala  en  el  tronco  celíaco  o 


en  su  rama  gástrica  izquierda.  Si  el  sangrado  es  antro- 
duodenal,  el  catéter  se  instala  en  el  tronco  celíaco  o en 
la  rama  gastroduodenal  del  tronco  hepático  del  tronco 
celíaco.  Si  el  sangrado  es  por  várices  esófago-gástrieas 
rotas,  o proviene  de  intestino  delgado  o colon  derecho, 
el  catéter  se  pone  en  la  mesentérica  superior.  Si  la 
hemorragia  es  de  colon  descendente  a recto,  se  pone 
en  la  mesénterica  inferior. 

La  droga  que  más  se  ha  impuesto  en  el  manejo 
de  las  hemorragias  masivas  del  tracto  gastrointestinal, 
es  la  pitresina  acuosa,  (vasopresina  u hormona  anti- 
diurética). Usada  intraarterialmente,  la  pitresina  tiene 
pocos  efectos  sistémicos:  disminuye  el  retorno  venoso, 
el  flujo  hepático  y la  presión  portal,  sin  aumentar 
el  gasto  cardíaco  (15-16-17).  Fármacos  vasoactivos 
menos  aconsejables  para  la  perfusión  del  tronco  celíaco 
son:  la  epinefrina  (alpha  y beta  estimulante)  o la 

fenilefrina  (estimulante  alpha).  Ni  la  epinefrina  ni  la 
fenilefrina  bajan  la  presión  portal  (10-11). 

El  efecto  de  la  pitresina  es  demostrable  radio- 
gráficamente. Si  después  de  10  minutos  de  infusión 

repetimos  la  arteriografía,  podremos  apreciar  la  vaso- 
constricción, y observar  la  desaparición  de  la  hemorra- 
gia. Se  han  reportado  descensos  de  la  presión  de  la  vena 
porta  de  hasta  un  50  por  ciento  (16-17).  Como  es 
mandatorio  en  sangrados  del  tracto  superior,  la  as- 
piración nasogástrica  intermitente,  nos  ayuda  a deter- 
minar clínicamente  la  efectividad  del  tratamiento.  Los 
reportes  indican  un  éxito  de  aproximadamente  81 
por  ciento,  en  detener  episodios  hemorrágicos,  mediante 
el  uso  de  la  pitresina  intraarterial  (6). 

Se  considera  contraindicación  absoluta  a este  método 
la  enfermedad  cardiovascular  severa.  Dificultades  téc- 
nicas en  puncionar  la  arteria  femoral  o en  canular  la 
arteria  adecuada,  debido  a placas  ateromatosas,  ocurre 
ocasionalmente  (14). 

Las  complicaciones  atribuidas  a la  infusión  de  pitre- 
sina son:  Necrosis  intestinal;  paro  cardiorespira torio; 
peritonitis  primaria;  bacteremia;  hipertensión;  bradi- 
cardia;  angina;  eritema  cutáneo  reactivo;  embolismos 
periféricos,  coagulación  y migración  del  catéter.  Ha 
habido  dos  casos  de  muerte:  Uno  por  paro  cardíaco 
(6),  y otro  por  trombosis  mesentérica  venosa  y necrosis 
intestinal  (20).  En  este  último,  se  usó  vasopresina 
durante  15  horas  seguidas,  0.2  U/min.,  a pesar  que  el 
sangramiento  había  parado  ..al  eomienzo  de  la  infu- 
sión. 

Nuestra  paciente  tenía  la  doble  urgencia  de  sangra- 
miento masivo  y falta  de  sangre  en  el  banco.  Primero 
se  trató  como  varices  esofágicas  rotas,  sin  confirma- 
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cion  endoscopica  o arteriográfica.  Esto  no  es  aconseja- 
, ble,  ya  que  las  estadísticas  demuestran  que  la  mitad 
o más,  de  los  cirróticos  con  várices,  vienen  sangrando 
por  una  o más  lesiones  que  no  son  las  varices  (15). 

Las  radiografías  demostraron  una  úlcera  duodenal,  y 
en  la  segunda  hemorragia,  el  lavado  gástrico  salió 
limpio  de  sangre,  lo  que  indicó  un  sitio  de  sangra- 

I miento  más  allá  del  píloro.  Por  esta  razón  pusimos 
el  catéter  en  el  tronco  celíaco,  sin  confirmación  endos- 
cópica  o arteriográfica.  En  la  tercera  hemorragia, 
probamos  endoscopicamente  que  en  algún  momento 
,1.  había  sangrado  del  esófago,  por  el  coágulo  sangrante 
adherido  a él.  No  cambiamos  el  catéter  a la  mesen- 
térica  superior,  ya  que  hay  numerosas  anastomosis 
« entre  los  sistemas  arteriales  celíaco  y mesentérico,  y 
porque  el  paciente  ya  había  dejado  de  sangrar. 

El  éxito  en  estabilizar  a este  paciente  que  sangró 
I durante  cuatro  veces  en  seis  días,  con  varices  esofágicas 
rotas,  úlcera  duodenal  y alteración  de  las  pruebas  de 
^ coagulación,  con  solo  tres  unidades  de  sangre,  compara 

Ibien  con  los  resultados  de  Conn  (6).  Este  transfundió 
un  promedio  de  5.5  unidades  de  sangre  en  las  primeras 
14  horas  de  sangramiento  por  varices,  bajando  estos 
requerimientos  a menos  de  la  mitad,  al  usar  la  pi- 
■ tresina  intraarterial. 

^ La  infusión  intraarterial  de  pitresina,  no  hace  mila- 
} gros.  La  mortalidad  por  ahora,  sigue  siendo  la  misma. 
I Posiblemente  el  ahorro  en  transfusiones  de  sangre,  y 
la  postergación  de  la  cirugía  de  emergencia  a una 
í electiva,  evaluados  en  estudios  prospectivos  y bien 
j controlados,  nos  mostrará  la  verdadera  utilidad  de 
^ esta  promisoria  nueva  técnica,  en  el  manejo  de  la 

• hemorragia  gastrointestinal  masiva. 

i 

t 
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¡ Resumen 

' Una  paciente  de  65  años  tuvo  un  sangramiento 
, gastrointestinal  masivo  y recurrente  de  várices  esofági- 
cas y una  úlcera  prebulbar.  Repetidas  inyecciones 
de  pitresina  en  el  tronco  celíaco  efectivamente  con- 
trolaron la  hemorragia  con  una  economía  importante 
de  sangre. 

Nuevos  métodos  y conceptos  han  hecho  más  efec- 
tiva el  control  de  las  hemorragias  masivas.  La  eso- 
fagogastroduodenoscopía  temprana  provee  el  diagnós- 
- tico  en  el  92  por  ciento  de  los  casos.  La  arterio- 
. grafía  gastrointestinal  es  útil  en  el  diagnóstico  de 

f 

.í 

i 


tumores,  telangiectasias,  fístulas  aneurismas  e infartos 
mesentéricos.  El  emplazar  una  sonda  arterial  permite 
también  la  infusión  de  fármacos  vasoactivos,  como 
pitresina,  disminuyendo  así  el  retorno  venoso,  el  flu- 
jo hepático  y la  presión  portal  sin  aumentar  el  gasto 
cardíaco.  La  infusión  intraarterial  de  pitresina  pro- 
mete ser  de  utilidad  en  el  ahorro  de  transfusiones  de 
sangre  y la  postergación  de  la  cirugía  de  emergencia 
en  sangramientos  gastrointestinales  masivos. 

Reconocimiento 

Los  autores  reconocen  la  ayuda  generosa  e indispensable 
del  Dr.  Francisco  Jaume  Anselmi  en  el  sondeo  selectivo  del 
tronco  celíaco. 
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EDITORIAL 


MARCAPASOS  - PRESENTE  Y FUTURO 


En  1719  Marcus  Gerbezius  informó  el  caso  de  un  paciente  con  lo  que  hoy  conocemos  como  el 
síndrome  de  Morgagni-Adams-Stokes,  o sea,  con  episodios  de  síncope  o convulsión  causado  por  un 
bloqueo  crónico  aurículo-ventricular  completo.  Como  ha  pasado  muchas  veces  en  la  Medicina,  a pesar 
de  anticiparse  por  42  años  a la  descripción  de  Morgagni  y por  más  de  un  siglo  a la  de  Adams  y Stokes, 
su  nombre  no  se  relaciona  comúnmente  con  esta  condición.  No  fue  hasta  1958  que  tuvimos  un  tra- 
tamiento adecuado  para  esta  enfermedad  al  implantarse  el  primer  marcapasos  artificial.  Desde 
entonces,  más  de  150,000  pacientes  se  han  beneficiado  de  este  triunfo  de  la  tecnología  biomédica. 
Dos  trabajos  reportados  en  este  número,  uno  por  Rodríguez  et  al  y otro  por  Just  Viera  et  al,  nos 
informan  sobre  parte  de  la  experiencia  puertorriqueña  en  el  uso  de  marcapasos  y nos  presagian  el 
futuro  al  reportar  el  uso  clínico  de  marcapasos  nucleares  experimentales  en  cuatro  pacientes. 

Hace  unos  años,  muchos  cardiológos  pensaban  que  el  síndrome  de  (Gerbezius?  )-Morgagni- 
Adams-Stokes  era  una  sola  enfermedad,  rara  y relativamente  benigna.  Cada  cardiólogo  conocía 
uno  que  otro  paciente  que  sobrevivía  por  años  con  episodios  recurrentes  de  síncope  y de  algunos 
donde  la  condición  existía  en  una  forma  relativamente  asintomática.  Hoy  sabemos  que  los  bloqueos 
aurículo-ventriculares  completos  son  comunes,  tienen  etiologías  múltiples,  manifestaciones  clínicas 
variables  y que  el  pronóstico  depende  de  la  localización  del  bloqueo  en  el  sistema  de  conducción  y 
de  su  causa  inmediata.  En  la  mayoría  de  los  casos  la  mortalidad  sin  tratamiento  es  alta,  ya  que  la 
gran  mayoría  de  los  pacientes  no  sobreviven  el  primer  año  de  su  enfermedad.  Los  casos  que  se 
conocían  antiguamente,  representaban  el  5 por  ciento  de  los  pacientes  con  bloqueo  que  sobreviven 
sin  tratamiento  este  primer  año  y que  constituyen  el  grupo  con  el  curso  más  benigno  de  la  enfermedad. 

Inicialmente,  la  única  indicación  para  el  uso  de  marcapasos  eran  casos  de  bloqueo  completo 
crónico  y sintomático.  El  uso  de  marcapasos  en  estos  pacientes  redujo  la  mortalidad  en  el  primer  año 
de  95  por  ciento  a solo  un  10  o 15  por  ciento.  Las  muertes  que  aún  ocurren  usualmente  se  deben 
a otras  condiciones  co-existentes  y no  al  mal  funcionamiento  del  marcapasos.  Al  mejorarse,  con  los 
años,  el  diseño  de  los  marcapasos  y electrodos  y su  confiabilidad  se  fueron  ampliando  las  indicaciones 
para  su  uso.  Hoy  en  día  se  implantan  marcapasos  en  casos  de  bloqueo  completo  intermitente,  arresto 
sino  auricular,  síndrome  del  nódulo  sino  auricular  enfermo  (“sick-sinus  syndrome”),  bloqueo  aurículo- 
ventricular  de  segundo  grado,  casos  de  síncope  donde  se  sospechan  bloqueos  intermitentes,  bloqueos 
asociados  con  medicamentos  y algunos  casos  con  taquiarritmias. 

En  los  últimos  1 7 años,  como  pueden  ver,  el  uso  de  marcapasos  pasó  de  ser  una  rareza  de  tra- 
tamiento médico  y se  convirtió  en  un  tratamiento  común  y de  gran  valor  terapéutico.  El  diseño  del 
marcapasos  también  ha  cambiado  radicalmente  y nos  estamos  rápidamente  acercando  al  día  donde 
los  modelos  originales  parecerán  reliquias  de  la  medicina  pre-histórica.  ¿Hacia  dónde  nos  dirigimos 
en  un  futuro  cercano? 

Podemos  anticipar  que  el  desarrollo  inmediato  ocurrirá  en  mejoras  en  las  baterías,  los  circuitos 
electrónicos  y en  los  procedimientos  clínicos.  En  primer  lugar  es  obvio,  que  los  tres  años  a lo  sumo, 
que  duran  las  baterías  químicas  actualmente  es  un  período  demasiado  corto.  Aún  aceptando  que  la 
edad  promedio  de  los  pacientes  con  marcapasos  es  de  setenta  años,  la  necesidad  de  cirugía  en  repetidas 
ocasiones  con  el  consabido  costo  y riesgo  de  infección  no  hacen  razonable  esta  corta  duración.  Esto 
es  aún  más  evidente  cuando  el  paciente  es  joven  y deberá  de  someterse  a innumerables  procedimientos 
futuros.  Las  baterías  nucleares  en  uso  clínico  experimental  tienen  una  sobrevida  estimada  de  10  años 
o más.  Las  reglamentaciones  existentes  de  la  Comisión  de  Energía  Atómica  para  el  uso  de  estas 
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unidades,  sin  embargo,  limitarán  su  uso  en  un  futuro  cercano.  Afortunadamente,  ya  están  en  uso 
clínico  baterías  químicas  mejoradas,  como  las  de  litum,  que  prometen  tener  una  sobrevida  similar 
a las  nucleares.  También  se  hacen  pruebas  clínicas  con  baterías  recargables  y en  un  futuro  más 
lejano,  se  sueña  con  baterías  biogalvánicas  que  se  nutrirán  de  los  electrolitos  de  nuestro  medio  am- 
biente interior. 

El  diseño  de  los  circuitos  electrónicos  se  hace  más  sofisticado  día  tras  día.  Ya  contamos,  en 
algunos  modelos,  con  controles  no  invasivos  que  pueden  regular  la  duración,  intensidad  y frecuencia 
del  impulso  electrónico  del  generador.  Se  ha  mejorado  grandemente  el  circuito  sensor  en  los  marca- 
pasos  no  competitivos  y estos  pueden  hoy  distinguir  entre  los  complejos  QRS  y las  ondas  P y T del 
electrocardiograma,  así  como  de  los  impulsos  electromagnéticos  externos  que  antes  limitaban  el  uso 
y la  seguridad  de  estas  unidades  en  algunos  pacientes.  La  incorporación  de  períodos  refractarios,  la 
limitación  de  la  frecuencia  máxima  de  estimulación,  la  disminución  de  frecuencia  al  empezar  a agotar- 
se las  baterías,  la  reducción  de  la  duración  de  la  onda  de  impulso  eléctrico  y la  economía  en  el  uso 
de  energía  en  circuitos  más  eficientes  han  hecho  que  los  generadores  sean  cada  vez  más  confiables  y 
duraderos.  El  uso  de  nuevos  electrodos  tipo  tirabuzón  y la  reducción  del  tamaño  del  electrodo  han 
permitido  la  implantación  epicárdica  por  medio  de  mediastenotomías  sin  tener  que  recurrirse  a una 
toracotomía  y han  permitido  reducir  los  umbrales  para  estimulación  y así  economizar  energía,  au- 
mentando el  tiempo  de  duración  de  las  baterías. 

Por  último,  esperamos  ver  grandes  mejoras  en  los  aspectos  clínicos  durante  los  próximos  años. 
Surgirán  centros  especializados  en  la  comunidad  para  el  implante  y seguimiento  de  marcapasos,  ya 
sea  como  proceso  evolutivo  voluntario  o respondiendo  a reglamentaciones  gubernamentales.  La 
consolidación  de  facilidades  permitirá,  por  ejemplo,  que  los  marcapasos  endovenosos  tanto  temporeros 
como  permanentes,  se  puedan  implantar  en  condiciones  de  asepsia  comparables  a las  de  salas  de 
operaciones.  La  interpretación  electrocardiográfica  de  los  trastornos  de  ritmo  en  pacientes  con  marca- 
pasos  implantados  mejorará  al  aumentar  la  experiencia  de  los  cardiólogos  y al  reconocerse  más  am- 
pliamente las  características  eléctricas  de  los  diferentes  modelos  de  marcapasos.  Los  expedientes 
médicos  incluirán  toda  la  información  descriptiva  de  la  unidad  implantada  en  cada  paciente,  dando 
los  datos  electrónicos  importantes  tales  como  la  duración  de  períodos  refractarios  y la  frecuencia 
de  respuesta  usando  el  imán  y esta  información  estará  disponible  inmediatamente.  Las  clínicas 
de  seguimiento  de  marcapasos  contarán  con  el  equipo  y personal  especializado  y podrán  hacer 
análisis  de  la  onda  de  impulso,  usarán  contadores  de  frecuencia  electrónicos  y darán  servicio  de 
evaluación  periódica  telefónica  permitiendo  el  reemplazo  del  marcapasos  no  a una  fecha  pre-deter- 
minada,  sino  cuando  surja  la  verdadera  necesidad  de  hacerlo  y antes  de  que  deje  de  funcionar  ade- 
cuadamente. 

Los  próximos  17  años  verán  seguramente  cambios  radicales  en  el  diseño  y uso  de  marcapasos 
artificiales.  Eventualmente  nuestros  pacientes  podrán  contar  con  un  marcapasos  que  una  vez  implan- 
tado no  se  distinga  exteriormente,  que  se  podrá  regular  en  forma  no  invasiva  y que  durará  por  el 
resto  de  la  vida  del  paciente  sin  fallo  alguno.  Aún  hoy,  sin  embargo,  a pesar  de  las  limitaciones 
todavía  existentes,  los  marcapasos  seguirán  prolongando  la  vida  y dando  bienestar  a miles  de  pacientes. 


Francisco  Olazábal,  M.  D. 
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EXIT  BLOCK  IN  SUPRAVENTRICULAR  PA- 
RASYSTOLIC RHYTHMS 

Nabil  El-Sherif,  MD,  Juan  Aranda,  MD,  and  Agustín  Cas- 
tellanos, MD,  from  the  Division  of  Cardiology,  Veterans  Ad- 
ministration Hospital  and  the  Dept,  of  Medicine,  University 
of  Miami  School  of  Medicine,  Miami,  Florida. 

Twenty-four  clinical  examples  of  supraventricular 
parasystolic  rhythm  (SPR)  in  23  patients  are  reported. 
Sixteen  (67  percent)  showed  variable  degrees  of  exit 
block  and  a calculated  rapid  rate  of  discharge  (75-341/ 
min-average  210/min).  Eight  cases  showed  an  apparent 
slow  rate  (38-67/min-average  51/min)  and  simple  inter- 
ference with  the  dominant  rhythm.  Several  examples 
of  rapid  parasystolic  rhythms  presented  with  an  ap- 
parent slow  rate  for  a long  period  of  time  due  to  the 
presence  of  a constant  high  degree  of  exit  block.  Ac- 
cording to  the  pattern  of  conduction  at  the  ectopic- 
myocardial  junction  (EMJ),  both  regular  and  irregular 
slow  parasystolic  rhythms  and  various  parasystolic 
tachyarrhythmias  were  observed.  In  five  cases,  IV 
injection  of  1 mg  atropine  sulfate  gave  rise  to  a 
“deblocking”  effect  on  conduction  at  the  EMJ  resulting 
in  a lesser  degree  of  exit  block;  in  three  of  these 
cases,  runs  of  parasystolic  tachycardia  developed.  In 
two  cases,  amyl  nitrite  resulted  in  an  irregular  “de- 
blocking” effect.  In  three  patients,  carotid  sinus 
compression,  and  in  one,  IM  injection  of  2 mg  pros- 
tigmine  hydrochloride  gave  rise  to  a “blocking”  effect 
with  disappearance  of  the  apparent  parasystolic  dis- 
charge in  two,  and  an  increased  degree  of  exit  block  in 
two.  These  observations  suggest  that  spontaneous  “de- 
blocking” or  “blocking”  episodes  may  be  related  to 
variations  in  the  autonomic  tone  and/or  the  level 
of  circulating  humors.  The  study  revealed  that  most 
examples  of  SPR  showed  exit  block  and  a calculated 
rapid  rate  of  discharge  when  repeated  observations, 
long  electrocardiographic  strips  and  certain  pharma- 
cological interventions  were  available  for  analysis. 

FOLATE  ABSORPTION  IN  TROPICAL  SPRUE 

José  J.  Corcino,  M.  D.,  A.  M.  Reisenauer,  M.  S.,  and  C.  H. 
Halsted,  M.  D.,  Departments  of  Medicine,  Universities  of  Puerto 
Rico  and  California  (Davis). 


To  study  intestinal  absorption  of  folate  in  tropical 
sprue  (TS),  jejunal  perfusion  and  mucosal  biopsy  were 
performed  on  6 Puerto  Rican  patients  before  and  after 
full  clinical  recovery.  Synthetic  14C-labeled  folates 
were  obtained  from  The  Nutrition  Program,  U.  of 
Alabama.  The  perfusion  mixture  contained  equimolar 
(.75  uM)  3H-pteroylmonoglutamate  (3H-PG-1)  and  pte- 
royl-14C-glutamylhexaglutamate  (14C-PG-7).  We  mea- 
sured percent  luminal  disappearance  (ED)  of  each 
isotope  over  30  cm  and  percent  urinary  recovery 
(UR)  in  a 48  hour  collection  after  perfusion  and 
folic  acid,  30  mg  i.m.  Folate  conjugase  (EC)  was 
measured  in  jejunal  biopsies  using  pure  labeled  subs- 
trate (Anal.  Biochem.  35:  123,  1970).  EC  (units/mg 
protein)  was  compared  to  lactase  (L),  sucrase  (S), 
and  maltase  (M)  (units/g  protein)  and  to  mucosal 
activities  in  7 Californian  controls.  Results:  The 
initial  mean  LD  and  UR  of  3H-PG-1  (25.1  and  35.7) 
and  14C-PG-7  (20.7  and  16.3)  was  signiRcantly  less 
than  the  post-recovery  LD  and  UR  of  3H-PG-1  (59.7 
and  59.4)  and  14C-PG-7  (47.9  and  36.0).  By  either 
method,  absorption  of  3H-PG-1  was  significantly  greater 
than  14C-PG-7  before  and  after  recovery.  Initial 
activity  of  FC  was  6.9,  compared  to  post-recovery 
activity  of  4.8  and  control  activity  of  4.6.  On 
the  other  hand,  initial  activities  of  L,  S,  and  M were 
significantly  less  ( 1.2,  24.1,  and  74)  than  activities 
after  recovery  (11.3,  99.7,  and  356)  and  in  controls 
(57,  107,  and  302).  Conclusions:  Intestinal  ab- 
sorption of  both  3H-PG-1  and  14C-PG-7  is  signi- 
ficantly impaired  by  TS.  Malabsorption  of  14C-PG-7 
reflects  impaired  transport  and  not  mucosal  FC  de- 
ficiency. Since  the  change  in  activity  of  FC  did 
not  parallel  that  of  L,  S,  or  M,  these  data  support 
other  evidence  that  mucosal  FC  is  intracellular  and 
not  a surface  enzyme. 

PERMANENT  FEEDING  GASTROSTOMY:  A 
NEW  SURGICAL  APPROACH 

Reynold  López,  M.  D.,  Albert  Suarez,  M.  D.,  E.  A.  Santiago- 
Delpin,  M.  D.,  Surgical  Research  Laboratories  and  Department 
of  Surgery,  Univ.  of  Puerto  Rico  Medical  School 

With  recent  advances  in  treatment  of  fore-gut  can- 
cer, prolongation  of  life  is  frequent,  and  palliative 
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measures  become  very  important.  The  usual  type  of 
feeding  gastrostomy  usually  utilizes  some  sort  of  ex- 
ternal tube  and  is  fraught  with  frequent  complications: 
leakage,  excoriations,  soiling,  infection,  ulcers,  pain 
and  inconvenience. 

Based  on  previous  techniques  used  by  gastric  phy- 
siologists we  have  devised  the  following  operation. 
A short  vascularized  jejunal  segment  is  interposed 
between  tlie  anterior  gastric  wall  and  the  abdominal 
wall  in  an  antiperistaltic  fashion.  Intestinal  continuity 
is  restored  end-to-end.  Access  to  the  stomach  is  then 
thru  intermittent  intubation  of  tliis  segment. 

This  procedure  was  tested  in  8 dogs.  No  external 
leaks  were  noted  even  on  a stomach  filled  to  capacity. 
External  access  was  easy.  No  skin  changes  or  stenosis 
were  apparent  after  several  weeks.  One  patient  has 
been  done  so  far  with  good  results. 

In  spite  of  the  more  elaborate  technique  involved, 
this  operation  may  have  a place  in  the  palliative  treat- 
ment of  patients  with  protracted  upper  gut  obstruc- 
tion. 


EVALUATION  OF  A NEW  EXPERIMENTAL 
MODEL  FOR  PORTAL  HYPERTENSION 

Reynold  López,  M.  D.,  Albert  Suarez,  M.  D.,  José  J.  Cerra, 
M.  D.,  E.  A.  Santiago  Delpin,  M.  D.,  Surgical  Research  La- 
boratories and  Department  of  Surgery,  Univ.  of  Puerto  Rico 
Medical  School 

Portal  Hypertension  is  still  a very  important  and 
troublesome  condition  which  continues  to  tax  the 
ingenuity  and  resources  of  clinician  and  surgeon.  One 
major  drawback  has  been  the  absence  of  a suitable 
experimental  model. 

The  co-existence  of  a mesenteric  A-V  malformation 
with  severe  portal  hypertension  in  a 21  y/o  patient 
suggested  that  they  could  be  related,  and  we  tested 
this  hypothesis  in  dogs.  Ten  mongrel  dogs  were 
anesthesized  and  a laparotomy  done.  A right  nephrec- 
tomy was  done  and  an  end-renal  artery-to-side  portal 
vein  anastomosis  constructed. 

Liver  biopsy  and  portal  manometry  were  done 
before  surgery  and  2 to  4 months  afterwards.  Post 
operative  exploration  showed  huge  retroperitoneal,  peri- 
pancreatic,  mesenteric  and  gastric  varices,  but  not  at 
the  esophagus.  Portal  manometry  increased  from 
2-3cm  H20  to  12-19  cm  postop.  The  spleen  was  en- 
larged 2 to  3 times.  The  liver  was  hard  with  early 
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cirrhosis. 

Renal  artery-to-portal  vein  AV  fistula  results  in 
portal  hypertension  in  dogs  and  may  he  a good 
working  model  to  study  this  disease. 

ROSE  BENGAL  1-131  SERIAL  LIVER  IMAGE 
SCINTISCAN  IN  THE  DIAGNOSIS  OF  BI- 
LIARY ATRESIA 


Lillian  Conde  de  Borrego,  M.  D.,  Fermín  Miranda,  M.  D.,  Nu- 
clear Medicine  Unit,  Department  of  Pediatry,  San  Juan  City 
Hospital 

Rose  Bengal  1-131  (Tetraiodo  Chlorfluorescein)  is 
wuantitatively  cleared  from  the  blood  stream  by  the 
hepatic  polygonal  cells  which  in  turn  promptly  excree 
the  dye  into  the  intestine  via  the  biliary  tract.  The  de- 
tection of  the  radioactive  tracer  in  the  biliary  tree 
and  intestine  at  different  intervals  is  indicative  of  paten- 
cy of  the  biliary  tree. 

No  excretion  of  the  dye  30,  60,  90,  120  minutes 
and  24,  48  and  72  hours  post  injection  have  been  re- 
ported to  be  very  helpful  in  the  diagnosis  of  biliary 
atresia  in  newborns  with  jaundice. 

In  the  present  report  the  diagnosis  of  biliary  atresia 
made  by  scanning  techniques  were  confirmed  by  sur- 
gery. Three  cases  that  showed  excretion  of  the  dye 
into  the  biliary  tree  and  intestine  were  found  to  have 
hepatitis  in  the  follow  up  of  the  cases. 

FLUOROURACIL,  MITOMICINA  Y METIL- 
CCNU  EN  LA  TERAPIA  DE  CANCER  GAS- 
TROINTESTINAL 

Antonio  J.  Grillo-López,  M.  D.,  Enrique  Vélez-García,  M.  D., 
José  J.  Corcino,  M.  D.,  y Luis  J.  Suau,  M.  D.  Instituto 
de  Hematología  y Oncología  Médica,  Apartado  10549,  San 
Juan,  Puerto  Rico,  00922. 

Han  transcurrido  más  de  16  años  desde  que  Heidel- 
berger  publicara  sus  estudios  iniciales  con  fluorouracil. 
Sin  embargo,  hasta  hoy  día,  esta  droga  continúa  siendo 
la  piedra  angular  de  la  quimioterapia  del  cáncer  gas- 
trointestinal. A pesar  de  esto,  su  dosificación  y 
método  óptimo  de  administración  aún  no  han  sido 
firmemente  establecidos  y su  uso  en  combinación 
con  otras  drogas  continúa  en  etapa  experimental. 
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Durante  los  últimos  tres  años  hemos  tratado  75 
pacientes  con  cáncer  diseminado  usando  f íluorouracil 
por  infusión  continua  de  120  horas  a razón  de  30 
nig./kg./-4  horas  y repitiendo  este  tratamiento  cada  3 
a 4 semanas.  Todos  los  pacientes  con  cáncer  gástro- 
inteslinal  (55)  tenían  evidencia  de  metastases  distales 
usualmente  a hígado.  Los  resultados  observados  fue- 
ron: estómago,  - 0 respuestas  objetivas  en  17  pacientes 
tratados  para  un  por  ciento  de  respuestas  objetivas 
de  53;  pancreas,  - 3/7  (43  por  ciento);  vesícula  biliar,  - 
1/3  (33  por  ciento);  hígado,  - 1/3  (33  por  ciento); 
colon,  - .5/11  (45  por  ciento);  recto,  - 2/9  (22  por 
ciento);  otros  tumores  gastrointestinales,  - 1/5  (20 
por  ciento).  El  total  de  respuestas  objetivas  observada 
en  pacientes  con  cáncer  gastrointestinal  fue  de  22/55 
(40  por  ciento).  No  se  excluyeron  casos  por  con- 
siderarse “muy  avanzados”,  “de  alto  riesgo”,  o “ter- 
minales”. Creemos  firmemente  que  estas  estadísticas 
mejorarían  sustanciabnente  al  tratarse  pacientes  en 
etapas  más  tempranas  de  diseminación  y particular- 
mente si  estos  no  hubieran  recibido  Iluorouracil  u otras 
modalidades  de  quimioterapia  previamente. 

Estimulados  por  estos  resultados  hemos  comenzado 
a estudiar  la  combinación  de  Iluorouracil  con  mito- 
micina-C  y estas  2 drogas  en  combinación  con  metil- 
CCNU  en  casos  avanzados  de  cáncer  gastrointestinal 
después  de  obtenido  el  consentimiento  correspondien- 
te. Nuestros  resultados  basta  el  presente  muestran 
un  50  por  ciento  de  respuestas  objetivas  con  la  com- 
binacióti  de  2 drogas;  la  combinación  de  3 drogas 
está  en  estudios  preliminares. 

CHOLEDOCAL  DECT  CYST  DEMONSTRA- 
TED BY  ROSE  BENGAL  1-131  SERIAL  LI 
VER  IMAGE  SCINTISCAN 

Lillian  Conde  de  Borrego,  M,  D.,  Miranda  Fermín,  M,  Ü. 
San  Juan  City  Hospital. 

Cboledocal  duct  cyst  is  a congenital  cystic  dila- 
tation of  the  common  bile  duct.  The  diagnosis 
should  be  suspected  when  the  classical  triad  of  ab- 
dominal pain  jaundice  and  right  upper  quadrant  mass 
are  present.  All  the  symptoms  may  not  be  present 
since  its  occurrence  in  order  of  frequency  are  jaundice 
seventy  three  percent,  pain  in  right  upper  quadrant 
sixty  five  percent  and  right  upper  quadrant  mass  in 
sixty  percent.  Classical  triad  is  present  in  only  twen- 


ty percent. 

The  mode  of  presentation  may  vary  from  abdomi- 
nal pain  to  decompensated  biliary  cirrhosis,  bile  peri- 
tonitis etc.  Awareness  of  the  condition  is  necessary  to 
make  diagnosis  early. 

Early  diagnosis  and  surgical  treatment  are  in  order 
as  soon  as  possible  to  prevent  complications  and 
irreversible  biliary  cirrhosis.  Serial  liver  image  scin- 
tiscan using  Rose  Bengal  (1-131)  is  demonstrated  to  be 
high  value  in  the  early  diagnosis  of  this  condition 
even  in  the  presence  of  jaundice. 

SINDROME  ESTILOIDEO.  PRESENTACION 
DE  CASOS 

Raúl  E.  Bertrán-Escanaverino,  MD,  FACS,  Profesor  Auxiliar 
de  Otorrinolaringología  del  Hospital  de  Veteranos,  San  Juan, 
Puerto  Rico 

Se  hace  un  breve  resumen  sobre  la  anatomía 
y embriología  de  la  apófisis  estiloides. 

Se  revisa  la  bibliografía  sobre  el  síndrome  estiloideo, 
desde  el  clásico  trabajo  de  Eagle  en  1948  hasta  el 
último  de  Christiansen  y colaboradores  en  1975. 

Se  estudian  4 casos  algunos  tratados  quirúrgica- 
mente y se  mencionan  otros  3. 

En  conclusión  se  llama  la  atención  sobre  este  sín- 
drome, no  infrecuente  en  que  una  apófisis  estiloides 
anormalmente  larga  puede  causar  síntomas  como  otal- 
gia ipsilateral,  odinofagia  y otros  tipos  de  neuralgia 
facial  o cervical. 

El  diagnóstico  puede  establecerse  eon  la  simple 
palpación  cuidadosa  de  las  amígdalas  palatinas  o fosas 
tonsilares  si  estas  han  sido  extirpadas  y corroborarse 
con  estudios  radiológicos. 

El  tratamiento  es  quirúrgico  y la  técnica  operatoria 
no  es  complicada. 

ECHOGRAM  AND  SCINTISCAN  IN  THE  DI- 
AGNOSIS OF  SOLITARY  NON  FUNCTION- 
ING THYROID  NOSE 

Lillian  Conde  de  Borrego,  M,  D,,  Amilkar  Cintron,  M,  D,, 
Nuclear  Medicine  Unit,  Endocrinology  Section  San  Juan  City 
Hospital,  Puerto  Rico  Medical  Center, 

The  incidence  of  malignancy  in  solitary  cold  thy- 
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roid  node  has  been  reported  in  the  literature  to  be  from 
10  to  30  percent.  Malignant  cold  lesions  are  more 
frequently  solid  than  cystic.  Thyroid  scintiscan  cannot 
differentiate  between  a cystic  and  solid  cold  thyroid 
node,  however,  thyroid  echogram  has  been  reported 
frequently  to  differentiate  among  them. 

We  study  20  cases  with  solitary  cold  thyroid  node 
by  scintiscan,  echogram,  aspiration  and  surgery  to 
determine  the  contribution  of  scanning  and  echogram 
in  the  management  of  these  cases. 

20  cases  with  solitary  cold  thyroid  node  had  echo- 
gram  performed.  Two  of  them  underwent  cystic  aspira- 
tion and  18  thyroid  surgery.  14  patients  were  found 
to  have  cystic  lesions  by  echogram  and  six  solid  lesions. 

The  echogram  was  compatible  with  the  pathological 
diagnosis  in  13  cases  and  not  compatible  in  7 cases. 
Four  cases  were  found  to  be  solid  by  echogram 
and  on  pathological  diagnosis  reported  as  cystic. 

Three  cases  were  found  to  be  cystic  by  echogram 
however  found  to  be  solid  in  surgery  and  two  of 
these  were  malignant  one  a follicular  carcinoma  and 
the  other  a papillary  carcinoma.  The  incidence  of 
malignancy  in  solitary  cold  node  was  found  to  be 
10  percent. 

ACTIVITY  OF  AMPICILLIN  AGAINST  ES- 
CHERICHIA COLI  CIRCULATING  IN  THE 
BLOOD  AND  TISSUES  OF  IMMUNIZED  DOGS. 

Felipe  Pérez-Rodríguez,  M.D.,  Ramón  H.  Bermudez,  M.D., 
Carmen  J.  Brau,  M.T,  from  V.  A.  Hospital,  San  Juan,  Puer- 
to Rico, 

Mongrel  dogs  (20)  were  immunized  with  a serum- 
resistant  stain  of  FT  coli  and  the  number  of  bacteria 
circulating  in  the  blood  was  determined  by  serial 
blood  cultures.  Controls  received  no  antibiotic,  while 
others  received  high  (200  mg/kg)  or  low  (50  mg/kg) 
doses  of  Ampicillin  (AMP).  The  mean  number  of 
bacteria  circulating  5 min.,  2 hrs.,  18  hrs.  and  24  hrs. 
after  bacterial  injection  in  the  controls  were  86,000; 
1875;  20  and  15  bacteria/ml  of  blood  respectively. 
In  the  high  dose  group  they  were  119,625;  100;  46 
and  59  and  in  the  low  dose  group  were  181,375;  265; 
1300  and  161  respectively.  Another  group  of  dogs 
received  high  (100  mg/kg)  or  low  (30  mg/kg)  doses 
of  Chloramphenicol  (CM).  Animals  were  sacrificed 
24  hrs.  after  a large  inoculum  and  bacterial  counts/g 


of  tissue  were  performed  in  the  liver,  spleen,  kidneys 
and  lungs.  Dogs  receiving  high  dose  of  AMP  had  less 
bacteria  recovered  from  the  spleen  than  the  controls 
(315  vs  14,000)  or  those  receiving  high  dose  of  CM 
(315  vs  900).  AMP  in  low  doses  had  a better  effect 
in  the  lungs  than  CM  (125  vs  1100).  Dogs  receiving 
low  doses  of  CM  had  less  bacteria  surviving  in  the 
spleen  (625  vs  11,000)  and  the  kidneys  (15  vs  120) 
than  those  receiving  low  doses  of  AMP.  The  effect 
of  AMP  in  bacterial  clearance  is  best  noted  at  2 hrs. 
High  doses  of  AMP  had  the  same  effect  on  the  number 
of  bacteria  in  tlie  spleen  as  low  or  high  doses  of  CM. 


PERIPHERAL  SYMPATHETIC  BLOCKADE 
AND  HISTAMINE  BLOCK  IN  THE  TREAT- 
MENT OF  SEPTIC  SHOCK 

Philip  C.  Lowry,  MD,  and  Eduardo  Santiago  Delpin,  MD, 
Surgical  Research  Laboratories  and  Department  of  Surgery, 
Univ.  of  Puerto  Rico  Medical  SchooL 

Vasoconstriction  is  a prime  factor  in  the  decreased 
tissue  perfusion  and  increased  mortality  of  septic  shock. 
We  have  used  antihistamines  and  epidural  anesthesia 
to  discriminate  between  the  relative  roles  of  histamine 
and  the  sympathetic  system. 

1 to  1.3  ml/kg  of  an  48  hr.  broth  culture  of  E.  Coli 
was  injected  IV  into  30  anesthesized  mongrel  dogs 
to  induce  septic  shock,  either  before  or  after  treatment 
with  high  epidural  anesthesia  (measured  by  respiratory 
paralysis),  methyl- prednisolone  30mg/kg  IV,  or  chlortri- 
eton  7mg/kg  IV.  Constant  blood  pressure,  CVP,  urine 
output  and  blood  pH  were  measured.  A prominent 
drop  in  BP  resulting  in  death  was  seen  in  all  groups 
except  with  chlortrimeton  pre-treatment,  where  BP 
dropped  slightly  and  later  improved  to  normal.  Sur- 
vivals occurred  only  in  this  group. 

Massive  histamine  release  with  dilatation  of  the 
capillary  bed  may  be  an  important  factor  in  the  early 
stages  of  septic  shock.  Antihistamines  in  high  doses 
may  prevent  or  iTiodify  this  effect. 

EFFECT  OF  PRETREATMENT  ON  BACTE- 
RIAL MENINGITIS 

Carlos  Ramirez-Ronda,  M.D.,  V.  A.  Hospital  and  University 
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of  Puerto  Rico  School  of  Medicine. 

A retrospective  study  ol  169  partially  treated  (PT) 
patients  with  meningitis  was  conducted  at  Parkland 
Ht)spital,  Dallas,  Texas.  57  percent  of  the  patients 
were  PT  for  < 24  hrs.  Most  patients  were  PT  with 
penicillin.  The  initial  CSF  was  modified  by  the 
duration  of  partial  treatment.  PT  for  < 24  hrs.  did 
not  modify  the  initial  CSF,  for  over  24  hrs.  initial 
CSF  mimics  aseptic  meningitis.  This  group  was  com- 
pared with  a matched  group  of  patients  with  untreated 
(U)  bacterial  meningitis  (BM).  Factors  distinguishing 
PT  from  UBM  were:  1)  degree  of  alertness  (30  per- 
cent vs  7 percent),  2)  rate  of  CSF  positive  gram 
stain  (39  percent  vs  85  percent)  and  positive  cultures 
(37  percent  vs  98  percent),  and  3)  rate  of  positive 
blood  cultures  (10  percent  vs  42  percent).  Mortality 
was  not  significantly  different  in  the  two  groups. 
Recommended  management  is  as  follows:  Alert  patients 
PT  for  < 24  hrs.  can  be  managed  as  U patients.  Pre- 
treatment for  > 24  hrs.  may  modify  the  CSF  and  give  a 
false  impression  of  aseptic  meningitis.  These  patients 
should  have  a second  LP  in  6-8  hrs.;  if  deterioration 
in  alertness  occurs  during  observation,  an  immediate 
LP  should  be  done  and  appropriate  Rx  started.  Regard- 
less of  the  mental  statis  if  PT  > 24  hrs.  and  LP  includes 
any  one  of  the  following,  CSF  WBC;?  1200,  sugar  ^40, 
protein:^  150,  diagnosis  of  BM  is  presumed  and  the  pa- 
tients should  be  treated.  If  CSF  is  persistently  abnormal 
with  negative  cultures  for  > 5 days,  granulomatous 
meningitis  is  suspected. 

DESIRABILITY  FOR  STERILIZATION  A 
MONO  PREGNANT  PATIENTS 

In  a sample  group  of  260  pregnant  patients  from 
our  clinics  of  the  Maternal  Infant  Care  Project  in 
Puerto  Rico  Medical  Center  desire  for  sterilization 
showed  the  following  findings: 

1.  The  over-all  desire  for  sterilization  is  around 
62  percent  of  the  total  sample,  even  if  we 
accept  medical  reasons  for  this  desire,  we  still 
have  a group  of  30  percent  of  pregnant  women 
that  desired  the  procedure. 

2.  In  the  group  that  did  not  desire  sterilization, 
the  reasons  were:  wanted  more  children,  60 
percent,  lack  of  orientation,  15  percent,  family 
reasons,  13  percent  and  religious  beliefs,  12  - 


percent. 

3.  The  group  with  the  highest  income  ($9-*  12,000/ 
year  showed  that  75  percent  wanted  to  he 
sterilized. 

4.  When  grouped  according  to  scholarity  the  1-6 
years  group  showed  the  highest  wish  for  steri- 
lization, but  there  was  no  significant  difference 
among  them. 

5.  Multigravidas  (gravida  II-IV)  preferred  the  proce- 
dure in  86  percent  of  the  cases. 

6.  When  tabulated  by  age  the  30-39  years  old  group 
showed  preference  for  sterilization  in  80  per- 
cent of  the  instances. 

7.  Twenty  five  percent  of  the  pregnancies  were  un- 
planned, and  among  this  group  the  desire  for 
sterilization  after  the  present  pregnancy  was  47 
percent. 

8.  Among  patients  that  desired  sterilization  prior 
to  the  present  gestation  and  did  not  obtain  it, 
39  percent  of  them  claimed  the  service  was  not 
readily  available,  31  percent  did  not  receive 
adequate  orientation  and  31  percent  quoted  eco- 
nomic reasons  for  not  obtaining  the  procedure. 

9.  The  desire  for  sterilization  among  our  clinic 
patients  is  quite  great  and  this  explains  the  find- 
ings of  a previous  study.  Furthennore,  the  pre- 
sent facilities  performing  this  form  of  contra- 
ception are  not  adequate  and  should  he  improved 
at  least  in  the  University  District  Hospital.  The 
reasons  for  improving  this  type  of  service  are 
obvious  and  behooves  all  of  us  to  participate  in 
solving  the  population  growth  problem. 

NUTRITIONAL  DEFICIENCIES  AND  ANE- 
MIA IN  THE  PREGNANT  AND  NONPREG 
NANT  POPULATION  OF  PUERTO  RICO. 


José  J.  Corcino,  M.D.,  I.  Ruiz,  B.  A.,  and  R.  Santini,  Ph.D., 
Tropical  Malabsorption  Unit  and  General  Clinical  Research 
Center,  University  of  Puerto  Rico  School  of  Medicine,  San 
Juan,  Puerto  Rico 

The  prevalence  and  etiology  of  the  nutritional  ane- 
mias in  the  female  population  of  Puerto  Rico  has 
not  been  determined  heretofore.  To  this  purpose, 
we  have  studied  53  females  in  the  third  trimester 
of  pregnancy  and  61  control  female  subjects  of  com- 
parable age  and  socioeconomic  status.  .Anemia,  as 


Abstractos  -Asamblea  AMPR 


314 


Bol.  Asoc.  Méd.  P.  Rico 
Octubre  1975 


defined  by  current  WHO  criteria  (hemoglobin  levels 
below  11  g/dl),  was  found  in  60.4  percent  of  preg- 
nant women  as  compared  to  1.6  percent  in  the  control 
group.  Iron  deficiency  (transferrin^  saturation  below 
15  percent)  was  found  in  50.9  percent  of  pregnant 
women  and  3.3  percent  of  nonpregnant  females. 
The  prevalence  of  folate  deficiency  in  pregnancy,  as 
determined  by  serum  folate  levels  below  5 ug/1  and 
whole  blood  folate  levels  below  100  ug/1,  was  88.7 
percent  and  79.2  percent,  respectively.  Low  serum 
and  whole  blood  folate  levels  were  found  in  16.4 
percent  and  37.7  percent  of  the  control  group.  Vita- 
min Bj2  deficiency  (serum  levels  below  150  ng/1) 
was  found  in  11.3  percent  of  the  pregnant  and  in 
1.8  percent  of  the  nonpregnant  group.  Correlation 
analysis  indicated  that  iron  and  folate  deficiencies 
were  of  major  importance  as  a cause  of  anemia  in  the 
pregnant  group.  The  incidence  of  anemia  and  iron, 
but  not  folate  deficiency,  in  the  control  group  was 
much  lower  than  that  reported  for  other  populations 
in  Latin  America. 


CARCINOMA  OF  THE  ENDOMETRIUM 


Jeanne  Ubiñas,  M.D.,  Noel  Totti,  MS  IV,  José  M.  Tomé,  M.D. 
and  Victor  A.  Marcial,  M.D.  Radiation  Oncology  Division, 
University  of  Puerto  Rico  School  of  Medicine. 


Carcinoma  of  the  endometrium  has  gradually  in- 
creased in  incidence  in  Puerto  Rico  and  at  the  present 
time  it  constitutes  the  most  frequent  type  of  gyne- 
cological cancer  in  the  private  sector.  This  paper  pre- 
sents; data  on  the  magnitude  of  this  type  of  cancer, 
its  usual  clinical  presentations,  problems  in  the  staging 
and  diagnosis  of  tumor  extent,  indications  of  therapy 
and  evaluation  of  results  obtained  in  terms  of  survival 
and  tumor  control. 


of  Medicine  and  Radiological  Sciences,  University  of  Puerto 
Rico  School  of  Medicine. 


Carcinoma  of  the  breast  is  a fatal  disease  in  over 
one  half  of  the  patients  despite  the  surgical  methods 
employed  to  remove  the  primary  tumor.  In  all  like- 
lihood, patients  who  die  of  the  disease  had  micros- 
copic metastases  at  the  time  of  surgery  or  shortly 
thereafter,  which  escape  our  present  methods  of  de- 
tection and  more  importantly,  also  escape  the  thera- 
peutic modalities  heretofore  utilized.  In  an  effort 
to  prove  that  chemotherapy  as  an  adjuvant  to  surgery 
could  be  effectively  administered  to  women  in  the 
immediate  post-operative  period  and  to  ascertain  whe- 
ther this  treatment  would  prevent  recurrences,  we 
began  a pilot  study  in  January,  1975.  Thirty  “high 
risk”  patients  with  positive  axillary  nodes  have  so 
far  been  entered;  all  after  radical  or  modified  radical 
mastectomy  and  have  received  a 5 drug  chemotherapy 
combination  within  4 weeks  of  surgery  consisting  of: 
fluorouracil,  400  mg/m^,  methotrexate,  25  mg/m^ 
and  vincristine,  1.4  mg/m^,  on  days  1 and  8;  cyclo- 
phosphamide,  400  mg/m^  on  day  1 and  prednisone, 
40  mg/m*^  from  days  1 to  8.  Courses  are  repeated 
monthly  for  12  months  or  until  relapse.  Eight  pa- 
tients have  also  received  concomitant  radiotherapy 
to  the  chest  wall  and  supraclavicular  area  after  3 
initial  courses  of  chemotherapy  as  outlined.  So  far, 
patient  tolerance  to  both  regimens  has  been  excellent 
and  we  have  not  observed  recurrences.  The  median 
follow  up  is  6 months. 

Although  it  is  definitely  too  early  to  speak  of 
definitive  results,  these  preliminary  observations  are 
very  encouraging.  Plans  are  already  well  under  way 
to  study  a similar  combination  of  drugs  in  a larger 
and  better  controlled  group  of  patients  as  part  of  a 
randomized  cooperative  group  trial. 


ADJUVANT  CHEMOTHERAPY  OF  CARCI- 
NOMA OF  THE  BREAST.  EARLY  RESULTS. 

Enrique  Vélez-Carcia,  M.D.,  Antonio  Grillo-López,  M.D.,  José 
M.  Tomé,  M.D.,  José  G.  tozada,  M.D.,  Luis  J.  Suau,  M.D., 
Víctor  Marcial,  M.D.,  Juan  Reusche,  M.D.,  José  J.  Corcino, 
M.D.,  and  Jeanne  Ubiñas,  M.D.,  Institute  of  Hematology 
and  Medical  Oncology  and  Radiotherapy  Institute,  Hospital 
Metropolitano,  Rio  Piedras,  Puerto  Rico  and  Departments 


QUIMIOTERAPIA  DEL  CARCINOMA  DE  O- 
VARIO 

Marisol  Montes,  Antonio  Grillo-López,  M.D.,  y Enrique  Vélez- 
García,  M.D.  Instituto  de  Hematología  y Oncología  Médica, 
Apartado  10549,  San  Juan,  Puerto  Rico,  00922. 

El  cáncer  de  ovario  está  entre  los  diez  tumores 
malignos  de  mavor  incidencia  en  la  mujer  (2.2  por 
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ciento).  Junto  con  el  cáncer  de  cervix  y útero 
comprenden  más  del  90  por  ciento  de  las  neoplasias 
del  sistema  reproductivo  femenino.  Aunque  de  menor 
incidencia  que  estos  últimos,  el  cáncer  de  ovario  es  res- 
ponsable proporcionalmente  de  un  mayor  número  de 
muertes.  Igualmente,  produce  una  sobrevivencia  a 
5 años  más  corta  (35  por  ciento)  que  estos  (60  por 
ciento).  En  gran  medida,  la  explicación  de  este  pro- 
nóstico desfavorable  se  debe  a que  más  del  70  por 
ciento  de  los  cánceres  de  ovario  están  local,  regional, 
o distalmente  diseminados  en  el  momento  del  diag- 
nóstico y por  tanto,  la  mayoría  son  incurables  por 
cirugía,  por  más  agresiva  que  ésta  sea. 

Habiéndose  desarrollado  ya  prácticamente  al  máximo 
de  su  efectividad  terapéutica  las  modalidades  de  ciru- 
gía y radioterapia,  resta  ahora  desarrollar  la  quimio- 
terapia para  que  en  combinación  con  las  otras  moda- 
lidades se  pueda  lograr  un  resultado  óptimo  para  el 
paciente. 

Estimulados  por  esta  problemática  hemos  evaluado 
un  grupo  de  25  pacientes  con  carcinoma  de  ovario. 
Se  clasificaron  por  estadios  como  sigue;  estadio  I - 3 
casos;  estadio  II  - 3 casos;  estadio  III  - 15  casos; 
estadio  IV  - 4 casos.  Aquellos  pacientes  en  estadios 
II,  III  y IV  recibieron  tratamiento  con  quimioterapia 
solamente  o combinado  con  radioterapia.  La  quimio- 
terapia consistió  de  un  regimen  intermitente  de  AIkeran 
y prednisona.  Se  observaron  respuestas  objetivas  en  el 
60  por  ciento  de  estos  pacientes.  Se  analizó  la  sobre- 
vida de  estos  pacientes  y se  comparó  con  la  de  pacientes 
no  tratados.  Igualmente  se  analizó  el  grupo  que  recibió 
terapia  combinada  en  comparación  al  que  recibió  qui- 
mioterapia solamente.  Nuestros  resultados  dan  margen 
para  un  optimismo  cauteloso  y proveen  estímulo  para 
continuar  explorando  distintas  y mejores  combinaciones 
de  agentes  en  la  quimioterapia  de  esta  enfermedad. 


CANCER  DEL  PULMON  EN  PUERTO  RICO 


Abel  González,  M.D.,  Víctor  Lister,  M.D.,  Rafael  Brito,  M.D. 
y Jorge  O.  Just  Viera,  M.D.  De  la  Sección  de  Cirugía  Torácica 
y Cardiovascular  del  Hospital  Municipal  de  San  Juan  y el 
Departamento  de  Cirugía  del  Hospital  Auxilio  Mutuo,  Hato 
Rey,  Puerto  Rico. 

Los  resultados  de  tratamiento  quirúrgico  de  carcino- 
ma del  pulmón  en  61  pacientes  de  un  hospital  guberna- 


mental (Hospital  Municipal  de  oan  Juan)  y 94  pacientes 
de  un  hospital  privado  (Hospital  Auxilio  Mutuo)  fueron 
revisados  y comparados. 

La  incidencia  de  tumores  pobremente  diferenciados 
fue  mayor  en  el  Hospital  Municipal,  como  también 
la  frecuencia  de  tumores  inoperables.  En  cambio,  en  el 
Hospital  Auxilio  Mutuo  fueron  más  numerosos  los  tu- 
mores detectados  por  placa  rutinaria  de  pecho  y fueron 
más  los  pacientes  tratados  paliativamente  sin  diagnóstico 
histológico. 

El  por  ciento  de  análisis  citológico  positivo  fue  sor- 
prendemente  bajo  (10  por  ciento)  en  ambos  hospitales. 

La  sobrevida  a cinco  años  fue  de  1.5  por  ciento 
en  el  Hospital  Municipal  y de  3 por  ciento  en  el  Hospital 
Auxilio  Mutuo.  Estos  resultados  señalan  que  el  diag- 
nóstico, tratamiento  y manejo  de  cáncer  del  pulmón 
en  Puerto  Rico  debe  mejorarse.  Se  discutirán  varios 
factores  que  influyen  en  el  manejo  de  este  problema 
en  la  actualidad. 


CARCINOMA  OF  THE  PROSTATE;  ROLE 
OF  RADIATION  THERAPY 


José  M.  Tomé,  M.D.,  Néstor  C.  Tirado,  MS  IV,  Jeanne  Ubiñas, 
M.D.  and  Víctor  A.  Marcial,  M.D.  Radiation  Oncology  Division, 
University  of  Puerto  Rico  School  of  Medicine. 

Carcinoma  of  the  prostate  is  presently  the  most  im- 
portant form  of  cancer  in  the  Puerto  Rican  male. 
Data  from  The  Puerto  Rico  Cancer  Registry  for  the  year 
1972  showed  that  its  incidence  was  second  to  carcino- 
ma of  the  skin  which  is  a form  of  cancer  associated 
with  low  mortality. 

This  paper  discusses  the  role  of  radiation  therapy 
in  the  management  of  the  various  stages  of  the  disease 
and  the  results  expected.  An  analysis  of  the  patient 
material  from  three  hospitals  affiliated  to  The  Univer- 
sity of  Puerto  Rico  School  of  Medicine  is  used  as  the 
basis  for  the  conclusions  presented. 


CURRENT  INDICATIONS  OF  RADIATION 
THERAPY  IN  THE  MANAGEMENT  OF  OPER- 
ABLE BREAST  CARCINOMA 

Victor  A.  Marcial,  M.D.,  María  C.  Cardona,  MS  IV,  José  M. 
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Tomé,  M.D.  and  Jeanne  Ubiñas,  M.D.,  Radiation  Oncology 
Division,  University  of  Puerto  Rico  School  of  Medicine. 

Carcinoma  of  the  breast,  a fonn  of  cancer  which  has 
tripled  its  magnitude  in  Puerto  Rico  since  the  year  1950, 
has  aroused  the  interest  of  women  throughout  the 
world  since  the  wives  of  the  President  and  Vice  Pres- 
dent  of  the  U.S.A.  suffered  from  this  condition  in 
1974.  Considerable  scientific  debate  has  taken  place 
regarding  the  optimal  management  of  the  early  oper- 
able stages  of  the  disease;  the  roles  of  radical  surgery, 
and  of  radiation  therapy  as  a surgical  adjuvant,  have 
been  questioned,  and  chemotherapy  has  entered  the 
picture  as  an  agent  which  can  prevent  or  reduce  the 
incidence  of  distant  metastases.  The  authors  discuss 
the  indications  of  radiation  therapy  in  the  operable 
cases  basing  their  conclusions  on  infonnation  from 
the  medical  literature  and  on  the  experience  with  a 
clinical  revision  of  patients  from  two  of  the  institutions 
affiliated  with  the  University  of  Puerto  Rico  School  of 
Medicine. 


MALE  CLIMATERIC  SYNDROME 

Gabriel  R.  Martinez  Rovira,  M.D.  and  Gloria  Rodriguez 
Quinones,  M.D.,  Doctors  Medical  Center,  Santurce,  P.  R. 

The  term  male  climateric  is  a misnomer  in  that 
it  implies  a physiologic  loss  of  production  of  sperm 
and  testosterone  which,  according  to  the  term  should 
be  expected  to  occur  at  a fairly  regular  time  of  life 
in  all  men.  Such  a condition  has  not  been  shown  to 
exist.  There  are,  however,  some  cases  in  which  testi- 
cular failure  appears  in  men  during  or  post  middle 
age  without  evident  cause  - a functional  hypogona- 
dism. 

We  have  recently  studied  a 48-year  old,  previously 
healthy  male  with  a striking  clinical  picture  of  short 
duration  which  included  among  others:  sexual  im- 
potency,  loss  of  libido,  testicular  atrophy,  loss  of 
pubic  and  axillary  hair,  irritability,  mental  depression 
and  hot  flushes.  Exhaustive  investigations  ruled  out 
all  known  physiopathologic  conditions,  drugs  and  psy- 
chogenic factors  which  could  produce  impotence  and 
primary  testicular  failure. 

Plasma  testosterone,  F S H,  L H,  prolactin  and 
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other  hormones  measured  by  radioimmunoassay  pro- 
vided more  evidence  which  helped  us  to  confirm 
the  diagnosis  of  “male  menopausal  syndrome”  or 
“adult  Leydig  Cell  failure”. 

The  neuroendocrine  aspects  and  therapeutic  im- 
plications of  this  unusual  condition  will  be  the  subject 
of  our  presentation  and  discussion. 

LONGTERM  FOLLOW  UP  RESULTS  IN  PA- 
TIENTS TREATED  WITH  RADIOACTIVE  IO- 
DINE (I  131)  FOR  HYPERTHYROIDISM  AT 
THE  SAN  JUAN  CITY  HOSPITAL 

Amilkar  Cintron,  M.D.,  Lillian  Conde  de  Borrego,  M.D.,  Nuclear 
Medicine  Unit  and  Endocrinology  Section,  Department  of 
Medicine  San  Juan  City  Hospital 

To  evaluate  the  long  term  results  of  Radioactive 
Iodine  therapy  at  the  San  Juan  City  Hospital,  patient 
receiving  the  1-131  treatment  for  hyperthyroidism  from 
one  to  10  years  previously  were  examined  and  had 
24  1-131  Uptake  Radioactive  Ty  or  T¿j  done. 

Almost  all  the  patients  received  anti-thyroid  me- 
dications, methiomozole  (Tapazole)  or  Propylthiouracil 
for  one  to  several  years  prior  to  Radioactive  Iodine 
(1-131)  treatment.  Small  doses  of  1-131  (from  2.0 
to  4.5  Mci)  were  given  initially.  A second  or  third 
dose  was  repeated  when  necessary.  From  a total 
of  150  cases  treated  in  a period  of  10  years,  only  50 
cases  for  complete  evaluation  were  available. 

In  many  cases  a second  dose  was  given,  in  very 
few  a third  dose  was  necessary.  40  percent  of  the 
cases  became  hypothyroid  in  spite  of  low  doses  of 
Radioactive  Iodine  1-131  given. 

LIMB  REPLANTATION  PROTECTION  WITH 
STEROIDS  AND  INTRACELLULAR  SOLU- 
TIONS 

A.  Suarez,  M.D.,  R.  López,  M.D.,  E.  A.  Santiago  Delpin, 
M.D.,  Surgical  Research  Laboratories  and  Department  of  Sur- 
gery, Univ.  of  Puerto  Rico  Medical  School 

Present  results  of  replantation  of  severed  extremi- 
ties are  poor.  The  purpose  of  this  study  was  to  im- 
prove limb  function  and  survival  by  using  methyl- 
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prednisolone  (MP)  and  an  intracellular-like  (IC)  pre- 
servation solutions,  both  of  which  have  been  shown  to 
protect  tissues  and  organs  during  ischemia. 

Control  dogs  were  anesthesized  and  all  the  soft 
tissues  of  one  hind  leg  were  divided  after  adequate 
hemostasis.  After  1-2  hours  of  ischemia,  the  artery 
was  perfused  with  cold  Rinerg’s  Lactate  solution  as 
is  routinely  done  clinically.  Experimental  groups 
were  perfused  witli  IC  solution,  and  30  mg/kg  MPgiven 
IV.  Artery,  vein,  nerves,  muscle  and  skin  were  sutured 
and  the  animals  observed  for  activity  and  limb  integrity. 
Controls  never  used  the  operated  leg,  and  had  severe 
edema  at  three  days  and  gangrene  at  4-6  days.  Experi- 
mentáis did  not  show  these  changes,  although  infection 
resulted  in  delayed  limb  loss  (3  weeks)  in  2 dogs. 

Steroids  and  intracellular  solutions  confer  a better 
protection  on  ischemic  extremities  than  the  solutions 
commonly  used  for  perfusion. 

PROTECTION  OF  THE  LUNG  DURING  EX- 
PERIMENTAL CONTUSION 


Abel  González,  M.  D.,  Reynold  López,  M.D.,  E.  A.  Santiago 
Delpin,  M.D.,  Jorge  0.  Just  Viera,  M.D.,  Department  of  Sur- 
gery, San  Juan  City  Hospital  and  Surgical  Research  Labora- 
tories, University  of  Puerto  Rico  Medical  School. 

The  incidence  of  violence  and  trauma  is  rising. 
Pulmonary  contusion  is  frequently  an  important  as- 
sociated injury  which  may  increase  morbidity  and 
mortality.  We  wanted  to  evaluate  the  effect  of  cer- 
tain cell  protectants  in  an  isolated  lung  contusion 
model. 

Mongrel  dogs  were  anesthesized,  intubated,  placed 
on  a lateral  position  and  traumatized  with  iron  weights 
dropped  from  a standard  height  on  a board  overlying 
the  chest.  Group  A — received  no  treatment.  Group 
B - received  glycerol  10  percent  solution  Icc/lb,  and 
Group  C,  menthylprednisolone  30  mg/kg.  Treatment 
was  given  15  minutes  after  trauma.  Blood  gases  were 
drawn  pre,  and  15  and  120  min  post  trauma. 
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Glycerol  and  methylprednisolone  improve  the  pul^ 
monary  insufficiency  associated  with  lung  contussion. 
Glycerol  had  a significantly  better  effect.  ! 


EXPERIMENTAL  MODIFICATION  OF  TRAN- 
SPLANT ORGANS  AND  RECIPIENTS  TO  CIR- 
CUMVENT REJECTION 


E.  A.  Santiago  Delpin,  M.D.,  J.  Szepsenwol,  M.D.,  Surgical 
Research  Laboratories  and  Department  of  Artatomy,  Univ. 
of  Puerto  Rico  Medical  School 

Rejection  continues  to  limit  the  success  of  organ 
and  tissues  transplantation.  Attempts  were  made  to 
alter  organ  antigenicity,  the  recipient,  and  the  rejection 
reaction  itself  in  experimental  skin  grafting  across  H-2 
and  non  H-2  incompatibilities  in  mice. 

A total  of  200  mice  were  used  in  these  experiments. 
Prednisone,  methylprednisolone,  cyclophosphamide,  and 
azathioprine  were  given  in  various  doses  and  combina- 
tions, both  acutely  and  chronically  to  recipient  mice. 
Pre-transplant  blood  transfusions  and  high  fat  diets  were 
given  to  some  groups.  Skin  grafts  were  incubated  with 
heparin  or  chlorphenesin  seeking  to  modify  antigenicity 
in  other  groups.  Skin  grafts  were  taken  from  donor 
tails  and  placed  on  the  left  chest  of  recipients. 

Significant  skin  graft  prolongation  occurred  only  in 
mice  on  fat  supplemented  diets,  from  11  to  15  days. 
Recipients  and  grafts  were  not  altered  enough  with  other 
treatments  to  improve  skin  ^aft  survival. 

Chronic  ingestion  of  high  fat  diets  alters  host  reac- 
tivity to  allogeneic  skin  grafts,  and  this  probably 
represents  an  altered  state  of  immunologic  reactivity. 


CONGENITAL  AFIBRINOGENEMIA.  A CA- 
SE REPORT 

Antonio  Fría,  M.D.,  Jean  Pradera,  B.S.,  M.T.  and  Mercedes 
Torregrosa,  Ph.D.,  University  of  Puerto  Rico  School  of 
Medicine. 

Congenital  afibrinogenemia  is  a rare  disorder  which 
may  affect  either  sex  and  is  usually  associated  with 
consanguineous  marriages.  Although  clinically,  this 
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defect  is  a milder  condition  than  Hemophilia,  most  of 
the  cases  are  associated  with  incoagulable  blood.  We 
detected  tliis  coagulation  defect  in  a two  days  old 
baby  girl  who  presented  severe  bleeding  from  veni- 
punctures and  the  umbilical  stump.  Coagulation  stu- 
dies revealed  incoagulable  blood  and  only  a few  milli- 
grams of  fibrinogen  were  detected.  ' The  coagulation 
profile  when  one  year  old  revealed  the  same  results. 
The  plasma  electrophoretic  pattern  confirmed  the  diag- 
nosis of  afibrinogenemia  and  ruled  out  the  possibility 
of  an  abnonnal  Fibrinogen  molecule  (Disfibrinogene- 
mia). 

Platelet  aggregation  studies  were  also  performed  in 
an  attempt  to  elucidate  the  prolong  bleeding  time 
detected  in  this  patient. 

The  differential  diagnosis  of  this  condition  as  well 
as  the  clinical  management  are  discussed.  To  our 
knowledge  this  represents  the  first  report  of  a docu- 
mented case  of  congenital  afibrinogenemia  in  Puerto 
Rico. 


TREATMENT  OF  DISSEMINATED  HODGK- 
IN’S DISEASE  (H.D.)  WITH  A NEW  FIVE 
DRUG  CHEMOTHERAPY  REGIMEN 


Enrique  Vélez-Garcia,  M.D.,  John  R.  Durant,  M.D.,  Luis  J. 
Suau,  M.D.,  José  G.  Lozada,  M.D.,  Antonio  Grillo-López, 
M.D.,  and  José  J.  Corcino,  M.D.  University  of  Puerto  Rico 
School  of  Medicine,  San  Juan,  Puerto  Rico  and  University 
of  Alabama  Medical  Center,  Birmingham,  Alabama. 

A new  five  drug  combination  chemotherapy  regimen 
consisting  of  BCNU,  cyclophosphamide,  vinblastine, 
procarbazine  and  prednisone  (BCVPP)  is  currently  un- 
der evaluation  as  part  of  a cooperative  effort  by  mem- 
bers of  the  Southeastern  Cancer  Chemotherapy  Study 
Group  as  initial  therapy  in  stages  III  B and  IV  H.D. 
The  therapeutic  regimen  is  as  follows:  BCNU,  100 
mg/m^  IV;  cyclophosphamide,  600  mg/m^  IV  and 
vinblastine,  5 mg/m^  IV  on  day  1;  procarbazine  p.o., 
50  mg/m^  on  day  I,  100  mg/m^  from  days  2 to  10 
and  prednisone  p.o.,  60  mg/rn^  from  days  1 to  10. 
Cycles  are  repeated  every  28  days  for  6 months. 
Only  patients  with  more  than  2 measurable  clinical 
parameters  of  disease  have  been  entered  into  the  study 
and  all  patients  arc  seen  once  monthly. 

To  this  date  332  patients  have  completed  the 
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initial  6 months  of  therapy.  Of  these,  248  have  com- 
pleted the  study  and  have  been  evaluable.  In  the  latter, 
complete  remissions  (CR),  defined  as  total  disappearan- 
ce of  all  disease  parameters  have  been  obtained  in  152 
patients  (61  percent),  divided  as  follows:  93/139  (67 
percent)  in  previously  untreated  or  minimally  treated 
patients  and  59/109  (54  percent)  in  previously  heavily 
treated  patients.  Partial  remissions  (PR)  defined  as 
greater  than  50  percent  decrease  in  measurable  para- 
meters of  disease  were  obtained  in  26  patients  (10  per- 
cent) for  a combined  CR  and  PR  rate  of  71  percent. 
By  histologic  classification,  there  have  been  the  follow- 
ing CR;  LP  - 2/4  (50  percent),  NS  - 70/111  (63  per- 
cent), MC  - 30/47  (64  percent),  LD  - 9/21  (43  per- 
cent), unclassifiable  - 6/11  (54  percent)  and  still 
unknown  type  - 35/54  (65  percent).  Toxicity  has 
been  entirely  tolerable  without  drug  related  deaths. 

Our  data  demonstrate  clearly  that  this  regimen 
(BCVPP)  is  a very  effective  regimen  in  disseminated 
H.D.  with  a response  rate  which  compares  favorably 
with  others  previously  reported,  including  the  MOPP 
program. 


GLANZMANN’S  THROMBOASTHENIA.  A 
QUALITATIVE  PLATELET  DEFECT  ASSO- 
CIATED WITH  PROLONGED  BLEEDING  TI- 
ME AND  NORMAL  PLATELET  COUNT 


Irma  Ramirez,  M.D.,  and  Jean  Pradera,  B.S.,  M.T.,  Hematology 
Section,  Department  of  Pediatrics  and  Medicine,  University 
Hospital,  U.P.R.  School  of  Medicine. 

Glanzrnann’s  Thromhoasthenia  is  one  of  the  major 
inherited  qualitative  disorder  of  platelet  function.  From 
the  laboratory  point  of  view  it  is  characterized  by  a 
prolonged  bleeding  time  with  a nonnal  platelet  count, 
absence  of  clot  retraction  and  failure  of  the  platelets 
to  aggregate  normally  in  the  presence  of  large  amounts 
of  adenosine  diphosphate  (ADP).  Although  this  is  a 
rare  hemorrhagic  disorder  several  cases  have  already 
been  studied  at  the  Hematology  Section  of  the  Univer- 
sity Hospital  of  the  University  of  Puerto  Rico  School 
of  Medicine.  Recently  we  evaluated  a 6-year  old  hoy 
with  severe  psychomotor  retardation  and  a prominent 
bleeding  tendency  since  birth.  The  clinical  picture 
and  laboratory  data  of  tliis  patient  and  his  family 
is  presented.  The  importance  of  the  correct  characte- 
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rization  of  a bleeding  diathesis  associated  with  a pro- 
longed bleeding  time  is  stressed.  The  treatment,  mana- 
gement and  initial  plan  of  action  in  this  clinical  situa- 
tion will  be  discussed. 


UN  MODELO  ECOLOGICO  PARA  MEDIR 
LA  CALIDAD  DE  LA  VIDA  EN  PUERTO 
RICO  Y SU  EFECTO  SOBRE  LA  SALUD 
MENTAL 


Michael  A.  Woodbury,  M.D.,  Director  Ejecutivo,  Comisión 
de  Salud  Mental  de  Puerto  Rico. 

La  Comisión  de  Salud  Mental  de  Puerto  Rico  ha 
adoptado  un  Modelo  Ecológico  como  Marco  Teórico 
para  evaluar  la  calidad  de  la  vida  en  Puerto  Rico  y su 
efecto  sobre  la  salud  mental  de  los  puertorriqueños. 
Hemos  dividido  la  Ecología  en  cuatro  ambientes.  Am- 
biente Físico  Externo,  Ambiente  Humano,  Ambiente 
Físico  Interno  y Ambiente  Sicológico. 

El  Gobierno  tiene  la  responsabilidad  por  ley  a través 
de  agencias  sostenidas  por  presupuesto  de  controlar 
varios  indicadores  físicos  y sociales  en  los  cuatro  am- 
bientes para  que  se  mantengan  las  normas  a través  de 
programas  e instrumentos  técnicos  que  pennitan  al 
hombre  una  calidad  de  vida  satisfactoria  y una  buena 
salud  mental.  Se  define  el  Marco  Teórico,  los  cuatro 
ambientes  y el  sistema  de  indicadores  físicos,  socio- 
económicos, culturales,  fisiológicos,  epidemiológicos  y 
sicológicos,  que  permiten  la  evaluación  de  la  calidad 
de  la  vida  y la  salud  mental  de  la  población. 

Deseamos  presentar  una  exhibición  científica  sobre 
la  Comisión  de  Salud  Mental  de  Puerto  Rico,  creada 
en  1974  por  el  Honorable  Gobernador  de  Puerto  Rico 
y presidida  por  el  Honorable  Secretario  de  Salud,  para 
infonnar  a nuestros  colegas  el  propósito  de  la  Comisión 
a través  de:  Cartulinas  descriptivas,  material  audio- 
visual y cuestionario.  Material  similar  al  que  presenta- 
mos en  la  Feria  de  la  Salud  en  1974. 


EFFECT  OF  NITRATE  ON  RENAL  SODIUM 
REABSORPTION:  NON-REABSORBABLE  SO- 
LUTE AS  SUBSTRATE  FOR  ASCENDING 
LIMB  FUNCTION 


Julio  Benabe,  M.D.  and  Manuel  Martinez-Maldonado,  M.D., 
V.  A.  Hospital,  San  Juan,  Puerto  Rico. 


Recent  studies  have  identified  that  the  ascending 
limb  of  Henle’s  loop  primarily  transports  Cl’  ions 
with  sodium  reabsorption  being  a secondary  process. 
Therefore,  reduced  delivery  of  chloride  to  the  as- 
cending limb  will  result  in  diminished  capacity  for  the 
reabsorption  of  solute  and,  in  turn,  alteration  of  the 
capacity  of  the  kidney  to  excrete  or  reabsorb  solute 
free  water.  Elucidation  of  this  problem  could  help 
the  understanding  of  the  mechanism  by  which  the 
distal  nephron  conserves  sodium  and  water.  To  exa- 
mine this  we  infused  rats  with  three  types  of  sodium 
nitrate  solutions:  1)  hypotonic  (100  mOsm),  2) 

isotonic  (300  mOsm)  and  3)  hypertonic  (700  mOsm). 
All  rats  were  in  a hydropenic  state  at  the  beginning 
of  the  experiments.  Use  of  an  infusion  pump  allowed 
sequential  variation  of  the  rats  from  0.05  to  l.Oml/min. 
Hypotonic  NaNO^  resulted  in  a progressive  rise  of  free 
water  clearance  as  a function  of  increased  distal  de- 
livery of  fluid.  The  slope  of  the  line  describing  the 
relationship  was  not  as  steep  as  that  in  a group  of 
control  rats  infused  with  hypotonic  NaCl.  Isotonic 
NaNO^  also  led  to  increased  free  water  clearance  but 
this  did  not  occur  until  distal  delivery  represented 
between  15-20  percent  of  the  filtered  load.  Further- 
more, the  slope  of  the  line  describing  the  relationship 
between  free  water  and  distal  delivery  was  less  than 
that  for  hypotonic  saline  or  nitrate.  This  indicates 
that  the  presence  of  nitrate  as  the  accompanying  anion 
for  Na  reduces  the  reabsorption  of  solute  by  the  limb. 
That  the  findings  are  not  the  result  of  faulty  inhibition 
of  ADH  release  is  shown  in  the  hypertonic  nitrate 
experiments.  Free  water  reabsorption  rose  to  values 
of  about  3 percent  of  filtered  load  as  solute  excretion 
rose  but  did  not  change  further  despite  greater  increases 
in  solute  excretion.  It  is  clear  that  Na+  is  essential  for 
normal  Cl’  reabsorption  by  Henle’s  loop. 


RENAL  ACIDIFICATION  IN  PATIENTS  WITH 
KIDNEY  STONES 


Elsie  Cintrón-Nadal,  B.S.  MS  III  and  Manuel  Mirtinez  Maldona 
do,  M.D.,  Veterans  Administration  Hospital,  San  Juan,  Puerto 
Rico. 
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Failure  to  excrete  a inaxiinally  acid  urine  may  lead 
to  the  formation  of  calcium  containing  stones.  This 
so-called  renal  tubular  acidosis  may  be  successhilly 
treated  so  that  it  constitutes  a correctable  cause  of 
nephrolithiasis.  It  is  important  to  screen  patients 
with  stones  for  renal  tubular  acidosis  (complete  or 
incomplete).  A total  of  69  patients  with  recurring 
stone  formation  underwent  NH^Cl  loading  (0.1  Gm/kg) 
to  determine  acidification  (nonnal  is  urine  pH  of  5.3 
or  less).  Failure  to  acidify  was  found  in  18  patients. 
Separation  of  all  patients  into  two  groups  according 
to  normal  or  high  parathormone  did  not  reveal  any 
differences  in  minimal  urine  pH.  On  the  other  hand, 
patients  who  did  not  acidify  had  higher  minimal  urine 
PH  if  immunoreactive  parathyroid  hormone  was  more 
than  60  than  if  equal  or  less  than  60.  That  this  finding 
is  not  the  result  of  renal  “damage”  was  adduced  from 
tlie  fact  that  patients  with  renal  disease,  as  a group, 
all  acidified.  In  addition,  two  individuals  who  did 
not  acidify  had  immunoreactive  parathyroid  honnone 
more  than  60.  Therefore,  in  addition  to  intrinsic 
failure  to  acidify  the  urine  normally,  in  some  stone 
patients  renal  tubular  acidosis  is  in  part  the  consequen- 
ce of  elevated  immunoreactive  parathyroid  hormone. 

HYPERCALCIURIA,  HYPERPARATHYROID- 
ISM AND  UROLITHIASIS 

Amaury  Román-Miranda,  B.S,,  MS  III  and  Manuel  Martinez- 
Maldonado,  M.D.,  Veterans  Administration  Hospital,  San  Juan, 
Puerto  Rico. 

Disorders  of  calcium  metabolism  are  commonly 
associated  with  renal  stone  disease.  States  in  which 
hypercalciuria  occur  are  associated  with  a high  inei- 
dence  of  stone  formation.  Three  types  of  hyper- 
calciuria have  been  recognized:  1)  that  associated 
to  primary  hyperparathyroidism,  2)  secondary  to  in- 
testinal hyperabsorption  and  3)  secondary  to  a renal 
“leak”.  It  can  be  predicted  a priori  that  high  levels 
of  serum  immunoreactive  parathyroid  hormone  will 
be  found  in  types  1 and  3.  By  contrast,  immuno- 
reactive parathyroid  hormone  should  be  normal  or 
low  in  type  2.  We  have  studied  81  patients  with 
recurrent  stone  disease  in  whom  immunoreactive  para- 
thyroid honnone  was  measured.  All  patients  were 
studied  on  an  ambulatory  basis  and  each  one  had  3 
consecutive  24  hr.  determinations  for  calcium  and 
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pho.sphate.  In  addition,  serum  calcium,  phosphate 
and  alkaline  phosphatase  were  determined.  High  im- 
munoreactive parathyroid  honnone  was  found  in  47 
while  it  was  normal  in  34.  Criteria  for  primary 
hyperparathyroidism  were  fulfilled  in  3 patients.  A 
renal  “leak”  appeared  to  be  present  in  44  while  ap- 
proximately 34  may  have  intestinal  calcium  hyper- 
absorption. The  term  “idiopathic”  hypercalciuria  shou- 
ld be  eliminated  since  the  source  of  the  high  urine 
calcium  may  be  identified.  More  than  50  percent  of  the 
cases  may  have  hyperparathyroidism  (1^  and  2®).  Ef- 
fective therapy  can  be  instituted  in  all. 


THE  CLINICAL,  BIOCHEMICAL,  OPERATE 
VE  AND  PATHOLOGICAL  ANALYSIS  OF 
38  CASES  WITH  PRIMARY  HYPERPARA- 
THYROIDISM 


Vilma  Rabell,  M.D.,  Lillian  Haddock,  M.D.,  Enrique  Vazquez 
Quintana,  M.D.  and  Eduardo  de  León,  M.D. 

A total  of  38  cases  have  been  operated  in  the 
University  Hospital  from  1960  to  1975.  Fifty  three 
percent  have  been  diagnosed  in  the  past  5 years,  through 
routine  SMA-12  detennination.  Twenty  three  of  the 
38  cases,  had  Renal  Lithiasis,  four  presented  with  peptic 
ulcer  disease  four  had  a palpable  thyroid  mass  and  13 
had  bone  disease.  All  the  patients  had  elevated  serum 
calcium  and  at  some  time  had  hypophosphatemia.  Se- 
ven patients  had  elevated  alkaline  phosphatase,  all  with 
bone  disease.  The  urine  calcium  was  elevated  in  all  but 
two.  PTH  radioimmunoassays  level  in  17  cases  will  be 
reported. 

Twenty  nine  patients  had  a single  adenoma  and 
2 patients  had  two  adenomas.  In  two  patients  the  lesion 
was  malignant;  both  patients  are  living  and  have  no  evi- 
dence of  recurrence  of  the  disease.  The  remaining 
three  had  chief  cell  hyperplasia.  The  adenomas  were 
located  in  relation  to  the  lower  pole  of  the  thyroid 
in  77  percent  of  the  cases.  The  only  postoperative 
complication  was  that  of  hypocalcemic  tetany  in  three 
instances.  Additional  data  will  be  covered  in  the  pre- 
sentation. 

RESULTADOS  DE  CIRUGIA  CARDIACA  EN 
EL  HOSPITAL  MUNICIPAL  DE  SAN  JUAN 
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(1967-1975) 

Rafael  Dickson,  M.D.,  Carlos  Maldonado,  M.D.,  Rafael  Brito, 
M.ü.  y Jorge  O.  Just  Viera,  M.D.  De  la  Sección  de  Cirugía 
Torácica  y Cardiovascular,  Hospital  Municipal 

Los  resultados  de  la  cirugía  cardíaca  en  Puerto  Rico 
han  sido  discutidos  en  raras  ocasiones.  Esta  informa- 
ción es  vital  para  el  médico  generalista  que  trata  pacien- 
tes con  lesiones  en  el  corazón.  Presentaremos  la  expe- 
riencia quirúrgica  en  el  Hospital  Municipal  de  San  Juan 
desde  el  comienzo  de  cirugía  cardíaca  en  el  1967 
utilizando  las  facilidades  del  Centro  Médico.  Incluye 
este  infonne  pacientes  operados  con  y sin  perfusión 
extracorporea. 

La  reorganización  del  Servicio  Cardiovascular  en 
enero  de  1974  divide  esta  experiencia  en  dos  períodos. 
Durante  el  período  inicial,  entre  1967  y 1973,  se  ope- 
raron 131  pacientes.  Durante  el  segundo  período,  de 
1974  hasta  julio  de  1975  se  operaron  73  pacientes. 

Presentaremos  los  resultados  observados  en  ambos 
grupos  de  pacientes.  Se  describirán  los  tipos  de  defectos 
y lesiones  corregidas,  la  mortalidad  observada,  la  morbi- 
lidad y el  manejo  moderno  postoperatorio  de  estos  pa- 
cientes. La  mortalidad  total  durante  1967  a 1973  fue 
14  por  ciento.  Durante  1974  a 1975  fue  reducida  a 
8 por  ciento.  Presentaremos  adelantos  técnicos  intro- 
ducidos en  nuestro  servicio.  Estos  resultados  indican 
que  este  tipo  de  cirugía  puede  llevarse  a cabo  en  forma 
rutinaria  con  buenos  resultados. 


Tc99m  pyrophosphate  (PYP)  IN  THE  DE- 
TECTION OF  ACUTE  MYOCARDIAL  INF- 
ARCT 

Lillian  Conde  de  Borrego,  M.D.,  Henry  Mayo,  M.D.,  Nuclear 
Medicine  Unit,  Department  of  Medicine,  San  Juan  City  Hos- 
pital 

This  study  reports  our  experience  with  Tc^^"'  pyro- 
phosphate in  the  detection  and  localization  of  acute 
Myocardial  Infarcts  in  humans.  Twenty  patients  ad- 
mitted to  the  ecu  with  suspected  or  confirmed  acute 
Myocardial  Infarction  received  20  Mci  of  Tc^^”'  Pyro- 
phosphate intravenously  one  to  ten  days  after  the  on- 
set of  chest  pain. 


Scintillation  camera  images  were  obtained  forty  five 
minutes  after  tracer  injection.  The  presence  or  absence 
of  acute  myocardial  infarction  was  determined  by  his- 
torical, physical,  electrocardiographic  and  serum  en- 
zyme criteria.  There  was  adequate  correlation  bet- 
ween the  presence  of  acute  Myocardial  Infarction  and 
scanning  results.  None  of  the  patients  without  acute 
infarction  had  abnormal  scans.  If  study  is  done  more 
seven  days  post  infarction  a negative  study  can  be 
obtained. 


CLINICAL  AND  ANGIOGRAPHIC  SPECTRUM 
OF  PRINZMETAL’S  VARIANT  ANGINA 


Juan  M.  Aranda,  M.D.,  Benjamin  Befeler,  M.D.,  Nabil  El- 
Sherif,  M.D.,  Ralph  Lazzara,  M.D.,  Cardiology  Section,  Ve- 
terans Administration  Hospital;  Division  of  Cardiology,  Uni- 
versity of  Miami  School  of  Medicine,  Miami,  Florida. 


Three  distinct  clinical  and  angiographic  patterns 
were  identified  in  10  patients  (pts)  with  Prinzmetal’s 
variant  angina.  Four  pts  (group  I)  were  characterized 
by  stable  angina  pectoris  of  1-2  years  duration  and 
previous  history  of  myocardial  infarction.  The  electro- 
cardiograms (EKG)  were  abnonnal  in  all  cases.  They 
subsequently  developed  angina  at  rest  or  noted  an 
increased  frequency  of  their  symptoms.  Elevation 
of  the  ST  segment  during  chest  pain  was  observed 
in  the  anterior  leads  in  3 cases  and  the  inferior  leads 
in  one.  Coronary  arteriography  (CA)  revealed  ex- 
tensive three-vessel  disease  with  poor  distal  runoff 
in  3 pts  and  severe  proximal  stenosis  of  tlie  left 
anterior  descending  (LAD)  in  another.  Three  pts 

underwent  surgical  revascularization  with  significant 
clinical  improvement  in  2 cases  (mean  follow-up  8 
mo.).  One  pta  died  during  the  surgical  procedure. 
The  other  has  continued  with  angina  pectoris  on 
minimal  effort  (7  mo.  follow-up).  Three  pts  (group 
11)  were  evaluated  for  angina  pectoris  of  recent  onset 
(<  5 days).  The  EKGs  were  normal  except  for 

multiple  episodes  of  transient  elevation  of  the  ST 

segment  in  the  anterolateral  leads.  CA  revealed  obs- 
tructive three-vessel  disease  in  all  cases  with  good 

distal  runoff.  Two  pts  sustained  an  anterolateral  wall 
myocardial  infarction;  one  died,  tlie  other  has  been 
asymptomatic  for  6 months.  Aorto-coronary  bypass 
to  the  LAD  and  right  coronary  artery  (RCA)  was  per- 
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formed  in  1 pta  who  has  been  asymptomatic  3 mo. 
after  the  operation.  Group  III  consisted  of  3 pts 
admitted  for  evaluation  of  atypical  chest  pain  of 
several  months’  duration  (2  pts)  and  proximal  muscle 
weakness  (1  pta).  The  EKGs  were  normal  except  for 
elevation  of  the  ST  segment  in  the  inferior  (2  pts) 
and  the  an  tero-lateral  leads  (1  pta)  during  chest  pain. 
Angiographic  studies  revealed  spasm  of  the  RCA  in 
one  and  mitral  valve  prolapse  syndrome  with  normal 
coronary  arteries  in  another.  The  other  was  found 
to  be  hyperthyroid  and  did  not  have  angiographic 
studies.  This  group  has  been  well  controlled  on 
medical  therapy  (1-12  mo.  follow-up). 

The  spectrum  of  clinical  and  angiographic  findings 
in  Prinzmetal’s  variant  angina  is  very  variable  and  the 
prognosis,  although  more  favorable  than  previously 
reported,  appears  to  be  related  to  the  coronary  ar- 
teriographic  findings. 


ADHERENCE  OF  GRAM  POSITIVE  AND  GR- 
AM NEGATIVE  BACTERIA  TO  HEART  VAL- 
VES 


Carlos  Ramirez  Ronda,  M.D.,  Department  of  Medicine,  V.A. 
Hospital  and  University  of  Puerto  Rico  School  of  Medicine, 
San  Juan,  Puerto  Rico. 

A method  was  developed  to  measure  the  adherence 
of  various  gram  positive  bacteria  (GPB)  and  gram 
negative  bacteria  (GNB)  to  heart  valves  in  vitro.  Sec- 
tions were  cut  out  from  canine  aortic  valve  leaflets 
with  a 2 mm  skin  biopsy  punch.  Bacteria  were  isolated 
from  blood  cultures  and  were  subsequently  grown  in 
trypticase  soy  broth,  radioisotopically  labeled  with 
Na2^^CrO^,  washed,  and  dispersed  to  obtain  suspen- 
sions of  single  cells.  Aortic  valve  sections  were  incuba- 
ted with  these  ^^Cr-labeled  GNB  or  GPB  and  were  then 
washed  and  homogenized.  Adherence*  was  determined 
by  quantitative  measurements  of  viable  bacteria  and 
of  radioactivity  in  samples  from  the  original  bacterial 
suspensions  and  from  the  homogenized  valve  sections. 
Geometric  means  of  the  ratios  of  adherent  to  total  bac- 
teria were  as  follows;  Enterococcus  1/72,  Staphyloco- 
ccus aureus  1/198,  Staphylococcus  epidermidis  1/230, 
Pseudomonas  aeruginosa  1/340,  Klebsiella  penumoniae 
1/21,900,  and  Escherichia  coli  1/45,800.  These  ratios 
were  independent  of  the  original  concentrations  of 


bacteria  in  the  suspensions.  Bacterial  species  that 
frequently  cause  endocarditis  in  man  adhered  best  to 
the  heart  valves  in  vitro.  These  data  suggest  that  ad- 
herence may  be  correlated  with  the  ability  of  bacteria 
to  colonize  heart  valves  and  to  initiate  bacterial  endo- 
carditis. 


‘^9™Tc  dmsa  in  the  evaluation  of 

RENAL  DISEASES 

Frieda  Silva  de  Roldán,  M.D.,  Julio  V.  Rivera,  M.D.,  Carmen 
Caballero,  M.D.,  Veterans  Administration  Hospital,  San  Juan, 
Puerto  Rico. 

99mTC  dmsa  has  been  recently  introduced  as  an 
agent  for  renal  scintigraphy.  It  is  localized  in  the  renal 
cortex  and  is  not  excreted  to  a significant  degree  in 
the  urine.  Experience  in  its  application  for  the  evalua- 
tion of  various  renal  conditions  including  cysts,  infec- 
tions and  tumors  will  be  described. 


RESULTS:  TECHNICAL  PROBLEMS  AND 
COMPLICATIONS  OF  FISTULA  AND  SHUN- 
TS FOR  HEMODIALYSIS 


E.  Santiago  Delpin,  M.D.,  Transplant  Service,  Department  of 
Surgery,  U.P.R.  Medical  School  and  San  Juan  V.A.  Center. 

Chronic  hemodialysis  in  the  treatment  of  terminal 
renal  failure  is  only  feasible  if  prolonged  intermittent 
access  to  the  circulation  is  done  with  either  A-V  fistula 
or  external  silastic  shunts.  We  have  performed  121 
procedures  on  73  patients,  and  have  observed  problems 
and  complications  inherent  to  this  particular  group 
of  patients. 

58  patients  needed  only  one  operation,  but  15  pa- 
tients needed  multiple  procedures.  Successful  fistulas 
are  working  one  to  24  months  after  construction. 
Causes  of  fistula  or  shunt  failure  included  small  vessel 
size  in  children  and  women,  poor  flow  in  atheros- 
clerotics  and  diabetics,  hypercoagulable  states,  trauma, 
and  compression.  Edema  of  the  hand  occurred  in  6 
fistulas  on  5 patients.  All  had  predominantly  distal  vein 
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flow,  and  3 had  proximal  vein  obstruction.  Ligation 
of  the  distal  outflow  with  or  without  proximal  re- 
construction resulted  in  cure.  We  did  not  observe 
hand  ischemia,  infections  or  cardiac  failure  in  this 
series. 


EVALUATION  OF  OBSTRUCTIVE  UROLO- 
GICAL DISEASE  WITH  ^^^^Tc-DTPA 


Julio  V.  Rivera,  M.D.,  Chief,  Nuclear  Medicine  Service;  Andrés 
Acosta  Otero,  M.D.,  Chief,  Urology  Section;  Justo  González, 
M.D.,  Chief,  Radiology  Service  and  Camen  Caballero,  M.D., 
Veterans  Administration  Hospital,  San  Juan,  P.  R, 


99mTc  diethelene-triamine  penta-acetic  acid  (DTPA)- 
is  excreted  by  glomerular  filtration  and  concentrated 
in  the  renal  tubes  which  allows  the  visualization  of  the 
renal  images,  collecting  systems  and  bladder  by  external 
detectors.  Obstruction  at  any  point  of  the  urinary  sys- 
tem can  thus  be  detected.  The  clinical  records  of  100 
consecutive  cases  presenting  obstructive  urinary  pro- 
blems have  been  reviewed  with  the  purpose  of  eva- 
luating the  effectiveness  of  this  procedure. 


STEROID  ARTHROPATHY  IN  SYSTEMIC  LU- 
PUS ERYTHEMATOSUS 


Rodolfo  Concepción,  M.D.  and  Esther  N.  González-Parés, 
M.D.,  Rheumatology  Section,  Department  of  Medicine,  Uni- 
versity of  Puerto  Rico  School  of  Medicine. 

The  frequency  of  so-called  avascular  necrosis  of 
bone  following  systemic  and  intraarticular  adrenocor- 
ticosteroid  therapy  in  connective  tissue  diseases  is 
increased.  In  systemic  lupus  erythematosus,  vasculitis 
and  bone  necrosis  are  added  to  the  steroid  induced 
osteoporosis  and  are  additional  factors  leading  to  this 
complication  of  adrenocorticosteroids  in  this  disease. 

Twelve  patients  with  systemic  lupus  erythematosus 
who  developed  joint  destruction  and  had  a radiologic 
diagnosis  of  aseptic  bone  necrosis  will  be  reported. 
Ten  had  hip  involvement  and  2 had  knee  involvement. 
All  of  them  had  received  oral  corticosteroids  for 
prolonged  periods  of  time.  The  clinical  course  and 


outcome  of  these  patients  will  be  presented. 


POLIARTERITIS  NODOSA  Y PROCESOS  A- 
FINES 


E.  Sanz  Ortega,  J,  Menéndez,  M.  G,  Font  y A.  Anaya,  Departa- 
mento de  Patología,  Clínica  Puerta  de  Hierro,  Facultad  de 
Medicina  de  la  Universidad  Autónoma,  Madrid. 

El  concepto  poliarteritis  nodosa  presenta  algunas 
facetas  confusas,  especialmente  en  cuanto  a la  preci- 
sión de  sus  límites. 

Tomando  como  punto  de  partida  la  clasificación 
de  Zeek  (1952),  se  realizó  la  revisión  de  122  casos  del 
material  procedente  de  biopsia  y autopsias.  Al  final 
de  la  rpisma,  basándonos  en  criterios  fundamental- 
mente morfológicos  se  establecieron  cuatro  grupos: 
1)  Poliarteritis  nodosa,  2)  Vasculitis  de  pequeños  va- 
sos, 3)  Angeitis  granulomatosas  con  participación  pul- 
monar y 4)  Arteritis  de  células  gigantes. 


PROGNOSTIC  VALUE  OF  QUANTITATIVE 
ANTI-DNA  ANTIBODIES  IN  SYSTEMIC  LU- 
PUS ERYTHEMATOSUS 


Julio  E.  Lergier,  M.D.  and  Esther  N.  González-Pares,  M.D., 
Rheumatology  Section,  Department  of  Medicine,  University 
of  Puerto  Rico  School  of  Medicine. 

Antibodies  (Ah)  to  native  deoxyribonucleic  acid 
(nDNA)  have  been  shown  to  be  of  importance  in  the 
pathogenesis  of  systemic  lupus  erythematosus  (SLE) 
in  man,  via  immune  complex  deposition.  Correlation 
of  anti-nDNA  Ah  has  been  particularly  close  with 
SLE  glomerulonephritis.  This  study  attempts  to  cor- 
relate the  magnitude  of  anti  nDNA  elevation  with 
prognosis  in  SLE.  During  a six  month  period  sera 
from  100  patients  with  SLE  were  analyzed  for  quan- 
titative titers  of  anti-nDNA  Ah  by  a Millipore  filter 
radioimmunoassay  binding  test.  Three  groups  were 
defined  by  titers  of  anti  nDNA  Ah:  1-High  titers 
(>  10/gm  DNA/ml),  II-Moderate  or  low  titers  '(2.5- 
9.9ugm  DNA/ml)  and  Ill-negative  sera  (<  2.5ugm 
DNA/ml). 
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Clinical  correlations  were  as  follows: 


Group  I (Hi^) 


Active  renal  disease 

15/18 

(83.3  percent) 

Severe  renal  disease 

14/18 

(77.7  percent) 

CNS 

5/18 

(27.7  percent) 

Cardiopulmonary 

7/18 

(38.8  percent) 

Mortality 

6/18 

(33.3  percent) 

Group  II  (Mod-Low) 


Active  renal  disease 

9/35 

(25.7  percent) 

Severe  renal  disease 

5/35 

(14.28  percent) 

CNS 

0/35 

(0.0  percent) 

Cardiopulmonary 

2/35 

(5.5  percent) 

Mortality 

1/35 

(2.85  percent) 
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Group  III  (Negative) 


Active  renal  disease 

2/47 

(4.25  percent) 

Severe  renal  disease 

2/47 

(4.25  percent) 

CNS 

0/47 

(0.0  percent) 

Cardiopulmonary 

2/47 

(4.25  percent) 

Mortality 

3/47 

(6.38  percent) 

Thus,  patients  with 

very  high 

titers  of  anti-nDNA 

antibodies  had  a much  worse  prognosis  in  terms  of 
severity,  incidence  of  renal,  CNS,  or  cardiopulmonary 
involvement  and  mortality,  than  patients  with  no 
antibodies  or  low  and  moderate  titers.  Quantitative 
determination  of  anti-nDNA  Ah  should  be  of  impor- 
tance in  the  prospective  evaluation  and  management 
program  of  patients  with  SLE. 


NOTICIAS 


BETTER  HEALTH  FOR  WORKERS  IS  AIM  OF  AMA  CON- 
FERENCE 

CHICAGO— Impioving  the  health  and  safety  of  the  Amer- 
ican worker  on  his  job  will  be  the  objective  of  the  35th 
Annual  American  Medical  Association  Congress  on  Occupational 
Health  September  29-30,  1975,  in  Cincinnati,  Ohio  (Stouffer 
Inn). 

The  Congress  will  be  co-sponsored  by  the  National  Institute 
for  Occupational  Safety  and  Health  (NIOSH)  of  the  U.  S. 
Department  of  Health,  Education,  and  Welfare.  Dr.  John  F. 
Finklea,  newly  appointed  Director  of  NIOSH,  wUl  speak  at  the 
Congress. 

Physicians  attending  the  Congress  will  receive  Category  I 
credit  toward  the  AMA  Physician’s  Recognition  Award  in 
Continuing  Medical  Education  and  credit  toward  a similar 
program  of  the  Amerifan  Academy  of  Family  Practice.  In- 
dustrial hygienists,  nurses,  and  safety  engineers  also  will  at- 
tend. 

Congress  registration  is  $30.  Registration  and  further 
information  is  available  from  the  AMA’s  Department  of  En- 
vironmental, Public,  and  Occupational  Health,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 


PROBLEM  OF  ALCOHOLISM  AMONG  WOMEN  SURFACES 

CHICAGO—  Alcoholism  today  is  much  more  common 
in  women  than  most  people  realize,  says  an  article  in  a. summer 
issue  of  Today’s  Health,  a publication  of  the  American  Medical 
Association. 

In  fact,  alcoholism  always  has  been  a problem  among  women, 
but  people  just  didn’t  talk  about  it,  says  Today’s  Health. 

Most  medical  people  now  think  of  alcoholism  as  a sickness, 
no  more  shameful  than  the  flu,  says  Frank  Seixas,  M.D.,  medical 
director  of  the  National  Council  on  Alcoholism  (NCA). 

The  article  cites  a study  of  hundreds  of  middle-class 
alcoholic  women  in  Britain.  The  average  woman  alcoholic 
tasted  her  first  drink  before  the  age  of  20.  The  final  “loss  of  con- 
trol,” the  advanced  and  final  stage  of  alcoholsim,  happened  at 
about  age  42.  In  between,  there  was  a slow  deterioration  from  re- 
gular drinking  in  moderation  to  frequent  drunkenness  at  parties, 
to  secret  drinking  and  prolonged  bouts  of  intoxication  Some- 
times in  her  mid-40s,  this  coposite  woman  found  her  life 
coming  apart. 

The  American  Medical  Association  defines  alcoholism  as 
“an  illness  characterized  by  preoccupation  with  alcohol  and 
loss  of  control  over  its  consumption,  a type  of  drug  dependen- 


ce that  can  harm  a person’s  health  and  interfere  with  ability 
to  work  and  get  along  with  other  people.  The  key  factor  is 
loss  of  control  and  craving  for  the  drug,  alcohol.” 


FROM  THE  WASHINGTON  OFFICE  AMERICAN  MEDICAL 
ASSOCIATION  - THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  has  filed  a lawsuit  to 
block  the  implementation  of  new  federal  drug  regulations 
that  would  pressure  physicians  to  prescribe  low-cost  drugs 
for  Medicare  and  Medicaid  patients. 

The  Maximum  Allowable  Cost  (MAC)  regulations  were 
approved  in  final  form  by  Health,  Education  and  Welfare 
Secretary  Caspar  Weinberger  a few  days  before  he  left  office. 

Within  twenty-four  hours  AMA  filed  suit  in  Northern 
Illinois  District  Court  contending  the  program  is  the  epitome 
in  regulatory  control— “an  impossible  labyrinth  of  drug  regu- 
lations without  assuring  a favorable  cost-benefit  ratio”. 

The  AMA  contends  the  constitutional  rights  of  both  pa- 
tients and  physicians  would  be  violated  and  that  the  pro- 
gram would  produce  adversary  relationships  among  patients, 
physicians  and  pharmacists. 

The  disputed  regulations  would  require  pharmacists  filling 
prescriptions  for  Medicare-Medicaid  patients,  primarily  Medi- 
caid, to  be  reimbursed  on  the  basis  of  the  lowest  cost  at  which 
the  product  is  generally  available  to  providers.  A higher- 
priced  drug  reimbursement  would  be  allowed  only  if  the 
physician  signs  that  it  is  “medically  necessary.”  The  purpose 
is  to  stimulate  purchase  of  generic  drugs  and  discourage 
purchase  of  brand  names  that  carry  higher  costs. 

By  and  large  physicians  will  be  affected  as  they  deal  with 
Medicaid  patients  since  there  is  no  substantial  outpatient 
benefit  for  Medicare.  In  states  with  anti-substitution  laws, 
a Medicaid  prescription  for  a brand  name  more  expensive 
than  the  MAC  would  mean  the  patient  would  have  to  make 
up  the  difference  in  price  unless  the  physician  would  be 
willing  to  change  the  prescription  to  another  brand  or  ge- 
neric prescription  or  sign  that  it  is  medically  necessary. 

At  an  HEW  news  conference,  officials  predicted  most 
physicians  would  go  along  with  the  program,  estimating  that 
one-half  of  one  percent  would  use  the  “medically  necessary” 
route  for  brand  names  that  exceed  the  MAC. 

The  AMA  suit,  however,  argues  that  the  regulations  “vio- 
late every  one  of  the  drug-reimbursement  requirements  of 
the  Medicare-Medicaid  statutes”  and  defy  the  law  inasmuch 
as  they  represent  government  interference  with  medical  prac- 
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tice  by  telling  physicians  which  dnigs  they  should  prescribe. 

Weinberger  estimated  the  MAC  program  would  save  federal 
and  state  governments  $60  million  to  $75  million  a year 
when  it  swings  into  full  operation  within  three  to  four  years. 

In  addition  to  the  control  program,  HEW  will  send  all 
physicians  a hst  of  most  frequently  prescribed  drugs  along 
with  the  prices  community  pharmacies  pay  for  them.  The 
aim  is  to  encourage  physicians  to  prescribe  cheaper  products 
in  their  regular,  private  practice. 

No  sanctions  are  provided  for  physicians  who  decide  to 
write  out  the  “medically  necessary”  prescription  message,  but 

HEW  officials  speculated  that  state  health  agencies  might 
take  a look  at  physicians  who  do  this  consistently  for  all  their 
Medicaid  patients.  The  possible  penalty  by  the  state,  if  it 
wishes,  would  be  ouster  from  Medicaid  participation,  according 
to  the  HEW  officials. 

Before  a Maximum  Allowable  Cost  can  be  established  for 
drugs,  the  Food  and  Drug  Administration  must  first  indicate 
that  there  are  no  bioequivalence  problems  among  its  several 
brands.  The  HEW  Pharmaceutical  Reimbursement  Board 
would  then  propose  a MAC  at  a level  equal  to  the  lowest 
cost  at  which  the  drug  is  generally  available  to  providers. 
Before  the  MAC  can  officially  be  established  it  must  be 
reviewed  by  a non-govemmental  advisory  committee  and  pu- 
bhshed  in  the  Federal  Register  for  comment. 


The  regulations  estabUsh  both  the  Pharmaceutical  Reim- 
bursement Board  and  the  5-member  outside  advisory  group. 

HEW  said  about  one  quarter  of  commonly  prescribed 
drugs  are  available  from  multiple  sources.  However,  the 
number  for  which  bioequivalence  problems  can  be  ruled 
out  is  smaller. 

The  reimbursement  that  a pharmacist  receives  for  drugs 
he  provides  Medicare  and  Medicaid  patients  will  be  based 
on  an  estimate  of  his  cost  of  buying  the  drug  plus  a dispensing 
fee,  or  on  his  usual  charge  to  the  general  public,  whichever 
is  the  smaller.  Program  agencies  such  as  a state  Medicaid 
program  would  make  the  estimates  according  to  price  infor- 
mation supplied  on  a regular  basis  by  HEW. 

The  original  MAC  proposed  regulations  were  amended 
in  some  respects.  At  first,  it  was  recommended  that  excep- 
tions would  be  made  only  if  physicians  certified  the  drug 
was  the  only  one  effective  or  that  could  be  tolerated  by  the 
particular  patient. 

An  FDA  official  said  this  section  was  changed  in  an  attempt 
to  meet  AMA  objections. 

The  MAC  program  isn’t  slated  to  begin  for  eight  months 
and  will  cover  at  the  start  some  15  to  20  drug  classifications. 

Some  2,600  comments  were  filed  with  HEW  on  the  MAC 
proposal  with  less  than  300  favorable. 


ANUNCIOS 


CENTRO  NUCLEAR  DE  PUERTO  RICO 

Necesita  especialista  en  Medicina  Nuclear  - Investiga 
ción  - Enseñanza  - Servicio  - Escribir  mandando 
curriculum  a:  Medicina  Nuclear,  Centro  Nuclear  de 
Puerto  Rico,  Estación  Caparra  Heights,  San  Juan, 
Puerto  Rico  00935,  Teléfono  767-0350. 


FOR  DOCTORS 

New  medical  building  (to  be  constructed)-  1413  Fer- 
nández Juncos  Ave.,  Stop  20  1/2,  Santurce,  P.  R. 
Offices  for  rent  or  sale.  6000  sq.  feet,  two  floors, 
many  extras.  Between  Hospital  Pavia  and  Doctor’s 
Hospital.  Parking  available.  Call  723-0101,  or  724-0871 
8-1  PM  or  3-6  PM  daily  except  Thursday. 


SE  VENDE 

Máquina  de  Rayos  X,  de  100  milliamperes,  marca 
Profex  ray.  Se  vende  por  $2,000.00,  está  en  magníficas 
condiciones. 

Para  información  favor  de  llamar  a la  oficina  del  Dr. 
Rafael  A.  Jiménez,  Calle  Ruiz  Belvis  Núm.  39,  teléfono 
743-2875. 


Edificio  nuevo  profesional,  dos  plantas,  para  oficinas 
vivienda  o combinación,  rentaba  '$  19,200.00,  planos 
aprobados  para  ampliar,  precio  total  $150,000.00,  con 
pronto  de  $35,000.00.  Dr.  Andrés  Mera,  Carr.  Núm.  1, 
esquina  Ave.  Apolo,  teléfono  789-6216. 


LISTA  DE  ANUNCIALES 


1.  BlJRROUaiS  WELLCOME  EMPIRIN  COMP  W/CODEINE,  SEPTRA 


2.  EATON  LAB. 

FURACIN  TOPICALS 

3.  GEIGY  PHARM. 

BUTAZOLIDIN 

4.  ROCHE  LAB. 

LIBRIUM,  VALIUM 

5.  W.  H.  RORER 

MAALOX  PUJS 

6.  SYNTEX  LAB. 

NEO -MULL- SOY 
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EL  FUTURO  DE  LA  QUIMIOTERAPIA 
EN  EL  CANCER  DE  PROSTATA 


Antonio  J.  Grillo-López,  M.D. 
Enrique  Vélez-García,  M.D. 


El  cáncer  de  próstata  es  un  problema  de  gran 
importancia  médica  en  el  hombre.  En  los  Es- 
tados Unidos  tiene  una  incidencia  de  36,000  casos/ 
año  y en  Puerto  Rico  260  casos/año.  En  Puerto  Rico, 
es  la  segunda  causa  de  cáncer  en  el  hombre  después 
del  cáncer  de  piel.  En  ambos  países  es  la  tercera 
causa  de  mortalidad  por  cáncer  en  hombres.  La  so- 
brevida a 5 años  en  etapas  tempranas  es  favorable. 
Sin  embargo,  más  del  40  por  ciento  de  los  casos 
tienen  extensión  regional  o metastases  distantes  al 
momento  del  diagnóstico.  En  estas  etapas  la  sobre- 
vida es  significativamente  más  corta  (1,  2)  (Tabla  I). 

Se  clasifica  el  cáncer  prostático  en  estadios  en  la 
siguiente  fonna: 

Estadio  I (A)  - cuando  el  cáncer  es  un  hallazgo 
histológico  incidental; 

Estadio  II  (B)  - cuando  se  encuentra  por  palpa- 
ción un  nódulo  discreto  rodeado  por  tejido  pros- 
tático normal; 

Estadio  III  (C)  - cuando  existe  invasión  de  vesí- 
culas seminíferas,  pared  pélvica  o base  de  la  vejiga 
conjuntamente  con  síntomas  de  prostatismo; 

Estadio  IV  (D)  - cuando  hay  evidencia  clínica  de 
metastases. 

En  estadios  tempranos  (A  y B)  la  cirugía  es  cura- 
tiva. En  estadio  C (III)  la  radioterapia  puede  ser 
efectiva  en  combinación  con  tratamiento  hormonal. 
Nos  ha  preocupado  en  particular,  el  paciente  con 
estadio  D (IV)  y específicamente  cuando  ya  ha  recibi- 
do terapia  hormonal  y su  enfermedad  está  progresan- 
do. 

La  terapia  hormonal  de  este  tumor  presenta  una 
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gran  paradoja.  Se  cree  que  el  cáncer  de  próstata 
se  desarrolla  durante  períodos  de  producción  andro- 
génica  alta.  Sin  embargo,  la  enfermedad  no  progresa, 
usualmente,  a su  manifestación  clínica  hasta  períodos 
en  que  la  producción  androgénica  ha  comenzado  a 
reducirse.  Además,  esta  enfermedad  responde  clíni- 
camente a la  supresión  de  testosterona  ya  sea  mediante 
castración  o mediante  administración  de  estrógenos. 

No  hay  duda  que  la  primera  línea  de  defensa  en 
casos  avanzados  (IV  -D)  ha  sido  la  terapia  hormonal. 
Sin  embargo,  su  efectividad  tiene  un  límite  temporal 
y tarde  o temprano  la  enfermedad  progresa  a pesar 
de  la  terapia  hormonal. 

Es  de  primordial  importancia,  por  lo  tanto,  la 
identificación  temprana  de  ese  momento  en  que  la 
enfermedad  cesa  de  responder  a la  terapia  hormonal, 
ya  que  desde  ese  momento  en  adelante  la  enfermedad 
progresará  a pesar  de  la  terapia  hormonal.  Es  en  esta 
situación  donde  puede  tener  lugar  y mayor  efectividad 
la  quimioterapia. 

Resultados 

En  los  últimos  3 años  hemos  tratado  un  número 
pequeño  de  pacientes  con  cáncer  de  próstata  avanzado 
(IV-D).  Todos  habían  recibido  previamente  el  bene- 
ficio de  cirugía  y/o  radioterapia.  Todos  habían  sido 
sometidos  eventualmente  a castración  y/o  tratamiento 
con  estrógenos.  Todos  tenían  evidencia  clínica  de 
progresión  de  su  enfermedad;  evidencia  de  que  la  su- 
presión androgénica  había  perdido  su  efectividad. 

Seis  de  estos  pacientes  fueron  tratados  con  Provera 
en  dosis  altas  y se  obtuvo  una  respuesta  subjetiva  en 
todos  los  casos.  Sin  embargo,  estas  respuestas  fueron 
de  corta  duración  y no  hubo  ninguna  respuesta  objetiva. 
(Tabla  II) 

Dos  pacientes  recibieron  un  regimen  de  Cooper  mo- 
dificado. Este  tratamiento  consiste  en  la  administración 
simultánea  de  cuatro  agentes  citotóxicos  y prednisona. 
Ambos  pacientes  tuvieron  respuestas  subjetivas  y obje- 
tivas. 

De  los  dos  pacientes  que  recibieron  Cytoxan  en 
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LI STA  DE  ANUNCIANTES 


1 , BURROUGHS  WELLCOME 

2,  CARNATION 

3.  CIBA  PHARM. 

4.  GEIGY  PHARM. 

5o  ROCHE  LAB. 

6.  W.  H.  RORER 


NEOSPORIN 
EVAPORATED  MILK 
VIOFORM 

BUTAZOLIDIN 

AZO  GANTRISIN,  LIBRIUM, 
MAALOX  PLUS 


VALIUM 


Brand  new... 
and  effective  for 
over  25  years 

Great  new  lemon  swiss  creme  flavor. 
Proven  Maalox*  formula  plus  simethicone. 


New 


1.  SIMETHICONE 

ANTACID/ANTIFLATULENT 

■ taste  preferred  by  over  60%  of  chronic  antacid 
users  tested  with  another  leading  antacid 

■ extra  simethicone  to  relieve  flatulence 

■ non-constipating 

■ low  sodium  content 

■ available  in  liquid  or  chew  tablets  % 

After  you  taste  it,  you’ll  prescribe  and  recommend  it. 


Carnation  Evaporated 
Milk.  Baby's  first  taste 
of  real  food. 

Nothing  artificial.  It's  a real  food.  With  naturally 
occurring  protein  and  all  other  nutrients 
intact.  Add  supplementary  vitamins  and 
carbohydrate  and  it's  a complete,  nourishing 
diet  that  doesn't  pretend  to  be  anything 
but  good,  honest  nutrition  babies  thrive  on. 


PERFORMANCE. 
IT’S  A MATTER  OF 
RECORD. 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  piease  consuit 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  [e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
dav)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  10  mg  t.i.d.  or  q.i.d.  \ severe  states,  20 
or  25  mg  t.id.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  1 00  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50.  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg  — bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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LIBRIUM 


@ 


chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


WHILE  YOU  ELIMINATE 
THE  PATHOGENS, 


FOR  THE  PAIN 

□ Early  relief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

FOR THE PATHOGENS 

□ Effective  control  of  susceptible  pathogens 

such  as  E.  coH,  Klebsiella- Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and,  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacterial  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q.i.d. ; then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  considered. 


(60  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coli,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefuily  coordinate  In  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic 
and  clinical  response.  Add  aminobenzoic  acid 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
fonamides. Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/100  ml  is 
considered  optimal  for  serious  infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  in  pregnancy  has  not  been 
established.  Teratogenicity  potential  has  not 
been  thoroughly  investigated.  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  to 
3 days.  If  pain  persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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Both  often 


Predominant 
• psychoneurotic 
anxiety 


Associated 
• depressive 
symptoms 


3efore  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctiuely  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  cunvulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam) 

2-mg,5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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TABLA  I 

SOBREVIVENCIA  A 5 AÑOS  EN  CANCER  PROSTATICO 


Etapa 

Puerto  Rico 

Estados  Unidos 

Localizado 

44.8  por  ciento 

66  por  ciento 

Regional 

— 

53  por  ciento 

Todas 

32.9  por  ciento 

53  por  ciento 

TABLA  II 

CHEMOTHERAPY  OF  PROSTATIC  CA 

Dmgs 

Patients  Treated 

Response 

Provera 

6 

6 

Cooper  (5-FU,  CTX,  MTX,  VCR,  Pred.) 

2 

2 

Cytoxan  (Hi  Dose  q.  3 weeks) 

2 

1 

Fluorouracil  drip  & Provera 

2 

2 

P 32 

1 

0 

dosis  altas,  uno  respondió  favorablemente  en  forma 
objetiva  y subjetiva.  Este  paciente,  que  tenía  invasión 
medular  masiva  produciendo  un  cuadro  de  coagulopatía 
de  consumo,  mejoró  significativamente.  El  segundo 
paciente  tenía  lesiones  cutáneas  múltiples  y no  res- 
pondió a este  tratamiento. 

Hemos  tratado  2 pacientes  con  infusión  continua 
de  5-fluorouracil  por  120  horas  combinado  con  Provera 
en  altas  dosis.  Los  2 han  mostrado  significativa 
mejoría  subjetiva  y objetiva. 

Nuestra  experiencia  con  32  p se  limita  a un  caso  y 
no  hubo  respuesta. 

Discusión 

El  rol  de  la  quimioterapia  en  el  tratamiento  del 
cáncer  prostático  está  siendo  objeto  de  intensa  inves- 
tigación en  estos  momentos.  Se  ha  demostrado  con- 
clusivamente que  los  agentes  citotóxicos  pueden  pro- 
ducir respuestas  objetivas,  o sea,  reducir  significativa- 
mente el  tamaño  de  las  lesiones  tumorales.  La  expe- 
riencia en  la  literatura  (3)  muestra  respuestas  que  va- 
rían entre  25  y 50  por  ciento  con  distintos  agentes 


(Tabla  III).  Sin  embargo,  el  número  de  pacientes 
tratados  es  pequeño  y no  se  pueden  sacar  conclusiones 
definitivas  al  momento.  A nivel  nacional  se  está 
evaluando  la  efectividad  del  fluorouracil  y Cytoxan 
mediante  un  estudio  del  “National  Prostate  Cancer 
Project”. 

La  poliquimioterapia  apenas  se  comienza  a ensayar 
pero  ya  se  han  reportado  resultados  favorables  con 
varias  combinaciones  de  drogas  (Tabla  IV).  Varios 
grupos  cooperativos  están  llevando  a cabo  estudios 
con  distintas  combinaciones  (Tabla  V).  Entre  ellos, 
el  “Southeastern  Cancer  Study  Group”  está  evaluando 
una  combinación  de  tres  drogas  que  individualmente 
han  sido  efectivas;  Cytoxan,  Adriamicina  y Fluo- 
rooracil  (CAE). 

La  experiencia  universal  en  cuanto  al  curso  pro- 
gresivo de  esta  enfennedad  apunta  a la  apremiante 
necesidad  de  un  tratamiento  que  sea  efectivo  una  vez 
los  recursos  convencionales  hayan  sido  agotados.  Cree- 
mos que  es  aquí  que  la  quimioterapia  tiene  su  mayor 
utilidad. 

En  nuestras  limitadas  experiencias  hemos  quedado 
impresionados  con  la  efectividad  del  5 fluorouracil 
en  distintas  combinaciones.  En  la  literatura  encontra- 
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TABLA  III 

CHEMOTHERAPY  OF  PROSTATIC  CA 
SINGLE  AGENTS 


Drug 

Patients  Treated 

Percent  Response 

Velban 

2 

50 

Nitrogen  Mustard 

23 

43 

Methotrexate 

3 

33 

Adriamycin  * 

15 

33 

Fluorouracil 

39 

25 

Mitomycin  C 

6 

16 

Cytoxan 

34 

11 

Oncovin 

12 

8 

Reference:  Yagoda,  A:  Cancer  32: 1 131,  Nov.  1973. 

*( Adriamycin  Data  From:  Gottlieb,  J.  A.:  8th  Int.  Congress  of  Chemotherapy,  Sept.  1973). 

TABLA  IV 

CHEMOTHERAPY  OF  PROSTATIC  CA 

COMBINATIONS 

Dmgs 

Patients  Treated 

Percent  Response 

Nitrogen  Mustard  & Fluorouracil 

12 

50 

Cytoxan  & Oncovin  & Fluorouracil 

3 

33 

Cytoxan  & Adriamycin  & Fluorouracil 

Reference:  Yagoda,A.:  Cancer  32:  1 131,  Nov.  1973 
* (Under  evaluation  by  SECSC) 


mos  mayor  base  para  sustanciar  esta  impresión  inicial. 
Igualmente,  en  otros  estudios  (4,  5)  hemos  encontrado 
que  la  fonna  más  efectiva  de  administrar  esta  droga 
es  por  infusión  continua  de  120  horas.  Nos  proponemos 
continuar  usando  el  fluorouracil  en  esta  forma  y en 
combinación  con  Provera.  Una  vez  quede  probada  la 
eficacia  de  esta  modalidad,  comenzaremos  a añadir 
otras  drogas  a la  combinación. 

Merece  también  investigación  el  uso  de  la  quimio- 
terapia conjuntamente  con  estrógenos  y/o  orquiectomía 
al  momento  del  diagnóstico  en  aquellos  pacientes  que 
resultan  ser  estadios  III  (C)  o IV  (D). 


Resumen 

Se  ha  demostrado  que  el  cáncer  de  próstata  respon- 
de a distintos  agentes  quimioterapéuticos.  En  estos 
momentos  se  están  evaluando  a nivel  nacional  varias 
modalidades  de  tratamiento  con  agentes  citotóxicos. 
Creemos  que  la  quimioterapia  tiene  su  lugar  en  el 

tratamiento  de  cáncer  prostático  avanzado  en  el  momen- 
to en  que  la  terapia  hormonal  pierde  su  efectividad. 
Es  de  vital  importancia  identificar  este  momento  clí- 
nica, química,  o radiológicamente,  ya  que  el  éxito 
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TABLA  V 

CHEMOTHERAPY  OF  PROSTATIC  CANCER 
ON  GOING  STUDIES 


I. 


III. 


IV. 

V. 


National  Prostate  Cancer  Task  Force: 


R 

_ 5-Fluorouracil 

A 

N 

D "■ 

y Cvtoxan 

0 

M 

STD 

National  Cancer  Institute  - VA  Group: 

DES 


DES  & 5-Fluorouracil 


Adriamycin  & Cytoxan 
Southeastern  Cancer  Study  Group: 

Cytoxan  & Adriamycin  & 5-Fluorouracil 


5-Fluorouracil 


de  la  quimioterapia  depende  de  su  institución  tem- 
prana. Hemos  presentado  nuestra  limitada  experiencia 
y a base  de  la  misma  y de  la  experiencia  informada  en 
la  literatura  médica  favorecemos  en  este  momento 
el  tratamiento  con  infusión  de  120  horas  con  fluo- 
rouracil  combinado  con  Provera. 

Creemos  que  merece  investigación  el  uso  temprano 
de  quimioterapia  en  combinación  con  terapia  hormonal 
en  aquellos  pacientes  que  al  momento  de  diagnóstico 
resultan  ser  estadios  III  (C)  o IV  (D). 
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EXPERIENCIAS  CON  EL  RAYO 
LASER  DE  ARGON 


Antonio  Ramos-Umpierre,  M.  D. 

José  Berrocal,  M.  D. 


Hace  más  de  20  años  que  la  energía  de  luz  se 
está  usando  para  tratar  enfermedades  de  la  re- 
tina. 

El  primer  instrumento  en  usar  energía  de  luz  fue 
el  fotocoagulador  de  Xenon  desarrollado  por  el  Dr. 
G.  Meyer-Schwickerath  de  Alemania  (1).  Este  produce 
una  luz  blanca,  intensa,  que  contiene  todo  el  espectro 
de  luz  visible  y nos  permite  obtener  una  reacción 
fuerte  en  todas  las  capas  de  la  retina.  Tiene  la  des- 
ventaja que  no  se  puede  usar  muy  cerca  de  la  fovea 
centralis  debido  al  gran  tamaño  de  las  lesiones  pro- 
ducidas. 

En  1967  se  introdujo  el  Rayo  Laser  de  rubí,  que 
con  su  luz  roja  monocromática  producía  una  lesión 
pequeña  y permitía  dar  tratamiento  cerca  de  la  fovea 
(2,  3,  4). 

Fue  en  1968  que  LTlsperance  desarrolló  el  rayo 
laser  de  Argon  (5,  6).  Este,  con  su  luz  verde,  no 
solamente  se  usa  para  tratar  lesiones  cerca  de  la 
fovea,  sino  que  se  puede  usar  para  coagular  vasos 
retinianos  directamente,  ya  que  la  luz  verde  se  ab- 
sorbe por  la  hemoglobina. 

Este  artículo  describe  nuestras  experiencias  con  el 
rayo  laser  de  Argon  en  los  últimos  30  meses,  incluyen- 
do un  total  de  369  casos. 

La  tabla  I nos  da  las  diferentes  condiciones  que 
hemos  tratado  con  el  rayo  laser  y un  resumen  de  los 
resultados. 

Como  podemos  ver,  el  Rayo  Laser  es  altamente 
efectivo  en  el  tratamiento  de  la  retinopatía  central 
serosa.  El  uso  de  fluoresceína  intravenosa  nos  permite 
identificar  el  área  de  “gotereo”  y sellarla  rápida  y 
efectivamente  con  el  rayo  láser.  De  los  121  pacientes 
tratados,  114  fueron  curados  con  una  sola  sesión  de 
tratamiento.  Los  otros  7 pacientes  requirieron  una 
segunda  sesión  ya  que  persistía  “gotereo”  a las  3 se- 


Dei  Hospital  Mimiya,  Santurce,  Puerto  Rico. 


manas  del  tratamiento.  No  hubo  ningún  caso  que 
no  respondiera  al  segundo  tratamiento. 

Una  de  las  complicaciones  de  oclusión  de  una  rama 
de  las  venas  retinianas  es  hemorragia  de  vitreo,  secunda- 
rio a neovascularización  y podemos  ver  que  aquí 
también  el  rayo  laser  es  insuperable. 

Aunque  hemos  tratado  más  de  131  diabéticos  con 
retinopatía,  no  podemos  evaluar  los  resultados  toda- 
vía ya  que  esto  tomará  varios  años  debido  al  curso 
natural  de  la  enfermedad  y a que  muchos  de  estos 
I 

pacientes  forman  parte  del  Estudio  Colaborativo  Na- 
cional de  Retinopatía  Diabética.* 

De  51  pacientes  con  agujeros  en  la  retina,  se  pudo 
evitar  el  desprendimiento  de  ella  en  50  pacientes, 
lo  cual  compara  igual  a lo  encontrado  por  Tasman 
y Jaegers  (7).  Hubo  4 pacientes  que  tuvieron  hemo- 
rragia de  vitreo  debido  a que  el  desgarre  atravesaba 
un  vaso  retiniano.  Dos  de  esos  fueron  curados  por 
un  “buckle”  escleral,  y el  otro  por  una  vitrectomía 
por  pars  plana. 

En  personas  con  desprendimiento  de  retina  loca- 
lizado, en  que  por  razones  médicas  o diversas  no  era 
aconsejable  la  cirugía,  pudimos  evitar  el  avance  del 
desprendimiento  en  7 de  8 casos. 

En  resumen,  el  rayo  laser  de  Argon  ha  probado 
ser  un  método  efectivo,  seguro  y rápido  en  el  tra- 
tamiento de  varias  condiciones  de  la  retina,  ya  bien 
sean  vasculares,  del  pigmento  epitelial  o de  desgarres 
y agujeros. 
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TABLA  I 


Condición 

Total 

Exitos 

Retinopatia  Serosa  Central 

121 

114 

94  por  ciento 

Oclusión  Venosa  con  Neovascularización 

12 

12 

100  por  ciento 

Retinopatia  Diabética 

131* 

— 

— 

Agujeros  en  la  Retina 

51* 

46 

90  por  ciento 

Desprendimientos  Localizados 

8 

7 

88  por  ciento 

Reforzar  “Buckles” 

27 

27 

100  por  ciento 

Misceláneas 

19 

— 



5.  L’Esperance,  F.  A.;  The  Treatment  of  Ophthalmic  Vascular 
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6.  Tasman,  William,  Jaegers,  Kenneth  R.:  eu:  Retina  Congress, 
Ronald  C.  Pruett,  Charles  D.  J.  Regan.  Editors:  Appleton 
Century  Crafts,  Boston,  1972. 


DISPLASIA  OCULO-AURICULO  VERTEBRAL: 

SINDROME  DE  GOLDENHAR. 

Informe  de  2 casos  p revisión  de  la  literatura. 

A.  Pérez  Comas,  M.  D. 


Von  Arlt,  en  1845,  describe  el  primer  caso  co- 
nocido de  displasia  óculo-aurículo-vertebral.  En 
1952,  Goldenhar  informa  tres  nuevos  casos  y repasa 
todo  lo  publicado  hasta  ese  momento  (2),  recibiendo 
la  condición,  posteriormente,  su  nombre.  Dicho  sín- 
drome se  caracteriza  fundamentalmente  por:  (1)  quis- 
tes dermoides  o lipodermoides  epibulbares,  (2)  apén- 
dices preauriculares  y fístulas  ciegas  pretragales,  y (3) 
anomalías  vertebrales.  Pueden  observarse  otras  ano- 
malías del  primer  y segundo  arco  y,  en  algunos  casos, 
retardación  mental.  El  tipo  de  herencia  envuelto  es 
discutido,  siendo  la  mayor  parte  de  los  casos  esporá- 
dicos. En  algunos  casos  se  ha  observado  herencia 
autosómica  dominante  (6,  51,  52),  y en  otros,  se  sos- 
pecha herencia  autosómica  recesiva  (7,  8,  62-64).  Has- 
ta el  presente  se  han  informado  aproximadamente  137 
casos  en  la  literatura  (1-75). 

Recientemente  evaluamos  dos  pacientes  afectos  de 
esta  condición,  observándose,  en  uno  de  ellos,  cardio- 
patía  congenita,  hallazgo  que  hasta  ahora  no  le  habían 
prestado  mucha  importancia  en  los  casos  publicados 
(59-60). 

Casos 

Caso  1: 

M.  A.  M.,  hembra  nacida  de  unos  padres  no  consanguíneos, 
tras  ocho  meses  de  gestación  no  complicada,  mediante  cesárea 
debida  a cesárea  previa.  Al  momento  del  nacimiento  el  padre 
constaba  de  48  años  y la  madre  de  39  años  de  edad.  Al  nacer, 
se  observó  que  presentaba  el  meato  auditivo  externo  derecho 
cerrado,  al  igual  que  coloboma  del  párpado  superior  derecho, 
y apéndices  preauriculares  bilaterales. 

A los  20  meses  de  edad  nos  ftie  referida  para  determinar 
la  causa  de  sus  malformaciones  múltiples.  Al  examen  ch'nico, 
se  observó  un  peso  de  30.5  Ubras  (edad  peso:  30  meses,  por 
ciento  90),  una  estatura  de  32.3  pulgadas  (edad  talla:  19  meses; 
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por  ciento  40)  y una  circunferencia  craneana  de  19.1  pulgadas 
(edad  talla:  19  meses).  Los  signos  vitales  fueron  normales 
para  la  edad.  Su  cabeza  presenta  una  configuración  dolico- 
cefáUca  con  frente  prominente  (figura  1)  encontrándose  una 
fontanela  anterior  patente,  pero  muy  pequeña.  Presentaba 
además,  ligera  ptosis  palpebral,  dermoide  epibulbar  localizado 
en  el  reborde  corneal  inferior  derecho  del  ojo  derecho  (Figu- 
ra 2A),  coloboma  del  párpado  superior  derecho,  hipertelorismo, 
ligera  asimetría  facial,  coloboma  en  ambas  cejas,  inclinación 
palpebral  antimongoloide,  piltro  alargado,  micrognatia,  apén- 
dices preauriculares  bilaterales  múltiples,  una  fístula  ciega 
preauricular  derecha,  rotación  posterior  de  ambas  orejas,  ló- 
bulo de  oreja  izquierda  más  prominente,  y oreja  derecha  algo 
más  prominente  que  la  izquierda.  No  se  observó  soplo  ni 
anomab'a  torácica  alguna.  Las  pmebas  audiométricas  muestran 
impedimento  auditivo  de  tipo  conductivo  en  oído  derecho, 
siendo  normal  el  izquierdo.  La  prueba  de  desarrollo  Denver 
muestra  retraso  en  todas  las  áreas  a la  edad  de  22  meses,  en- 
contrándose a un  nivel  de  aproximadamente  12  meses.  Los 
estudios  radiológicos  revelan  asimetría  craneof acial  con  pre- 
dominio izquierdo.  No  se  observa  anomab'a  vertebral  alguna. 

Caso  2: 

V.  M.  R.,  hembra  nacida  a término,  de  unos  padres  no 
consanguíneos  de  30  años  de  edad  al  momento  del  naci- 
miento, tras  una  gestación  no  compbcada,  y quien  presentó 
un  peso  al  nacer  de  5 Ibs.  y un  largo  de  21  pulgadas.  Al  mo- 
mento del  nacimiento  le  encontraron  coloboma  de  ambos 
párpados  superiores  y apéndices  preauriculares  en  el  lado 
izcjuierdo. 

A los  7 años  de  edad  nos  fue  referida  a la  Cb'nica  de  Pro- 
blemas Genéticos  para  evaluación  de  sus  malformaciones  múl- 
tiples. Su  desarrollo  motor  ha  sido  normal  y la  niña  es 
sordomuda.  El  examen  físico  nos  mostró  (fig.  2b  - 3b)  una 
joven  algo  tímida,  en  la  cual  destacaban  colobomas  bilaterales 
del  párpado  superior,  apéndices  preauriculares  (2)  en  el  lado 
izquierdo,  frente  prominente,  puente  nasal  ancho,  hipertelo- 
rismo, cejas  prominentes  y espaciadas,  piltro  alargado,  asime- 
tría facial  y un  lunar  en  el  tercio  inferior  externo  del  cuello. 
Presentaba  además  un  estremecimiento  sistólico  en  área  supra- 
estemal,  un  soplo  sistólico  continuo,  gr.  111/Vl  en  el  segundo 
espacio  intercostal  izquierdo,  un  soplo  sistólico  áspero,  gr. 
111/Vl  en  el  segundo  espacio  intercostal  derecho  que  transmite 
a la  espalda  izquierda,  S2  desdoblado  y pulsos  periféricos 
prominentes.  Ch'nicamente  se  considera  que  presenta  estenosis 
aórtica  y ductus  patente.  Al  momento  no  se  han  practicado 
estudios  hem odinámicos.  Su  peso  de  37  Ibs.  (edad  peso:  4 
años)  y su  estatura  de  45  1/4  pulgadas  (edad  talla:  5 3/4 
años)  revelan  un  retraso  pondoestatural. 
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(A) 


(B) 


Fig.  1:  lA:  Configuración  dolicocefálica  con 

prominencia  frontal,  micrognatia;  IB:  apéndices  preauri- 
culares. 


El  estudio  electrocardiográfico  reveló  un  eje  normal  y 
un  patrón  de  voltaje  compatible  con  hipertrofia  ventricular 
izquierda.  La  placa  de  pecho  muestra  ligera  cardiomegalia 
con  aumento  de  la  vascularidad  pulmonar.  Los  estudios 
audiométricos  revelan  impedimento  auditivo,  bilateral,  pro- 
fundo, de  tipo  neurosensorial. 

Los  estudios  radiológicos  muestran  ligero  aumento  de  la 
vascularidad  pulmonar  con  agrandamiento  del  ventrículo  iz- 
quierdo. Se  observa  además  el  proceso  espinoso  del  atlas  (Cj^) 
bi'fido  y sacraUzación  del  proceso  transverso  izquierdo  de  Lg. 

Discusión 

El  síndrome  ócuio-aurículo-vertebral  presenta  mani- 


festaciones faciales,  oculares,  óticas,  musculo-esquelé- 
ticas,  orales,  neurológicas  y cardiovasculares. 

El  cráneo  puede  ser  asimétrico  (9),  con  prominencia 
frontal  (10-13).  Presentan  hipoplasia  malar  y recesión 
mentoniana  (9,  14-17).  En  algunos  se  ha  observado 
atresia  de  las  fosas  nasales  (18-19). 

La  patología  del  área  ocular  es  una  de  las  más 
importantes  en  la  condición.  Los  quistes  dermoides 
y/o  lipodermoides  constituyen  un  hallazgo  constante. 
Presentan  un  color  amarillento  o blanquecino,  son 
aplanados  o algo  elípticos  y,  usualmente,  son  sólidos 
en  lugar  de  quistes  (20).  Su  superficie  es  lisa  en  la 
mayor  parte  de  las  ocasiones,  pero  pueden  ser  granu- 
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(A) 


(B) 


Fig.  2:  A-  M.A.M.  Quiste  lipodermoide  (D)  localizado 
en  el  reborde  corneal  inferior  derecho  del  ojo  derecho.  Ob- 


sérvese ligera  identación  en 
superior  (C)  coloboma.  B 
superior. 

losos  y estar  recubiertos  de  vellos  finos  (21-23).  El 
dermoide  se  localiza  mayormente  en  el  limbo  o en  el 
reborde  corneal  del  cuadrante  inferior  izquierdo.  El 
lipodermoide  se  encuentra,  por  lo  general,  en  el  cua- 
drante superior  externo.  Algunos  pacientes  presentan 
ambas  lesiones  en  el  mismo  ojo  (24).  Por  lo  general, 
las  lesiones  son  bilaterales  observártdose  como  unila- 
terales en  una  tercera  parte  de  los  casos  (4,  5,  10,  13, 
16-17,  21,  23).  Su  causa  es  discutida  (25-26). 

El  60  por  ciento  de  los  pacientes  presentan  colobo- 
ma unilateral  del  párpado  superior  (4,  5,  11-12,  14-15, 

18,  26-31).  Raras  veces  bay  colobomas  de  ambos 


el  tercio  interno  del  párpado 
V.M.R.  - Coloboma  párpado 


párpados  superiores  (12,  21).  El  mecanismo  de  gu 
formación  no  es  conocido.  Otras  anomalías  oculares 
incluyen  anoftalmia  (32),  microftalmia  y microcomea 
(14,  33),  coloboma  coroideo  o del  iris  (12,  14,  27, 
33),  atrofia  del  iris  (15)  y catarata  polar  (27). 

La  microtia  representa  un  hallazgo  común.  Se  ha 
observado  con  y sin  microsomia  hemifacial  (2,  5,  11, 
14,  16,  30).  Se  ha  reportado  también  sordera  y/o 
ausencia  o deficiencia  del  meato  auditivo  externo 

(23,  26,  34-35). 

Los  apéndices  preauriculares  bilaterales  son  carac- 
terísticos de  la  enfermedad.  Pueden  ser  únicos,  sésiles 
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(A) 


(B) 


Fig.  3:  A-  M.A.M.  B-  V.M.R.:  Ligera  asimetría  facial, 
hipertelorismo,  coloboma  del  párpado  superior,  (A)  apén- 
dices preauriculares  bilaterales.  (C)  Coloboma. 


O pedunculados,  predominando  los  apéndices  múlti- 
ples (20).  Con  frecuencia  se  observan  fístulas  ciegas 
en  la  misma  localización,  aunque  no  siempre  son  bi- 
laterales (2,  10,  13,  31,  34).  Vircbow  las  consideró 
como  vestigios  de  la  primera  fisura  branquial  (36), 
aunque  Keitb  (22)  y Stammers  (37)  las  consideran 
secundarias  a una  falta  de  coalescencia  de  los  brotes 
auriculares  embrionarios. 

Las  anomalías  óseas,  especialmente  las  vertebrales, 
suelen  ser  comunes.  Los  hallazgos  más  comunes  son 
occipitaliz ación  del  atlas  (17,  38),  vértebras  cunei- 
formes, sinostosis  cervical,  completa  o parcial,  de  dos 


o más  vértebras  (9,  13,  17,  34,  38-40),  vértebras  torá- 
cicas o lumbares  supernumerarias  (10,  13),  hemivér- 
tebras  (5,  13,  16,  32),  espina  bífida  (9,  16,  17,  39-40), 
lumbarización  de  la  primera  vértebra  sacra  (30,  40), 
aplasia  de  vértebras  sacras  (30,  escoliosis  cérvico- 
torácica  (16),  costillas  anormales  (10,  13,  32),  fovea 
sacral  (12,  17),  sutura  metópica  prominente  (17), 
orificio  óseo  en  el  vértice  (16)  y fontanela  posterior 
abierta  (12).  Wyers  sugirió  que  las  anomalías  verte- 
brales son  más  frecuentes  cuando  hay  hipoplasia  fa- 
cial unilateral  que  cuando  está  envuelta  toda  la  cara 
(32).  En  ocasiones  se  encuentra  hernia  inguinal  o 
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umbilical  (17). 

Algunos  niños  afectos  de  la  condición  presentan 
retardación  mental  leve  (5,  10,  15,  35,  41,  42). 
Gallocher  sugiere  que  el  10  por  ciento  de  los  casos 
son  retardados  mentales  (43).  Francesshetti  observó 
un  caso  con  epilepsia  (42). 

El  60  por  ciento  de  los  pScientes  presentan  micro- 
gnatia,  la  cual  no  suele  ser  muy  prominente  (14-17, 
28-30,  41,  44).  La  microsomia  hemifacial  ha  sido 
informada  en  varios  casos,  acompañada  de  aplasia 
de  la  rama  y del  cóndilo  (31,  34,  38)'. 

Puede  existir  una  hipoplasia  leve  de  la  maxila. 
Un  gran  número  de  pacientes  presentan  paladar  es- 
trecho y alto  (14,  16,  18-19,  31,  34,  41). 

El  40  por  ciento  de  los  casos  presentan  macrosto- 
mía  (1,  12,  14,  19,  24,  28,  30-32,  34,  46).  Otras 
anomalías  bucales  incluyen:  lengua  bifida  (41),  úvula 
bifida  (13),  frenillo  lingual  doble  (13),  paladar  hen- 
dido-labio leporino  (14,  21),  piltro  alargado  (1),  malo- 
clusión  (10,  13,  30,  34,  38),  y malfonnaciones  den- 
tales (44,  46). 

Recientemente  se  ha  dado  importancia  a la  alta 
incidencia  de  anomalías  cardiovasculares  en  la  con- 
dición. Greenwood  y colaboradores  (59)  y Friedman 
y Saraclar  (60),  informan  de  12  pacientes  con  la  con- 
dición y anomalías  cardiovasculares.  Nuestra  paciente 
número  dos,  V.  M.  R.,  presenta  una  cardiopatia  no 
descrita  previamente  en  estos  casos.  Al  revisar  la 
literatura,  encontramos  que  hay  23  casos  (incluyendo 
el  nuestro)  donde  se  ha  demostrado  la  presencia  de 
cardiopatia  entre  41  pacientes  (incluyendo  los  nues- 
tros) donde  se  dan  datos  sobre  el  sistema  cardiovascular. 
Ello  conlleva  una  incidencia  de  56  por  ciento  de  cardio- 
patia, entre  estos  casos  (1,  3,  6,  11,  51,  53-60). 
La  anomalía  más  frecuente  es  la  tetralogía  de  Fallot 
de  la  cual  hay  9 casos,  seguida  por  comunicación  inter- 
ventricular con  4 casos,  ductus  arteriosus  patente  con  3 
casos,  comunicación  interauricular  con  2 casos,  coarta- 
ción de  aorta  con  1 caso,  estenosis  de  aorta  1 caso, 
transposición  de  los  grandes  vasos  con  dextrocardia  1 
caso,  y 3 casos  donde  no  se  conoce  la  anomalía 
cardiovascular  específica  (59,  60). 

Existe  una  forma  del  síndrome,  sin  las  lesiones 
vertebrales,  la  cual  es  considerada  por  Weyers  y Thier 
(48)  como  una  forma  incompleta.  Nuestro  primer 
caso,  M.  A.  M.  no  presenta  lesiones  vertebrales  aparen- 
tes, porque  representa  una  forma  parcial  de  la  con- 
dición. 

El  diagnóstico  diferencial  se  hará  con  el  síndrome 


de  disostosis  mandibulofacial  y la  microsomia  hemi- 
facial (10).  El  coloboma  del  párpado  superior  solo  se 
observa  en  el  síndrome  de  Goldenhar.  Los  colobomas 
inferiores  se  encuentran,  casi  de  forma  exclusiva,  en  la 
disostosis  mandibulofacial.  Las  anomalías  vertebrales 
están  ausentes  en  la  disostosis  mandibulofacial. 

Neiman  y colaboradores  (13)  consideran  que  las 
malformaciones  mandíbulofaciales  pueden  ser  debidas 
a trastornos  del  mesoblasto  visceral,  que  darán  lugar 
al  sistema  branquial.  Las  malformaciones  vertebrales 
se  creen  debidas  a un  trastorno  en  el  mesoblasto 
paracordal  que  da  lugar  al  sistema  nervioso  y sus 
estructuras  protectoras  (11). 

Gorlin  (11),  considera  el  síndrome  como  una  va- 
riante de  la  microsomia  hemifacial,  secundarias  ambas 
a una  anomalía  en  el  riesgo  vascular  de  la  cabeza,  lo 
cual  fue  demostrado,  mediante  angiograma  carotídeo, 
en  un  caso  reportado  por  dicho  autor. 

McKenzie  (50),  sugiere  que  las  anomalías  de  los 
oídos  son  parte  del  “síndrome  del  primer  arco”,  pro- 
bablemente secundarias  a alguna  anomalía  vascular. 
Dicho  síndrome  se  manifiesta  en  condiciones  tales 

I 

como:  síndrome  de  Treachers  Collins,  síndrome  de 

Pierre  Robin,  disostosis  mandibulofacial,  deformidades 
del  oído  externo  y medio,  sordera  congenita,  hiper- 
telorismo,  paladar  hendido  y labio  leporino. 

Feingold  (61)  lo  considera  una  variante  de  los  sín- 
dromes de  primer  y segundo  arco  branquial,  proba- 
blemente secundario  a una  insuficiencia  vascular  o 
anormalidad  que  entorpece  el  desarrollo  embriológico 
normal  de  ambos  arcos. 

El  tipo  de  herencia  es  discutido.  McKusick  (8), 
fundamentándose  en  los  casos  de  Saraux  y colabora- 
dores (63),  de  Proto  y Scollica  (64),  y de  Fraser, 
considera  que  la  condición  es  debida  a un  factor  auto- 
sómico  recesivo.  Sin  embargo,  Summit  (51),  Herrman 
y Opitz  (52),  han  descrito  casos  con  herencia  aparente- 
mente autosómica  dominante.  Consideramos  que  cabe 
la  posibilidad  de  que  existan  ambas  formas  resultando 
difícil  establecer  la  diferencia  entre  una  mutación 
dominante  nueva  como  la  causa  del  síndrome  o la 
probabilidad  de  homocigosidad  para  un  gen  recesivo 
que  no  muestra  anomalía  bioquímica  conocida  alguna, 
en  el  caso  de  un  individuo  donde  no  existan  familiares 
afectos.  Solo  su  progenie  nos  dará  la  respuesta,  existien- 
do pocos  datos  en  la  literatura  y tratándose  la  mayor 
parte  de  casos  esporádicos. 

Hasta  el  momento  se  han  descrito  aproximadamente 
139  casos  en  la  literatura  mundial  (incluyendo  los  núes- 
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tros).  Nuestra  isla,  cada  día  apunta  más  y más  en  la 
identificación  de  condiciones  raras,  probablemente  se- 
cundarias al  elevado  grado  de  entrecruces  familiares, 
conocidos  y no  conocidos,  debido  al  aislamiento  po- 
blacional  de  siglos  pasados,  al  igual  que  al  elitismo. 

Resumen 

La  displasia  oculoaurículovertebral  se  caracteriza  por 
quistes  dermoides  o lipodermoides  epibulbares,  apén- 
dices preauriculares  con  o sin  fístulas  ciegas  pretragales, 
y anomalías  vertebrales,  además  de  otras  anomalías  del 
primer  y segundo  caso.  La  mayor  parte  de  los  casos 
son  casos  esporádicos,  siendo  discutido  el  tipo  de 
herencia.  Su  causa  parece  ser  una  insuficiencia  o ano- 
malía vascular  que  afecta  el  desarrollo  embriológico 
normal  del  primer  y segundo  arco. 

Se  describen  en  esta  comunicación  dos  niñas  puerto- 
rriqueñas que  presentan  la  condición,  en  forma  espo- 
rádica, aislada.  Se  observa  en  una  de  ellas  una  cardio- 
patía  previamente  no  reportada;  ductus  patente  y 
estenosis  aórtica.  Al  presente  hay  23  casos  con  cardio- 
patía  reportados  en  la  literatura,  constituyendo  esta  un 
hallazgo  importante  en  la  condición. 

Summary 

Goldenhar’s  syndrome  or  oculoaurículovertebral  dys- 
plasia is  characterized  by  dermoid  and  lipodermoid 
epibulbar  cysts,  preauricular  appendices  and  pre-tragal 
blind  fistulas,  as  well  as  vertebral  anomalies.  Other  ano- 
malies of  the  first  and  second  arch  have  been  observed. 
The  probable  cause  is  a vascular  malformation  which 
affects  the  normal  embriologic  development  of  the 
first  and  second  arch. 

Two  unrelated  Puerto  Rican  girls,  ages  2 1/2  and  7 
years  are  reported.  One  of  them  presents  a previously 


unreported  cardiopathy:  patent  ductus  arteriosus  and 
aortic  stenosis.  Up  to  now  23  cases  have  been  repor- 
ted with  congenital  heart  disease  among  41  in  whom 
there  is  ,ata  of  the  cardiovascular  sj'Stem. 
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SCHISTOSOMAL  NEPHROPATHY? 
1.  Preliminary  studies  of  a patient  with  schistosomiasis' 
mansoni  and  glomerulonephritis  in  Puerto  Rico 


Recently  a number  of  investigators  have  demons- 
trated a possible  association  of  renal  lesions 
and  infections  of  schistosomiasis  mansoni  or  japónica. 
Reviews  have  appeared  in  the  literature  regarding  this 
relatively  recently  developed  concept,  originally  des- 
cribed by  Andrade  and  Queiroz  (1,  2,  3,  4).  Most  of 
the  reported  cases  in  which  schistosomiasis  mansoni 
have  been  associated  with  glomerulonephritis  have  been 
from  Brazil  a country  where  hepatosplenic  schistoso- 
miasis is  abundant.  In  view  of  the  current  interest 
in  this  area  we  wish  to  summarize  some  observations 
on  a patient  with  active  schistosomiasis  and  glomerulo- 
nephritis who  has  been  under  study  for  over  one  year. 

Material  and  Methods 

Clinical  Presentation 

W.  C.,  a 30  year  old  male,  developed  generalized  edema 
and  hypertension  in  1970.  At  that  time  a kidney  biopsy 
demonstrated  a severe  membrano-proliferative'  glomemlone- 
phritis.  The  patient  was  receiving  daily  alpha  methyldopa, 
furosemide,  and  a 2 gram  salt  diet.  In  spite  of  this  treat- 
ment he  continued  edematous  when  first  seen  in  the  Renal 
Research  Clinic  of  the  Veterans  Administration  Hospital  in 
October,  1972.  Upon  examination,  the  blood  pressure  was 
130/100;  periorbital  edema  and  edema  of  both  legs  and 
prepuce  was  present.  Laboratory  studies  demonstrated:  pro- 
teinuria (4+);  blood  urea  nitrogen  21  mg  percent  and  crea- 
tinine of  2.3  mgm  percent.  Semm  albumin  was  1.8  gm 
percent  and  globulin  2.4  gm  percent.  A 24  hour  creatinine 
clearance  was  25  ml/min.  and  urinary  protein  was  7.5  gm/24 
hrs.  Serum  complement  was  105  mg  percent,  (normal  — 145 
± 20  mg  percent). 
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On  October, 31,  1972  he  was  started  on  40  g prednisone 
every  48  hours,  and  eyclophosphamide  and  azathioprine  each 
100  mg  daily.  Subsequent  examination  of  semm  and  urine 
samples  demonstrated  the  presence  of  various  precipitating 
antibodies  to  schistosome  eggs,  adult  worms,  and  cercariae 
indicating  active  infection  at  that  time.  After  three  months 
of  this  therapy  the  edema  disappeared  and  a marked  im- 
provement was  observed.  Semm  creatinine  deereased  to 

1.6  mg  percent  and  the  24  hour  creatinine  clearance  in- 
creased to  65  ml/min.  The  semm  albumin  rose  to  2.9 
gm  percent.  In  March,  1973,  a stool  examination  was 
done  which  revealed  the  presence  of  S.  mansoni  eggs  and 
rhabditiform  larvae  of  Strongyloides  stercoralis.  In  asso- 
ciation to  the  immunosuppressive  therapy,  the  patient  was 
given  a full  course  of  thiabendazole  for  strongyloidiasis.  One 
year  later,  a stool  examination  stUl  revealed  the  presence 
of  Strongyloides  larvae  as  well  as  S.  mansoni  eggs.  No 
schistosomicidal  dmg  was  administered  to  this  patient. 

Six  months  after  starting  immunosuppressive  therapy  the 
creatinine  clearance  had  stabilized  at  73  ml/min,  urinary 
protein  was  5 gm/24  hr,  semm  albumin  was  3.4  gm  per- 
cent and  edema  had  disappeared  completely.  At  this  time 
Cyclophosphamide  and  Azathioprine  doses  were  decreased 
to  50  mgm  daily.  He  did  not  return  for  follow  up  for  se- 
veral months  and  upon  returning  his  creatinine  clearanee 
had  dropped  to  35  ml/min,  proteinuria  had  increased  to 

10.6  gm,  semm  C3  levels  were  54  mgm  percent  and  the 
patient  had  again  become  edematous.  The  doses  of  im- 
munosuppressive agents  was  raised  to  the  starting  dose.  In 
spite  of  these  measures  the  renal  function  has  continued 
to  deteriorate.  In  Mareh,  1974  the  semm  creatinine  was 
3.2  mgm  percent  with  a creatinine  clearance  of  26  ml/min, 
urine  protein  was  13.0  gm/24  hr,  BUN  was  26  mgm  per- 
cent and  the  semm  albumin  was  2.4  gm  percent.  Urine 
cultures  were  negative  for  bacteria. 

Kidney  Tissue  Examination 

The  features  of  a severe  membranoproliferative  glomem- 
lonephritis  were  observed.  The  glomemli  were  diffusely 
enlarged  and  hypercellular.  There  was  accentuation  of  the 
lobular  pattern  with  intracapillary  cell  proliferation,  a marked 
decrease  in  the  capillary  lumen  and  an  assoeiated  widening 
of  the  lobular  stalk.  The  glomemli  had  a lobulated  appearan- 
ce with  an  increase  in  the  argyrophilic  material  in  the  central 
area.  The  peripheral  basement  membrane  was  reticulated 
and  somewhat  widened.  Bowman’s  space  contained  protein 
and  there  was  an  occasional  synechial  adhesion.  The  tubular 
pattern  was  regular;  there  was  an  occasional  red  blood  cell 
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TABLE  I 

SUMMARY  OF  SINGLE  RADIAL  IMMUNODIFFUSION  TESTS  OF  SERUM  AND  URINE 
FROM  A PATIENT  WITH  SCHISTOSOMIASIS  AND  GLOMERULONEPHRITIS 


Date 

Sample 

^3 

IgG 

IgA 

IgM 

Alpha2- 

Macroglobulin 

10/19/72 

Serum 

105 

520 

120 

160 

110 

Urine 

— 

1120 

120 

26 

22 

2/23/73 

Serum 

100 

460 

140 

72 

110 

Urine 

— 

152 

40 

0 

7 

3/13/73 

Serum 

100 

460 

110 

60 

110 

Urine 

248 

68 

12 

6 

3/20/73 

Serum 

100 

380 

105 

72 

188 

Urine 

— 

184 

48 

10 

7 

5/11/73 

Serum 

180 

460 

120 

72 

110 

Urine 

— 

560 

136 

21 

30 

7/10/73 

Serum 

180 

380 

100 

160 

110 

Urine 

— 

1600 

320 

27 

40 

9/6/73 

Serum 

54 

320 

110 

160 

14 

Urine 

1480 

300 

40 

. 134 

10/18/73 

Serum 

65 

580 

140 

220 

18 

Urine 

1240 

96 

35 

120 

and  pigment  cast.  The  interstitium  was  not  prominent  and 
the  vessels  were  normal 

Immunologic  Tests 

Serum  and  urine  samples  were  collected  periodically  over 
a twelve  month  period  and  are  summarized  in  Table  I.  The 
urine  specimens  were  centrifuged  and  concentrated  10-fold 
using  Amicon  B-15  macrosolute  concentrators.  Both  types 
of  specimens  were  tested  for  antibodies  to  S.  mansoni  adult 
worms  and  cercariae  by  double  immunodiffusion  in  1 per- 
cent agarose  using  microslides  (2).  Circumoval  precipitin 
tests  were  done  using  lyophilized  S.  mansoni  eggs  and  scored 
at  24  and  48  hours  as  either  reactors  (pos)  or  nonreactors 
(neg).  A search  for  serum  circulating  parasite  antigens  or 
antigens  in  the  urine  was  done  using  hyperimmune  serum 
produced  in  rabbits  to  either  cercariae,  adult  worms,  or  eggs 
of  S.  mansoni.  Commercial  immunoplates  were  obtained 
to  determine  levels  of  C3,  IgG,  IgA,  IgM,  and  alpha2-itiacro- 


globulin  by  single  radial  immunodiffusion.  Immunoelectro- 
phoresis of  serum  and  10-fold  concentrated  urine  specimens 
was  done  at  pH  8.4,  250V  for  45  minutes  using  an  LKB 
apparatus.  Goat  anti-human  serum  was  utilized  to  obtain 
the  precipitate  arcs. 

An  indirect  hemagglutination  test  was  done  using  a “schis- 
tosomiasis-IHA-Reagent”  test  kit  for  S.  mansoni  obtained 
through  the  courtesy  of  Dr.  Burkhard  Enders,  Behringwerke 
AG,  Marburg/Lahn  Germany. 

Antinuclear  immunofluorescence  (ANIF)  tests  were  done 
by  the  indirect  technique.  Rat  liver  sections  were  reacted 
with  a 1:10  dilution  of  the  test  serum  and,  fmally,  with  a 
fluorescein-conjugated  goat  antiserum  against  human  serum. 


Results 

The  quantitative  results  on  levels  of  immunoglo- 
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TABLE  II 

SUMMARY  OF  IMMUNOLOGIC  TESTS  OF  THE  SERUM  AND  URINE  FROM  A PATIENT 
WITH  SCHISTOSOMIASIS  AND  GLOMERULONEPHRITIS 


Date 

Sample 

IHA^ 

Cop^ 

ANIF^ 

10/19/72 

Semm 

512 

Pos 

Neg 

Urine 

16 

Pos 

Neg 

2/23/73 

Semm 

16 

Pos 

. Neg 

Urine 

16 

Neg 

Neg 

3/13/73 

Semm 

Pos 

Neg 

Urine 

Neg 

Neg 

3/20/73 

. Serum 

Pos 

Neg 

Urine 

Neg 

Neg 

5/11/73 

Semm 

128 

Pos 

Neg 

Urine 

64 

Pos 

Neg 

7/10/73  . 

Semm 

2048 

Neg 

Urine 

16 

Neg 

9/6/73 

Semm 

256 

Neg 

Urine 

8 

Neg 

10/18/73 

Semm 

256 

Pos 

Neg 

Urine 

8 

^ Pos 

Neg 

I.  Indirect  hemagglutination  test,  S.  tnansoni  worms  as  antigen,  numbers  are  expressed  as  the  reciprocal  titer. 


2.  Circumoval  precipitin  test. 

3.  Antinuclear  immunofluorescence  test. 


bulins,  the  third  component  of  complement,  and  alpha2- 
macroglobulin  in  the  serum  and  urine  of  this  patient 
are  summarized  in  lable  I.  Regarding  serum  immuno- 
globulins it  becomes  immediately  apparent  that  IgG 
levels  are  extremely  low  in  this  patient.  Thus  his 
range  of  320-580  mg^  percent  IgG  is  less  than  half 
of  the  normal  values  and  approximately  one-third 
the  amount  found  in  chronic  schistosomiasis  in  Puerto 
Rico  (5).  Levels  of  IgA  and  IgM  could  be  considered 
to  be  within  normal  levels.  Serum  C3  levels,  however, 
are  very  low  except  for  two  occasions.  Serum  alpha2- 


macroglobulin  levels,  initially  slightly  below  normal 
dropped  significantly  one  year  later. 

The  nature  of  the  proteins  found  in  the  urine 
suggest  the  non-selective  nature  of  tHe  proteinuria. 
Thus  IgM  and  alpha2-macroglobulin  are  being  excreted 
in  the  urine  in  rather  large  amounts  as  are  IgG  and  IgA. 
The  high  urine  levels  of  IgG  and  IgA  dropped  initially 
with  institution  of  immunosuppressive  therapy  but 
began  to  increase  again  3 months  later  and  were  back 
to  high  levels  seven  months  after  (Table  I). 

Although  serum  immunoglobulin  levels  were  very 


342 


Volumen  67 
Núm.  11 


George  V.  Hilly er,  Ph.D.,  et  al 


Fig.  1:  Circumoval  precipitin  test  with  lO  fold  concen- 
trated urine  from  patient  with  schistosomiasis  and  glomerulo- 
nephritis. Note  enormous  precipitate  indicating  large  amounts 
of  anti-egg  antibodies  excreted  in  the  urine. 


Fig.  2:  Ouchterlony  double  diffusion  test  of  serum  from 
patient  with  schistosomiasis  and  glomerulonephritis  (outer 
wells)  at  different  time  intervals  precipitated  with  S.  mansoni 
egg  extracts  (Sm)  or  a rabbit  anti-S.  mansoni  egg  antiserum 
(a-Sm).  Note  appearance  of  circulating  egg  antigen  (arrow). 
This  antigen  disappeared  from  the  circulation  by  several  months. 


low,  the  precipitins  toi  extracts  of  cercariae,  adult 
worms,  and  eggs  appeared  to  be  quite  strong  through- 
out the  observation  period.  In  addition,  circumoval 
precipitins  showed  long,  septate  precipitates  in  addi- 
tion to  broad,  large  precipitates.  Antibodies  in  the 
urine  seemed  to  reflect  levels  of  IgG.  Thus  when  the 


Fig.  3;  Immunoelectrophoresis  of  serum  and  urine  from 
a patient  with  schistosomiasis  and  glomerulonephritis.  In 
the  wells  from  top  to  bottom;  (1)  normal  human  serum 
(top  well),  (2)  serum  - from  patient  obtained  10118172,  (i) 
Concentrated  (10  x)  urine  from  patient  obtained  on  10118172, 
(4)  idem  obtained  2123173,  (5)  idem  obtained  10118173, 
(6)  serum  from  patient  obtained  10118173  (bottom  well). 
Antiserum  placed  in  troughs  was  a goat  anti-human  serum 
antiserum.  Anode  is  to  the  right. 


urine  IgG  levels  dropped  approximately  ten-fold,  the 
COP  test  became  negative.  When  the  urine  IgG  levels 
again  increased  the  COP  test  then  became  positive 
(Figure  I and  Table  II). 

Ouchterlony  double  diffusion  tests  performed  on 
semm  showed  a minimum  of  four  precipitins  to  S. 
mansoni  adult  wonn  extract,  three  of  which  were 
found  in  lO-fold  concentrated  urine  in  samples  ob- 
tained when  the  study  was  initiated  (Figure  2).  .\t 
least  two  egg  precipitins  were  seen  in  the  serum 
during  tlie  observation  period.  These  were  also  oh- 
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served  in  concentrated  urine.  Finally,  at  least  two 
cercarial  precipitins  were  seen  in  serum  or  urine. 

Circulating  parasite  antigens  were  looked  for  in 
the  serum  utilizing  antisera  produced  by  hyperimmu- 
nization in  rabbits  with  either  adult  worms,  cercariae 
or  adult  worms.  Only  one  serum  sample  reacted, 
and  this  was  against  anti-egg  antibody  (Figure  2). 
This  implies  the  possible  appearance  of  a circulating 
immune  complex  with  egg  antigen  as  a possible  com- 
ponent. This  corresponds  to  the  period  when  the  IgG 
levels  in  the  urine  increased  markedly.  We  are  at  a 
loss  to  explain  the  increase  of  C3  levels  at  this  time 
since  the  proteins  in  the  urine  began  to  increase  again. 

Immunoelectrophoresis  of  concentrated  urine  sam- 
ples taken  at  various  time  periods  correspond  closely 
to  the  results  seen  in  Table  I summarizing  amounts 
of  selected  serum  proteins  found  in  the  urine.  When 
these  levels  decreased,  several  additional  proteins  ob- 
served in  the  urine  also  decreased.  In  Figure  3 we  can 
see  the  large  increase  in  urinary  proteins  at  the  end 
of  the  observation  period. 

Discussion 

Previous  work  has  shown  that  patients  with  chronic 
schistosomiasis  have  slightly  higher  levels  of  serum 
IgG  (5).  In  addition,  one  tends  to  find  elevated  levels 
of  alpha2-macroglobulin  in  persons  with  nephrotic 
syndrome.  Thus  it  was  surprising  to  find  such  low 
levels  of  these  two  proteins  in  this  patient  prior  to 
immunosuppressive  therapy. 

The  observation  that  immunoglobulins  are  being 
excreted  by  the  kidney  in  such  relatively  large  quan- 
tities demonstrates  the  non-selective  nature  of  the 
proteinuria  and  the  advanced  state  of  glomerular  da- 
mage. In  addition,  large  amounts  of  antibody  were 
being  excreted  in  the  urine  as  can  be  seen  by  the 
immunologic  tests. 

The  immunosuppressive  therapy  utilized  in  this  pa- 
tient was  adapted  from  the  recommendation  of  Muk- 
herjee  (6).  It  can  be  seen  that  therapy  initially  di- 
minished proteinuria  for  several  months  and  that  this 
change  paralleled  loss  of  antibody  activity  in  the  urine. 
However,  the  effect  was  a temporary  one  since  the 
proteinuria  increased  again. 

The  observation  of  a circulating  parasite  antigen  is 
of  interest.  This  occurred  in  May  1973  at  a time  when 
urine  immunoglobulin  and  antibody  levels  again  rose. 


The  rise  in  complement  levels  at  this  time  cannot  be 
satisfactorily  explained.  However,  since  the  renal 
function  deteriorated  and  proteinuria  increased  after 
this  date  the  possibility  may  be  considered  that  immune 
complexes  were  being  cleared  from  the  circulation. 
Previous  work  with  the  sera  of  chimpanzees  with  schisto- 
somiasis japónica  demonstrated  that  several  parasite 
antigens  appear  in  the  circulation  after  five  weeks  of 
infection.  Some  of  these  were  cleared  from  the 
circulation  with  time  while  others  persisted  (7).  Thus 
one  can  speculate  that  some  of  these  antigens  may  be 
immune  complexes  which  are  then  cleared  in  the  circu- 
lation when  antigen  is  in  excess.  Other  antigens  may  be 
indicative  of  intensity  of  infection  (8).  The  presence 
of  circulating  antigens  in  humans  with  schistosomiasis 
mansoni  has  been  previously  demonstrated  but  their 
significance  is  not  yet  understood.  Many  schistosome 
antigens  are  found  in  the  serum  of  humans  with  S. 
mansoni  irrespective  of  the  amount  of  eggs  excreted 
in  the  feces  (9,  10).  They  are  also  found  in  the  serum 
of  humans  with  S.  haematobium  (II). 

The  lack  of  antinuclear  antibodies  also  suggests  that 
auto-antibodies  are  not  involved  in  the  renal  disease 
in  this  patient.  These  autoantibodies  have  been  de- 
monstrated in  humans  and  hamsters  with  schistosome 
infections  (2,  3). 

Summary 

A case  history  of  a patient  with  schistosomiasis  and 
glomerulonephritis  is  described.  Non  selective  protei- 
nuria was  present  as  indicated  by  die  presence  of 
immunoglobulins  with  antibody  activity  in  the  urine. 
Circumoval  precipitates  were  found  when  the  urine 
was  reacted  wiÜi  S.  mansoni  eggs.  A circulating  schisto- 
some egg  antigen  was  observed  at  a time  when  renal 
function  deteriorated.  The  possibility  that  schistosome 
immune  complexes  may  have  lead  to  glomerulonephritis 
is  suggested. 

Resumen 

Se  describe  en  este  artículo  el  historial  de  un  paciente 
con  glomerulonephritis  y esquistosomiasis  mansoni.  No- 
tamos proteinuria  no  selectiva  en  este  paciente  al  detec- 
tar la  presencia  de  inmunoglobulinas  en  la  orina  que 
tenían  actividad  de  anticuerpo.  Precipitados  circumo- 
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vales  se  encontraron  cuando  la  orina  se  incubó  con 
huevos  de  Schistosoma  indicando  presencia  de  anti- 
cuerpos. Un  antígeno  de  Schistosoma  se  encontró 
en  la  circulación  sanguínea  cuando  la  función  renal 
deterioró.  Se  postula  la  posibilidad  de  que  complejos 
inmunes  causados  por  la  infección  parasítica  contribu- 
yeron a la  glomerulonephritis  observada. 
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A RIGHT  INTRAVENTRICULAR  CONDUCTION 
DEFECT  CONCEALED  BY  A LEFT  ANTERIOR 
HEMIBLOCK  PLUS  AN  ANTEROLATERAL 
MYOCARDIAL  INFARCT 


Pablo  I.  Altieri,  M.D. 
Louis  H.  Reiss,  M.D. 
Robert  Heyl,  M.D. 


False  positive  and  false  negative  diagnosis  of  a 
myocardial  infarction  (M.  I.)  in  the  presence 
of  a hemiblock  is  a well  known  fact  (1),  but  the 
obscuring  or  false  negative  diagnosis  of  a right  intra- 
ventricular conduction  defect  (RICD)  is  a less  well 
recognized  phenomenum  (2). 

It  is  the  purpose  of  this  report  to  discuss  a case 
of  RICD  concealed  by  a left  anterior  hemiblock  plus 
an  anterolateral  myocardial  infarct  (ALMI). 


Case  Report 


The  patient  was  a 40  year  old  female  patient  with  a history 
of  chest  pain.  An  electrocardiogram  done  during  her  evaluation 
showed  sinus  rhythm  with  a rate  of  68  beats  per  minute,  a P-R 
interval  of  0.18  second,  a QRS  interval  of  0.08  second,  and  a 
RICD  (Fig.  1). 

When  she  was  admitted  to  the  coronary  care  unit  with  a 
diagnosis  of  ALMI,  her  electrocardiogram  showed  sinus  rhythm 
with  a rate  of  108  beats  per  minute,  a P-R  interval  of  0.22 
second,  a QRS  interval  of  0.12  second,  and  a marked  left  axis 
deviation  of  -80  degrees.  A Q1  pattern  and  a small  Q wave 
appeared  in  AVL  and  the  snail  S wave  in  lead  I disappeared. 
The  RICD  was  not  visualized  (Fig.  2).  This  electrocardiogram 
was  interpreted  as  ALMI  with  a high  degree  of  LAH  concealing 
the  RICD.  Because  of  the  possibility  that  the  prolongation  of 
the  P-R  interval  was  due  to  delayed  conduction  in  the  right 
bundle  branch  and  posterior  division  of  the  left  bundle  branch, 
a temporary  bipolar  intravenous  pacemaker  was  inserted. 

Ten  hours  post  infarction  the  LAH  disappeared,  but  a mi- 
nimal left  axis  deviation  remained.  To  rule  out  a less  degree  of 
LAH,  a vectorcardiogram  was  done  which  failed  to  show  any 
signs  of  a LAH.  The  frontal  loop  showed  an  axis  of  about 
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10  degrees  with  clockwise  rotation.  The  P-R  and  QRS  intervals 
shortened  to  0.16  and  .08  second,  respectively.  The  RICD 
was  visualized  again  (Fig.  3).  The  patient  recovered  completely 
and  the  electrocardiogram  continued  showing  the  RICD  and  the 
changes  of  an  ALMI. 


Discu  ssion 

The  importance  of  recognizing  the  fact  that  a LAH 
may  obscure  a RICD  is  of  great  clinical  significance; 
especially  when  we  are  dealing  with  patients  having 
myocardial  infarcts.  This  is  so  because  of  the  high 


Fig.  1:  Electrocardiogram  showing  normal  sinus  rhythm 
with  a rate  of  68  beats  per  minute,  a P-R  interval  of  0.18 
second,  a QRS  interval  of  0.08  second  and  a right  intra- 
ventricular conduction  defect.  Frontal  axis  around  + 90*^. 
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Fig.  2;  Electrocardiogram  showing  an  anterolateral  myo- 
cardial infarct,  normal  a rate  of  108  beats  per  minute,  a P-R 
interval  of  0.22  second,  a QRS  interval  of  0.12  second  and  a 
left  anterior  hemiblock.  Frontal  axis  -80^.  The  left  anterior 
hemiblock  and  anterolateral  myocardial  infarct  are  concealing 
the  right  intraventricular  conduction  defect. 


Fig.  3:  The  left  anterior  hemiblock,  disappeared  and  the 
right  intraventricular  conduction  defect  was  visualized  again. 
The  P-R  and  QRS  intervals  shortened  to  0.16  second  and  .08 
second  respectively.  The  Frontal  axis  is  around  -SOP. 


incidence  of  complete  A-V  block  seen  in  patients 
with  this  combination  (3). 

The  dominant  vectorial  force  in  a LAH  is  to  the 
left  and  superiorly;  but  less  recognized  is  the  fact 
that  a high  degree  of  LAH  may  produce  strong  terminal 
posterior  forces  (2).  If  these  forces  are  strong  enough 
and  occur  at  the  same  time  of  the  cardiac  cycle  as  the 
right  anterior  terminal  forces  of  the  RICD,  concealment 
of  the  RICD  may  occur  due  to  cancellation  of  these 
terminal  forces.  Also  similarly  oriented  forces  may  be 
produced  by  left  ventricular  hypertrophy  or  focal 
blocks  (infarction  or  fibrosis  block)  (1). 

This  concealment  will  be  more  noticeable  as  the 
degree  of  LAH  increases.  As  seen  in  Fig.  3 the  forces 
of  the  ALMI  were  not  strong  enough  to  conceal  the 
RICD,  but  when  the  high  degree  of  LAH  was  combined 


with  the  infarct,  the  obscuring  of  the  RICD  occurred. 
Even  a high  degree  of  RICD  may  be  concealed  by  a 
LAH  alone  (3). 

Another  aspect  of  concealment  of  a bundle  branch 
block  related  to  the  placement  of  the  chest  elec- 
trodes. The  chest  leads  are  very  sensitive  to  positional 
changes  in  patients  with  emphysema,  very  slender 
body  build,  or  LAH  (I).  When  we  are  exploring 
the  possibility  of  concealment  of  a RICD,  especially 
in  patients  with  the  above  problems,  the  recording 
of  the  chest  leads  outside  the  conventional  level  may 
help  to  visualize  the  bundle  branch  block. 

Then  how  may  we  recognize  the  combination  of 
a RICD  being  concealed  by  a LAH?  When  a LAH 
shows  a QRS  interval  longer  than  0.10  second,  usually 
there  are  complicating  factors  like  a RICD,  infarction. 
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or  focal  blocks.  Under  these  conditions  the  recording 
of  tlie  chest  leads  outside  the  conventional  level, 
especially  to  the  ri^t  of  the  precordium  may  help  to 
uncover  the  RICD.  A vectorcardiogram  may  help  in 
showing  the  pronounced  terminal  delay  oriented  to  the 
right  caused  by  the  RICD. 

Summary 

This  report  describes  the  concealment  of  a right 
intraventricular  conduction  defect  by  a left  anterior 
hemiblock  plus  an  anterolateral  myocardial  infarct. 

Resumen 


Intraventricular  Conduction  Defect 


fecto  de  conducción  derecho  por  un  hemihioqueo 
anterior  más  un  infarto  anterolateral. 
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Este  reporte  describe  el  obscurecimiento  de  un  de- 


ORDEN  DECLARATIVA  NUM.  6 - DEPTO. 
DE  SERVICIOS  CONTRA  LA  ADICCION 


A continuación  reproducimos  memorando  recibido  del 
Departamento  de  Servicios  Contra  la  Adicción  para  su 
información: 

MEMORANDO  A:  Colegio  de  Farmacéuticos  de  Puerto 
Rico,  Asociación  Médica  de  Puerto  Rico,  Adminis- 
tración de  los  Tribunales,  División  de  Investigación 
Criminal  del  Departamento  de  Justicia,  y Policía  de 
Puerto  Rico. 

DE:  Lie.  Rafael  Santos  del  Valle,  Secretario 
FECHA:  19  de  septiembre  de  1975 
ASUNTO:  ORDEN  DECLARA  TI  VA 

Les  incluyo  copia  de  la  Orden  Declarativa  Número  6, 
que  emití  con  fecha  de  17  de  septiembre  de  1975,  y que 
tiene  el  propósito  de  darle  cumplimiento  a nuestro  esta- 
tuto, atemperando  las  Clasificaciones  1 a V de  la  Ley  de 
Sustancias  Controladas  de  Puerto  Rico,  a los  cambios 
fonnulados  bajo  la  Ley  Federal  de  Sustancias  Controla- 
das. 

Les  agradeceré  que  pongan  a sus  miembros  o funcio- 
narios, según  fuese  el  caso,  en  conocimiento  sobre  la 
existencia  de  esta  orden  y sobre  su  contenido. 

Para  infonnación  relacionada  con  la  implementación 
o ejecución  de  esta  orden,  pueden  dirigirse  a los  si- 
guientes funcionarios  de  este  Departamento: 

1.  Sr.  José  Núñez  Barber,  Asesor  Especial. 

2.  Lie.  Angel  Rivera,  Director,  División  para  el 
Control  de  Drogas  y Narcóticos. 

******** 

Estado  Libre  Asociado  de  Puerto  Rico 
Departamento  de  Servicios  Contra  la  Adicción 
Apartado  B-Y,  Río  Piedras  Station 
Río  Piedras,  Puerto  Rico  00928 

ORDEN  DECLARATIVA  NUM.  6 

Yo,  Rafael  Santos  del  Valle,  Secretario  del  Depar- 
tamento de  Servicios  Contra  la  Adicción,  en  virtud 


de  la  autoridad  que  me  confiere  el  inciso  (f)  del  Artí- 
culo 201  de  la  Ley  Núm.  4,  de  23  de  junio  de  1971, 
según  enmendada,  conocida  como  Ley  de  Sustancias 
Controladas  de  Puerto  Rico,  hago  constar  y ordeno 
lo  siguiente: 

PRIMERO;  Que  de  confonnidad  con  la  acción 
oficial  tomada  bajo  la  Ley  Federal  de  Sustancias 
Controladas,  mediante  orden  publicada  en  el  Federal 
Register  con  fecha  13  diciembre  de  1974,  procedo  a 
eliminar  al  Naloxone  y sus  sales  de  la  Clasificación  ll 
del  Artículo  202  de  la  Ley  Núm.  4,  de  23  de  junio 
de  1971,  según  emnendada. 

SEGUNDO:  Que  a tenor  de  lo  dispuesto  en  el 

Apartado  PRIMERO  la  fabricación,  distribución,  dis- 
pensación y experimentación  del  Naloxone  y sus  sales 
no  estarán  sujetas  a los  controles  dispuestos  por  la 
Ley  Núm.  4,  de  23  de  junio  de  1971,  según  enmendada, 
y por  la  reglamentación  concomitante  con  dicha  ley. 

TERCERO:  Que  de  conformidad  con  la  acción 

oficial  tomada  bajo  la  Ley  Eederal  de  Sustancias  Con- 
troladas mediante  órdenes  publicadas  en  el  Federal 
Register  en  30  de  enero  de  1975  y en  29  de  mayo  de 
1975,  respectivamente,  procedo  a incluir  en  la  Clasi- 
ficación IV  del  Artículo  202  de  la  Ley  Núm.  4,  de  23 
de  junio  de  1971,  según  enmendada,  las  siguientes 
sustancias: 

1.  Mebutamate 

2.  Pemoline 

3.  Clordiazepoxide^ 

4.  Diazepam^ 

5.  Clonazepam^ 

6.  Clorazepate^ 


1.  Registrada  bajo  el  nombre  comercial  de  Libirum  por 
La  Roche,  Inc. 

2.  Registrada  bajo  el  nombre  comercial  de  Valium  por 
La  Roche,  Inc. 

3.  A registrarse  bajo  el  nombre  comercial  de  Clonopin 
por  La  Roche,  Inc. 

4.  Registrada  bajo  el  nombre  comercial  de  Traxens  por 
Abbott  Laboratories,  Inc. 
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7.  Flurazepain^ 

8.  Oxazepam^ 

CUARTO:  Que  la  fabricación,  distribución  y dis- 
pensación de  las  sustancias  mencionadas  en  el  apartado 
TERCERO  estará  sujeta  a las  disposiciones  de  la  Ley 
Núm.  4,  de  23  de  junio  de  1971,  según  enmendada. 

QUINTO:  Que  dentro  de  un  ténnino  de  treinta  (30) 
días,  contado  a partir  de  la  fecba  de  la  última  pu- 
blicación de  esta  orden,  toda  persona  que  fabrique, 
distribuya  y dispense  el  Mebutamate,  Pemoline,  Clor- 
diazepoxide.  Diazepam,  Clonazepam,  Clorazepate,  Flu- 
razepam  y/o  Oxazepam  y desee  continuar  en  dichas 
actividades  con  estas  sustancias,  deberá  proceder  de 
la  siguiente  manera: 

1.  Si  posee  un  registro  para  fabricar,  distribuir 
o dispensar  sustancias  de  otras  clasificaciones, 
pero  sin  incluir  la  Clasificación  IV,  deberá  so- 
licitar de  la  Oficina  para  el  Control  de  Drogas 
y Narcóticos  de  este  Departamento,  que  se  en- 
miende su  registro  para  que  cubra  las  sustancias 
concernidas  de  la  Clasificación  IV.  También 
deberá  preparar  y conservar  un  infonne  com- 
pleto y exacto  de  las  sustancias  cubiertas  por 
el  apartado  TERCERO  de  esta  Orden  que  tenga 
en  su  poder  dentro  de  un  ténnino  de  diez 
(10)  días  contado  a partir  de  la  fecha  de  la 
última  publicación  de  esta  Orden,  de  confonni- 
dad  con  lo  dispuesto  en  el  Artículo  306  (a) 
(2)  de  la  Ley  Núm.  4,  supra. 

2.  Si  posee  un  registro  para  fabricar,  distribuir 
o dispensar  sustancias  de  la  Clasificación  IV, 
quedará  autorizada  a realizar  la  actividad  de  que 
se  trate  con  las  sustancias  cubiertas  por  el  apar- 
tado TERCERO  de  esta  Orden  y deberá  dentro 
del  término  de  diez  (10)  días,  contado  desde 
la  fecha  de  la  última  publicación  de  esta  Orden, 
preparar  y conservar  un  informe  completo  y 
exacto  de  las  sustancias  aludidas  que  tiene  en  su 
poder,  de  confonnidad  con  lo  dispuesto  en  el 
Artículo  306  (a)  (2)  de  la  Ley  Núm.  4,  supra. 
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3.  Si  las  personas  a que  se  refieren  los  párrafos 
1 y 2 no  interesan  continuar  la  fabricación, 
distribución  o dispensación  con  dichas  sustancias, 
deberán  devolver  dentro  de  un  ténnino  de  treinta 
(30)  días,  contado  a partir  de  la  fecha  de  la  última 
publicación  de  esta  Orden,  a la  Oficina  para  el 
Control  de  Drogas  y Narcóticos  las  existencias 
que  obren  en  su  poder  de  las  sustancias  cubiertas 
por  el  apartado  TERCERO  de  esta  Orden,  para 
su  disposición  final  a tenor  de  lo  dispuesto  en  la 
Ley  Núm.  4,  supra.  Si  se  tratare  de  un  dispensa- 
dor de  dichas  sustancias,  éste  podrá  devolver  las 
existencias  al  distribuidor  de  quien  las  recibió, 
siendo  éste  último  el  responsable  de  devolverlas 
a la  Oficina,  todo  ello  dentro  del  ténnino  antes 
dispuesto. 

4.  Si  no  posee  registro  alguno  y desea  dedicarse  a la 
fabricación,  distribución  o dispensación  de  las 
sustancias  cubiertas  por  el  apartado  TERCERO 
de  esta  Orden,  deberá  proveerse  de  un  registro 
a tal  fin  y cumplir  con  lo  dispuesto  en  la  Ley 
Núm.  4,  supra,  que  le  sea  aplicable. 

SEXTO:  Que  luego  de  transcurrido  un  término 

de  treinta  (30)  días,  contado  a partir  de  la  fecha 
de  la  última  publicación  de  esta  Orden,  ninguna  per- 
sona podrá  dedicarse  a la  fabricación,  distribución 
o dispensación  de  las  sustancias  cubiertas  por  el  apar- 
tado TERCERO  de  esta  Orden  si  no  está  provisto 
de  un  registro  debidamente  expedido  o modificado, 
según  fuere  el  caso,  a tenor  de  lo  dispuesto  en  esta 
Orden  y de  confonnidad  con  la  Ley  Núm.  4,  supra. 

SEPTIMO:  Que  esta  Orden  entrará  en  vigor  de 

conformidad  con  lo  dispuesto  en  el  inciso  (g)  del 
Artículo  201  de  la  Ley  Núm.  4,  de  23  de  junio  de 
1971,  según  emendada. 

Expido  la  presente  Orden  en  Río  Piedras,  Puerto 
Rico  hoy  17  de  septiembre  de  1975. 

(Firmada) 

Rafael  Santos  del  Valle 

Secretario 

Servicios  Contra  la  Adicción 


5.  Registrado  bajo  el  nombre  comercial  de  Dalmane  por 
La  Roche,  Inc. 

6.  Registrada  bajo  el  nombre  comercial  de  Serax  por 
Wyeth  Laboratories,  Inc. 


LEY  NUM.  4 CONOCIDA  COMO  LEY  DE 
SUSTANCIAS  CONTROLADAS  DE  P.  R., 
Y LEY  PARA  CREAR  LA  ADMINISTRACION 
DE  FACILIDADES  Y SERVICIOS  HOSPITALARIOS 
DE  SALUD  DE  PUERTO  RICO 


(P.  del  S.  1214) 


LEY 

Para  adicionar  el  Articulo  411A  a la  Ley  núm.  4,  de  23  de  junio 
de  1971,  según  enmendada,  conocida  como  Ley  de  Sustan- 
cias Controladas  de  Puerto  Rico. 

Decrétase  por  la  Asamblea  Legislativa  de  PtLerto  Rico: 

Sección  1. — Se  adiciona  el  Artículo  411A  a la  Ley  núm.  4, 
de  23  de  junio  de  1971,  según  enmendada,  para  que  lea  como 
sigue : 

“Artículo  411  A. — Toda  persona  que,  a sabiendas  e inten- 
cionalmente y en  violación  a las  disposiciones  de  esta  ley, 
introduzca,  distribuya,  dispense,  administre,  posea  o trans- 
porte para  fines  de  distribución,  venda,  regale  o entregue 
en  cualquier  forma,  cualquier  sustancia  controlada  de  las 
incluidas  en  las  Clasificaciones  I a V de  esta  ley,  en  una 
escuela  pública  o privada,  o en  sus  alrededores  y mientras 
se  encuentren  en  funciones  escolares,  incurrirá  en  delito 
grave  y convicta  que  fuere  será  sentenciada  con  el  doble 
de  las  penas  provistas  por  el  Artículo  401(b)  de  esta  ley 
por  un  delito  cometido  por  primera  vez,  que  envuelva  la 
misma  sustancia  y la  misma  clasificación. 

En  caso  de  reincidencia  la  penalidad  será  el  triple  de 
las  penas  provistas  por  el  Artículo  401  (b)  de  esta  ley  por 
un  delito  subsiguiente  que  envuelva  la  misma  sustancia  con- 
trolada y la  misma  clasificación. 

Por  ‘escuela’  se  entenderá  el  edificio  principal  y toda 
edificación,  anexo,  patio,  jardín  y área  de  estacionamiento 
de  la  escuela  y cubrirá  las  elementales,  secundarias  (inter- 
medias), superiores,  especializadas  y a las  universidades  y 
colegios  para  estudios  universitarios.  Por  escuela  especia- 
lizada se  entenderán  cubiertas,  a los  fines  de  este  artículo, 
a las  comerciales,  vocacionales  o de  oficios ; aquellas  para  per- 
sonas impedidas  físicamente,  retardadas  mentales,  sordomu- 
das y ciegas;  para  personas  con  limitaciones  del  habla  y 
en  la  lectura  y cualesquiera  otras  de  naturaleza  análoga  a 
las  antes  mencionadas.  Por  los  ‘alrededores  de  una  escuela’ 

se  entenderá  cubierta  un  área  hasta,  una  distancia  de  veinti- 
cinco (25)  metros  a contarse  desde  los  límites  de  la  escuela, 
según  indicados  los  límites  por  cerca  o por  cualquier  otro 
signo  de  demarcación,  en  cualquier  dirección. 

Igualmente  incurrirá  en  delito  grave  toda  persona  que, 
a sabiendas  e intencionalmente  y en  violación  a las  dispo- 


350 


Bol.  Asoc.  Méd.  P.  Rico 
Noviembre  1975 


Leyes 


351 


siciones  de  esta  ley,  distribuya,  dispense,  administre,  posea 
o transporte  para  fines  de  distribución,  venda,  regale  o 
entregue  en  cualquier  forma  cualquier  sustancia  controlada 
de  las  incluidas  en  las  Clasificaciones  I a V de  esta  ley, 
en  un  centro,  institución  o facilidad  pública  o privada  de- 
dicado a la  prevención,  diagnóstico,  tratamiento  y rehabi- 
litación de  los  adictos  a drogas  narcóticas  o de  los  depen- 
dient€fs  a drogas  deprimentes  o estimulantes,  o en  sus  alre- 
dedores. En  caso  de  convicción  el  infractor  será  castigado 
con  la  penalidad  dispuesta  en  !•  s párrafos  primero  y se- 
gundo de  este  articulo,  para  Ir  primera  convicción  y para 
casos  de  reincidencia,  respectiv.  mente. 

Por  los  ‘alrededores  de  un  centro,  institución  o facili- 
dad’ se  entenderá  cubierta  un  área  hasta  una  distancia  de 
veinticinco  (25)  metros  a contarse  desde  los  límites  de  éstos, 
según  indicados  por  cerca  o por  cualquier  otro  signo  de 
. emarcación,  en  cualquier  dii'ección.” 

Sección  2. — Esta  ley  comenzará  a regir  inmediatamente  des- 
pués de  su  aprobación. 


Presidente  del  Senado 


Presidente  de  la  Cámara 


(P.  de  la  C.  1767) 

LEY 

Para  crear  la  Administración  de  Facilidades  y Servicios  Hos- 
pitalarios de  Salud  de  Puerto  Rico,  adscrita  al  Departa- 
mento de  Salud;  definir  sus  propósitos,  poderes,  deberes, 
responsabilidades,  organización  y funcionamiento;  transfe- 
rir a la  Administración  las  facilidades  y servicios  hospita- 
larios para  la  protección  y cuidado  de  la  salud  que  actual- 
mente administra  y opera  el  Departamento  de  Salud;  auto- 
rizar a la  Administración  a administrar  y operar  dichas  fa- 
cilidades y las  que  pueda  adquirir  en  el  futuro;  autorizar  a 
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la  Administración  a ampliar,  remodelar  y adquirir  facili- 
dades hospitalarias  para  la  protección  y cuidado  de  la  sa- 
lud; conferir  poderes  a las  agencias  estatales  y subdivi- 
siones políticas  e instrumentalidades  del  Estado  Libre  Aso- 
ciado conforme  a la  Ley  213  del  15  de  mayo  de  1948,  según 
enmendada,  y la  Ley  56  del  21  de  julio  de  1969,  según  en- 
mendada, para  entrar  en  convenios  en  relación  con  la  ad- 
ministración y operación  de  dichas  facilidades. 

Decrétase  por  la  Asamblea  Legislativa  de  Puerto  Rico: 

Artículo  1. — Es  el  propósito  de  esta  ley,  fomentar  una  ad- 
ministración y operación  de  servicios  y facilidades  hospitala- 
rias de  salud  de  alta  eficiencia,  con  la  flexibilidad  necesaria 
que  propenda  a la  integración  y coordinación  de  unos  servicios 
de  salud  accesibles  para  todo  el  Pueblo  de  Puerto  Rico,  que  es 
la  responsabilidad  constitucional  o ineludible  de  cualquier  go- 
bierno responsable,  creando  para  esos  fines,  una  Administra- 
ción de  Facilidades  de  Servicios  Hospitalarios  de  Salud  de 
Puerto  Rico  con  la  capacidad  financiera  y operacional  para  lle- 
var a cabo  ese  propósito  con  eficiencia  y efectividad. 

Dicha  Administración  tendrá  los  poderes  necesarios  para  ad- 
ministrar y operar  facilidades  hospitalarias  para  la  protección 
y el  cuidado  de  la  salud  que  actualmente  administra  y opera  el 
Departamento  de  Salud  del  Estado  Libre  Asociado  de  Puerto 
Rico,  así  como  las  facilidades  hospitalarias  que  pueda  adquirir 
en  el  futuro. 

Artículo  2. — Esta  ley  se  conocerá  como  “Ley  de  la  Adminis- 
tración de  Facilidades  y Servicios  Hospitalarios  de  Salud  de 
Puerto  Rico”. 

Artículo  3. — Definiciones — Las  siguientes  frases  y términos 
tendrán  los  significados  que  se  indican  a continuación  cuando 
sean  usados  o se  haga  referencia  a los  mismos  en  esta  ley,  a no 
ser  que  el  contexto  claramente  indique  otra  cosa : 

(a)  “Administración”  significará  la  Administración  de 
Facilidades  y Servicios  Hospitalarios  de  Salud  de  Puerto  Rico, 
establecida  por  esta  ley. 

(b)  “Facilidades  para  la  protección  y el  cuidado  de  la 
Salud”,  en  general,  significará  cualesquiera  estructuras  y 
facilidades  hospitalarias  dedicadas  al  diagnóstico,  trata- 
miento y prevención  de  enfermedades,  dolores,  lesiones,  inca- 
pacidades y deformidades  en  la  condición  física,  incluyendo 
enfermedades  mentales,  facilidades  para  la  prestación  de  los 
servicios  de  rehabilitación  necesarios,  y cualquier  otro  tipo 
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de  facilidad  incidental  a la  prestación  de  todos  los  servicios 
antes  mencionados. 

(c)  “Entidad  Participante”  significará  cualquier  orga- 
nismo público  o privado  que  entre  en  acuerdos  con  la  Admi- 
nistración para  ofrecer  servicios  administrativos  y técnicos 
que  permitan  agilizar  las  operaciones  de  sus  facilidades 
para  la  protección  y el  cuidado  de  la  salud  en  armonía  con 
y sujeto  a las  disposiciones  de  esta  ley. 

(d)  “Secretario”  significará  Secretario  de  Salud. 
Artículo  4. — Creación  de  la  Administración  de  Facilidade.s 

y Servicios  Hospitalarios  de  Salud  de  Puerto  Rico — 

(a)  Se  crea  la  Administración  de  Facilidades  y Servicios 
Hospitalarios  de  Salud  del  Estado  Libre  Asociado  de  Puerto 
Rico,  adscrita  al  Departamento  de  Salud. 

Las  funciones  de  esta  administración  constituirán  un  servi- 
cio esencial  de  carácter  público,  conforme  a la  política  pública 
que  emana  de  la  legislación  vigente  en  relación  con  los  servicios 
de  salud  del  Estado. 

(b)  Los  poderes  de  la  Administración  se  ejercerán  por  el 
Secretario.  Este  adoptará,  previa  aprobación  del  Gk)berna- 
dor,  las  reglas  y reglamentos  que  estime  necesarios  para  el 
adecuado  cumplimiento  de  las  disposiciones  de  esta  ley. 

Se  autoriza  al  Secretario  a adoptar  las  normas,  reglas  y 
procedimientos  necesarios  para  la  operación  y funcionamiento 
interno  de  la  Administración. 

(c)  La  Administración  tendrá  un  Director  Ejecutivo  nom- 
brado por  el  Secretario  con  la  aprobación  del  Goberna- 
dor, quien  desempeñará  el  cargo  a voluntad  de  éste  y 
hasta  que  se  designe  su  sucesor.  El  Director  Ejecutivo 
será  el  primer  ejecutivo  de  la  Administración;  la  repre- 
sentará en  todos  los  actos,  y en  los  contratos  que  fuere 
necesario  otorgar  en  el  ejercicio  de  las  funciones  de  ésta;  y 
desempeñará  los  deberes  y tendrá  las  responsabilidades,  facul- 
tades y autoridad  que  le  sean  delegadas  por  el  Secretario. 
El  sueldo  del  Director  Ejecutivo  será  fijado  por  el  Secretario 
con  la  aprobación  del  Gobernador  de  Puerto  Rico. 

(d)  El  Secretario  podrá  delegar  en  el  Director  Ejecutivo 
o en  otros  empleados  de  la  Administración  cualquiera  de  sus 
poderes,  excepto  el  poder  de  reglamentación. 

(e)  La  Junta  de  Directores  de  la  Administración  de  Fa- 
cilidades y Servicios  Hospitalarios  del  Estado  Libre  Aso- 
ciado de  Puerto  Rico  estará  compuesta  de  siete  (7)  miem- 
bros, tres  (3)  de  los  cuales  representarán  el  interés  público, 
dos  (2)  a los  consumidores  de  servicios  de  salud  y dos  (2) 
a los  proveedores  de  servicios  de  salud.  Los  miembros  pres- 
tarán sus  servicios  ad  honorem.  La  primera  Junta  será 
nombrada  por  el  Gobernador  de  Puerto  Rico  con  el  consejo 
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y consentimiento  del  Senado  de  Puerto  Rico  hasta  que  venza 
el  término  por  el  cual  haya  sido  nombrado  cada  uno  de  sus 
miembros.  Sus  sucesores  serán  nombrados  por  el  Secre- 
tario de  Salud,  con  el  consejo  y consentimiento  de  la  Junta 
de  Directores.  Ningún  miembro  será  elegible  a nombra- 
miento por  más  de  un  término  consecutivo.  Los  miembros 
designados  para  la  Junta  servirán  a base  de  los  siguientes 
términos:  los  primeros  dos  miembros  por  un  período  de 
dos  años,  dos  por  tres  años,  dos  por  cuatro  años  y el  sép- 
timo por  cinco  años.  Los  miembros  de  la  Junta  podrán 
actuar  hasta  que  su  sucesor  sea  nombrado  y juramentado. 
El  Secretario  de  Salud  someterá  para  la  aprobación  de  la 
Junta  un  Reglamento  donde  se  establecerán  los  poderes,  fun- 
ciones y prerrogativas  de  dicha  Junta  en  consonancia  con 
esta  ley. 

Artículo  5. — Poderes  Generales — La  Administración  tendrá 
todos  los  poderes  necesarios  y convenientes  para  llevar  a cabo 
y efectuar  los  propósitos  y las  disposiciones  de  esta  ley;  inclu- 
yendo, pero  sin  que  se  entienda  como  una  limitación,  los  poderes 
para: 


(a)  Adoptar,  alterar  y usar  un  sello  del  cual  se  tomará 
conocimiento  judicial; 

(b)  Mantener  una  oficina  en  la  Capital  del  Estado  Li- 
bre Asociado  de  Puerto  Rico  y en  cualquier  otro  lugar  que 
estime  necesario; 

(c)  Formular,  adoptar,  enmendar  y derogar  reglas  y re- 
glamentos necesarios  para  la  operación  y funcionamiento 
de  la  Administración,  según  lo  dispuesto  en  el  inciso  (bl 
del  Artículo  4 de  esta  ley; 

(d)  Administrar  y operar  las  facilidades  para  la  protec- 
ción y el  cuidado  de  la  salud  que  actualmente  administra  y 
opera  el  Departamento  de  Salud  y las  que  pueda  adquirir  en 
el  futuro; 

(e)  Recibir,  aceptar,  administrar  y cumplir  con  las  con- 
diciones y requisitos,  respecto  a cualquier  regalo,  concesión 
o donación  de  cualquier  propiedad  o dinero; 

<f)  Solicitar,  recibir  y aceptar  fondos,  donaciones  fede- 
rales, estaduales  o de  cualquier  otra  índole  y ayuda  para  el 
desarrollo  de  proyectos  para  la  protección  y cuidado  de  la 
salud,  para  su  administración  y operación  y para  llevar  a 
cabo  los  fines  dispuestos  en  esta  ley ; 

(g)  Contratar  sewicios  profesionales  y de  consulta; 

(h)  Contratar  o de  cualquier  otra  forma  convenir  con 
organismos  públicos  o privados,  denominados  en  esta  ley  ‘'en- 
tidades participantes”,  para  ofrecer  servicios  administra- 
tivos y técnicos  que  permitan  agilizar  las  operaciones  de 
sus  facilidades; 
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(i)  Establecer  su  propia  estructura  administrativa  3' 
establecer,  organizar  y administrar  sus  propios  sistemas  de 
personal,  presupuesto,  contabilidad,  compras  y suministro  3* 
cualesquiera  otros  sistemas  administrativos  necesarios  para 
una  operación  eficiente  y económica,  sin  sujeción  a la  Ley- 
de  Compras  y Suministros  del  Estado  Libre  Asociado  de 
Puerto  Rico  ni  a las  reglas  y reglamentos  promulgados  al 
amparo  de  dicha  ley. 

El  personal  de  la  Administración  quedará  comprendido  en  el 
Servicio  Exento,  a tenor  con  las  disposiciones  de  la  Ley  núm.  345 
de  12  de  mayo  de  1947,  según  enmendada.  La  administración 
de  personal  de  la  Administración  estará  basada  en  el  principio 
de  mérito.  Las  normas  y reglamentes  que  adopte  la  Adminis- 
tración para  la  adrn'nistración  de  personal  se  harán  en  coordi- 
nación y con  el  asosoramiento  de  la  Oficina  do  Personal  Central 
del  Estado  Libre  Asociado  de  Puerto  Rico. 

Los  funcionarios  y empleados  de  cualquier  organi.smo,  depen- 
dencia o instrumentalidad  del  Estado  Libre  Asociado  de  Puerto 
Rico  y de  íes  Gobiernos  Municipales  que  sean  nombrados  por 
la  Administv-ación  y que  al  momento  del  nombramiento  fueren 
beneficiarlos  de  cualquier  sistema  o sistemas  existentes  de  pen- 
sión, retiro  o de  fondos  de  ahorro  y préstamos  continuarán  te- 
niendo después  de  dicho  nombramiento  los  derechos,  privilegios, 
obligaciones  y status,  respecto  a los  mismos,  que  la  ley  prescribe 
para  los  funcionarios  y empleados  que  ocupan  puestos  similares 
on  el  Gobierno  de!  Estado  Libre  Asociado. 

Todos  los  demás  funcionarios  y empleados  nombrados  para 
puestos  en  la  Administración  no  comprendidos  en  la  categoría 
descrita  en  el  nárrafo  anterior,  tendrán  los  derechos,  privilegios; 
obligaciones  y status  respecto  a convertirse  en  beneficiarios  de 
cualquier  sistema  o sistemas  existentes  de  pensión,  retiro  o de 
fondo  de  ahorro  y préstamo,  como  si  hubiesen  sido  nombrados 
para  un  tal  puesto  similar  en  el  Gobierno  del  Estado  Libre  Aso- 
ciado de  Puerto  Rico. 

Se  garantiza  a todos  los  empleados  que  prestan  servicios  en 
los  programas  del  Departamento  de  Salud  y que  sean  transfe- 
ridos a la  Administración  que  se  crea  mediante  esta  ley  y que 
fueron  nombrados  en  virtud  de  la  Ley  núm.  345  de  12  de  mayo 
de  1947,  St.gún  enmendada,  conocida  como  Ley  de  Personal,  los 
derechos  adquiridos  bajo  la  ley  antes  mencionada  y de  otras 
’eyes  aplicables,  así  como  los  derechos,  privilegios  y obligaciones 
/ status  respecto  a cualquier  sistema,  o sistemas  existentes  de 
pensión,  retiro  o fondo  de  ahorro  y préstamo  al  cual  estuvieren 
afiliados. 

En  adición  se  garan.izan  les  derechos  adquiridos  en  virtud 
de  cualquier  contrato  o acuerdo  de  cualesquier  otros  empleados 
({ue  sean  transferidos  a la  Administración,  conforme  al  Artículo 
3 de  la  ley. 

El  sistema  de  compras  y suministro  que  se  establezca,  pro- 
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veerá  para  la  celebración  previa  de  subastas,  excepto  cuando  el 
gasto  a incurrirse  no  exceda  de  cinco  mil  (5,000)  dólares.  Dis- 
poniéndose, que  en  caso  de  emergencia  declarada  por  el  Gober- 
nador del  Estado  Libre  Asociado  de  Puerto  Rico,  la  Administra- 
ción podrá  comprar  sin  sujeción  a subasta,  conforme  a la  apro- 
bación del  Gobernador  en  estos  casos.  El  mismo  suplirá  a la 
Administración  y a las  entidades  participantes  que  así  lo  con- 
vengan con  la  Administración,  todos  aquellos  materiales,  sumi- 
nistros, equipos,  piezas  y servicios  que  sean  necesarios  para  la 
prestación  de  servicios  de  salud. 

(j)  Adquirir  mediante  donación  o por  arrendamiento 
cualquier  propiedad  mueble  o inmueble,  mejorada  o sin  me- 
jorar, y derechos  sobre  terrenos; 

(k)  Negociar  y otorgar  toda  clase  de  contratos  y otros 
instrumentos  públicos  con  personas,  firmas,  corporaciones, 
agencias  gubernamentales  y otras  entidades  para  lograr  los 
propósitos  de  esta  ley  conforme  a la  Ley  213  de  mayo  de 
1948,  según  enmendada,  y la  Ley  56  del  21  de  julio  de  1969, 
según  enmendada.  Los  municipios,  departamentos,  divisio- 
nes, agencias  e instrumentalidades  del  Estado  Libre  Aso- 
ciado de  Puerto  Rico,  están  por  la  presente  autorizados  a 
concertar  contratos  y de  cualquier  otra  forma  cooperar  con 
la  Administración  para  facilitar  el  financiamiento,  adquisi- 
ción, operación  o mantenimiento  de  cualquier  facilidad; 

(l)  Fijar  y recibir  ingresos  por  el  uso  de  sus  facilidades 
y por  la  prestación  de  servicios  y aplicar  todo  o parte  del 
producto  de  dichos  ingresos  al  pago  de  sus  deudas; 

(m)  Gestionar  el  cobro  y recobro  de  todas  aquellas  canti- 
dades que  le  correspondan  bajo  los  términos  de  cualquier  ley 
federal  o del  Estado  Libre  Asociado  de  Puerto  Rico; 

(n)  Tener  control  y supervisión  sobre  la  naturaleza  y 
necesidad  de  todos  sus  gastos  y la  forma  en  que  los  mismos 
han  de  incurrirse,  autorizarse  y pagarse,  previa  reglamen- 
tación que  deberá  ser  aprobada  por  el  Secretario  de  Hacienda; 

(o)  Tomar  dinero  a préstamo  y garantizar  el  pago  de 
sus  deudas  con  los  ingresos  que  genere  de  sus  propias  ope- 
raciones ; 

(p)  Establecer  y mantener  una  debida  coordinación  con 
el  Departamento  de  Salud  y cualquier  agencia,  subdivisión 
política  o instrumentalidad  pública  relacionada  con  la  pres- 
tación de  servicios  de  salud  entre  la  Administración  y las 
entidades  participantes  en  las  áreas  de  presupuesto,  contabi- 
lidad y sistemas  de  información. 

(q)  Negociar,  cuando  así  lo  estime  pertinente,  la  opera- 
ción, administración  y mantenimiento  de  hospitales  guber- 
namentales como  hospitales  de  la  comunidad. 

Artículo  6. — Funciones  de  la  Administración. 
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La  Administración  será  el  organismo  que  administrará  y 
operará  las  facilidades  de  salud  que  actualmente  administra  el 
Departamento  de  Salud  y su  función  principal  será  la  presta- 
ción de  servicios  de  salud  de  acuerdo  a las  normas  que  establece 
esta  ley  los  reglamentos  que  se  promulguen  en  virtud  de  la 
misma.  Además  tendrá  las  siguientes  funciones  y responsabi- 
lidades : 

a)  Deslindará  las  regiones  de  salud  de  Puerto  Rico  to- 
mando en  consideración  los  siguientes  factores: 

1 —  Capacidad  de  la  región  para  prestar  servicios  de  salud 
por  lo  menos  de  nivel  secundario. 

2 —  Densidad  poblacional. 

3 —  Extensión  geográfica. 

4 —  Disponibilidad  de  vías  de  comunicación  que  faciliten 
acceso  a los  servicios. 

6— Facilidades  de  salud  existentes. 

6— Potencial  para  asegurar  la  participación  de  proveedo- 
res y consumidores  en  el  proceso  decisional  de  la  región. 

b)  Dentro  del  plazo  de  un  año,  después  de  la  aprobación 
de  esta  ley,  organizará  Juntas  Regionales  de  Salud,  las  cuales 
se  compondrán  de  residentes  y consumidores  de  servicios  de 
salud  en  la  región  respectiva  y representativos  de  los  distin- 
tos niveles  económicos,  sociales  y geográficos  de  la  región; 

Proveedores  residentes  de  la  región  respectiva  donde  esta- 
rán representados  médicos,  dentistas,  enfermeras  y otras  pro- 
fesiones de  la  salud; 

Por  lo  menos  un  funcionario  público  electo  y un  repre- 
sentante de  las  agencias  o instrumentalidades  públicas  rela- 
cionadas con  los  servicios  de  salud. 

Los  miembros  de  estas  Juntas  prestarán  sus  servicios  ad 
honorem,  se  reunirán  todas  las  veces  que  fuere  necesario 
para  asegurar  una  participación  activa  y velará  porque  en 
su  región  se  cumplan  las  disposiciones  de  esta  ley  y sus 
reglamentos  y se  presten  unos  servicios  de  salud  eficientes. 

c)  Cada  región  estará  dirigida  por  un  Director  Regional 
a ser  nombrado  por  el  Director  Ejecutivo,  con  la  aprobación 
del  Secretario  de  Salud; 

d)  Cuando  los  recursos  lo  permitan  y dentro  del  menor 
tiempo  posible,  establecerá  un  sistema  de  emergencia  médica 
que  cuente  con  un  servicio  de  comunicación  central  coordi- 
nado, un  sistema  de  transportación  debida  equipado  y aten- 
dido con  personal  preparado  y una  red  de  salas  de  emergencia 
categorizadas  por  servicios  y regiones ; 

c)  Cuando  los  recursos  lo  permitan  y dentro  del  menor 
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tiempo  posible,  establecerá  clínicas  multifásicas  automatiza- 
das que  servirán  para  fomentar  el  diagnóstico  temprano  y 
el  mantenimiento  de  la  salud; 

f)  Establecerá  un  moderno  sistema  de  contabilidad  que 
deberá  incluir  contabilidad  de  costo  y utilización  de  servicios ; 

g)  Contratará  con  la  Organización  de  Revisión  de  Patro- 
nes de  Servicios  Profesionales  (P.S.R.O.)  de  Puerto  Rico 
para  la  revisión  y evaluación  de  los  servicios  profesionales 
que  se  oresten  en  las  facilidades  de  salud  administradas  y 
operadas  por  la  Administración ; 

h)  Establecerá  una  unidad  de  investigación  sobre  métodos 
modernos  para  la  prestación  de  servicios  de  salud  que  au- 
menten la  eficiencia  y calidad  de  dichos  servicios. 

Artículo  7. — Normas  Generales — 

(a)  La  Administración  vendrá  obligada  a brindar  en  las 
facilidades  de  salud  que  administre  y opere,  servicios  de  la 
misma  calidad  para  todos  los  ciudadanos  y residentes  a los 
cuales  lea  corresponda  servir,  independientemente  de  su  con- 
dición económica,  raza,  color,  origen,  religión  o credo  político. 

(b)  La  Administración  queda  autorizada  para  obtener 
y mantener  vigente,  o hacer  que  se  obtenga  y mantenga  en 
vigor,  unos  seguros  adecuados  para  la  protección  de  sus  fa- 
cilidades y la  operación  de  las  misrhas. 

Artículo  8. — Operación  por  la  Administración — 

(a)  La  Administración  queda  autorizada  para  retener 
u obtener,  mediante  donación  o por  arrendamiento,  la  pose- 
sión de  cualesquiera  facilidades  hospitalarias  para  la  pro- 
tección y el  cuidado  de  la  salud,  incluyendo  la  facultad  para 
recobrar  la  operación,  mantenimiento  o administración  de 
esas  facilidades,  y para  operar  y mantener  las  mismas  o 
hacer  que  éstas  sean  operadas  y mantenidas  bajo  aquellos 
acuerdos  que  la  Administración  estime  necesarios  para  lograr 
los  propósitos  de  esta  ley.  A tales  fines,  dichas  facilidades 
hospitalarias  podrán  ser  operadas  y mantenidas  en  unidades 
separadas  o múltiples,  bien  por  el  propio  personal  de  la 
Administración  o por  operadores  y administradores  indepen- 
dientes, bajo  contrato,  en  cuyas  cláusulas  se  proveerá,  entre 

otras  cosas,  para  el  pago  de  una  compensación  en  la  forma  y 
cantidad  que  la  administración,  séparada  o Coftjuntamente 
con  los  operadores  y administradores  independientes,  deter- 
mine que  es  razonable." 
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Artículo  9. — Transferencias — 

(a)  Se  faculta  al  Secretario,  previa  autorización  del  Go- 
bernador, a transferir  a la  Administración,  mediante  Orden 
Administrativa  y cuando  él  lo  determine,  el  personal,  records, 
equipo,  materiales,  fondos  disponibles  y el  uso  de  las  facili- 
dades para  la  protección  y el  cuidado  de  la  salud  que  estén 
siendo  o puedan  ser  utilizados  en  la  prestación  de  servicios 
médico-hospitalarios. 

(b)  Asimismo,  se  autoriza  y se  ordena  al  Secretario  de 
Transportación  y Obras  Públicas  para  que,  previa  solicitud 
del  Secretario  de  Salud,  traspase  a la  Administración  el  uso 
de  los  terrenos  y estructuras  propiedad  del  Estado  Libre 
Asociado  de  Puerto  Rico  actualmente  dedicados  por  el  De- 
partamento de  Salud  a la  prestación  y el  cuidado  de  la 
salud,  excepto  aquellas  facilidades  cuya  construcción  hayan 
sido  financiadas  por  la  Autoridad  de  Edificios  Públicos  o 
que  estén  en  proceso  de  ser  adquiridas  por  ésta.” 

(c)  Se  faculta  al  Secretario  para  que  delegue  en  la  Ad- 
ministración cualquiera  de  los  poderes  y funciones  que  le 
confiere  la  Ley  núm.  213  del  15  de  mayo  de  1948,  según 
enmendada,  y la  Ley  núm.  56  del  21  de  julio  de  1969,  según 
enmendada. 

Artículo  10. — Exención  de  Contribuciones — 

(a)  A la  Administración  no  se  le  requerirá  el  pago  de 
contribuciones,  arbitrios  o impuestos  sobre  ninguna  de  las 
propiedades  adquiridas  por  la  Administración  o bajo  la 
jurisdicción,  potestad,  control,  dominio,  posesión,  o super- 
visión de  ésta,  sean  gubernamentales  o de  la  comunidad. 

(b)  La  Administración  estará  también  exenta  del  pago 
de  toda  clase  de  derechos,  contribuciones,  o impuestos  reque- 
ridos hasta  el  presente  o posteriormente  por  ley,  para  el  ejer- 
cicio de  procedimientos  judiciales,  la  emisión  de  certifica- 
dos en  todas  las  oficinas  y dependencias  del  Estado  Libre 

Asociado  de  Puerto  Rico  y e!  otorgamiento  de  documentos 
públicos  y su  inscripción  en  cualquier  registro  público  del 
Estado  Libre  Asociado  de  Puerto  Rico. 

Disposiciones  Especiales 

Artículo  11. — Todos  los  dineros  de  la  Administración  se  con- 
fiarán a depositarios  designados  para  los  fondos  del  Gobierno 
del  Estado  Libre  Asociado  de  Puerto  Rico.  Las  cuentas  se  ins- 
cribirán a nombre  de  la  Administración.  Los  desembolsos  se 
harán  de  acuerdo  con  las  normas  y reglamentos  prescritos  por 
la  Administración  con  la  aprobación  del  Secretario  de  Hacienda. 

Artículo  12. — La  Administración  establecerá  con  la  aproba- 
ción del  Secretario  de  Hacienda,  el  sistema  de  contabilidad  que 
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se  requiera  para  el  adecuado  control  y registro  de  todas  sus 
operaciones.  Las  cuentas  de  la  Administración  se  llevarán  de 
forma  que  puedan  segregarse  por  actividades. 

Artículo  13. — No  podrá  actuar  en  cargo  ejecutivo  alguno  en 
la  Administración  ninguna  persona  que  teng'a  interés  económico, 
directo  o indirecto,  en  alguna  empresa  pnvada  para  la  cual  la 
Administración  haya  suministrado  capital  o que  esté  en  relaciones 
conti  actuales  con  alguno  de  los  negocios  a que  se  dedique  la  Admi- 
nistración, o para  los  cuales  ésta  haya  suministrado  capital. 

Cualquier  persona  que  estando  en  alguna  de  dichas  circuns- 
tancias actúe  como  ejecutivo  de  la  Administración  estará  sujeta 
a ser  destituida  inmediatamente  y además  estará  sujeta  a lo 
dispuesto  en  el  Artículo  202  del  Código  Penal  vigente. 

Artículo  14.  Informes — La  Administración  someterá  a la 
Legislatura  y al  Gobernador  del  Estado  Libre  Asociado  de  Puer- 
to Rico,  por  conducto  del  Secretario  y dentro  de  los  noventa 
(90)  días  siguientes  al  cierre  de  cada  Año  Fiscal,  los  siguientes 
informes : 

(a)  Un  estado  financiero  y un  informe  completo  sobre 

los  negocios  de  la  Administración  para  el  Año  Fiscal  anterior. 

(b)  Un  informe  completo  sobre  la  situación  y progreso 

de  todos  sus  proyectos  y actividades  desde  la  creación  de  la 

Administración  o desde  la  fecha  de  su  último  informe. 

Artículo  15. — Disposiciones  Transitorias — En  tanto  y en 
cuanto  la  Administración  establezca  sus  propios  sistemas  y re- 
glamentos de  personal»  de  contabilidad,  de  presupuesto  y de  com- 
pras podrá  entrar  en  acuerdos  con  la  Oficina  de  Personal,  el  De- 
partamento de  Hacienda,  el  Negociado  del  Presupuesto  y con  la 
Administración  de  Servicios  Generales  del  Estado  Libre  Aso- 
ciado de  Puerto  Rico  a los  fines  de  servirse  de  estos  organismos 
en  sus  respectivas  áreas  funcionales  hasta  donde  sea  necesario, 
factible  y conveniente  para  facilitar  el  período  de  transición 
que  conlleva  la  creación  de  la  Administración. 

Artículo  16. — Autorización  de  Fondos — Con  el  propósito  de 
facilitar  a la  Administración  la  organización  y el  comienzo  de 
sus  operaciones  bajo  esta  ley,  se  asigna  del  Presupuestó  del  De- 
partamento de  Salud  para  el  Año  Fiscal  1975-76  la  cantidad  de 
cien  mil  (100,000)  dólares. 

Artículo  17  — Interpretación  Constitucional — En  caso  de  que 
una  disposición  de  esta  ley,,  o parte  de  ella,  fuere  declarada 
inconstitucional  por  un  tribunal  competente,  dicha  decisión  no 
afectará  el  resto  de  lo  contenido  en  esta  ley. 

Artículo  18. — Fecha  de  Efectividad — Esta  ley  entrará  en 
vigor  inmediatamente  después  de  su  aprobación  para  propósitos 
de  organización  y reglamentación  y a los  noventa  (90)  días  de 
su  aprobación  para  todos  los  demás  fines. 
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FROM  THE  BETH  ISRAEL  HOSPITAL  & GERIATRIC  CEN- 
TER - 1601  Lowell  Boulevard  - Denver,  Colorado  80204: 

SIXTH  ANNUAL  ASPEN  RADIOLOGY  CONFERENCE  - The 
sixth  annual  Aspen  Radiology  Conference  will  be  held  March 
1st  - 5th,  1976  at  the  Aspen  Institute  for  Humanistic  Studies, 
Aspen,  Colorado.  The  Conference  is  designed  for  physicians 
and  scientists  interested  in  diagnostic  radiology,  nuclear  me- 
dicine and  radiation  therapy  and  will  explore  the  impact  of 
clinical  and  technological  advances  on  radiologic  practice. 

The  topics  for  discussions  will  include  advances  in  cardio- 
vascular, gastrointestinal,  bone  and  neuroradiology  involving 
a tri-radiological  approach.  Each  morning  will  survey  the 
advances  in  a single  radiology  subdivision  as  a refresher  course 
with  independent  parallel  diagnostic,  nuclear  medicine  and 
therapy  sessions.  Instructive  cases,  illustrating  these  topics 
and  previewed  by  the  audience,  will  be  presented  for  open 
discussion  in  the  afternoons. 

Further  information  may  be  obtained  from  Emanuel  Salz- 
man,  M.  D.,  Conference  Chairman,  Division  of  Radiology, 
Beth  Israel  Hospital,  Denver,  Colorado,  80204. 


FROM  LEGISLATIVE  ROUNDUP  A Weekly  Report  on 
National  Medical  Legislation  - Council  on  Legislation,  AMA 


VA  Physicians  Pay  Bill  Signed  — This  week  President  Ford 
signed  into  law  H.  R.  8240,  the  Veterans  Administration 
Physician  and  Dentist  Pay  Comparability  Act  of  1975.  The 
new  law  provides  special  pay  to  ehgible  physicians  and  den- 
tists in  the  V.  A.  Dept,  of  Medicine  and  Surgery. 

Full-time  physicians  (except  those  found  by  the  VA  Chief 
Medical  Director  to  be  in  areas  without  significant  recruit- 
ment and  retention  problem)  would  receive  an  additional 
S5,000  yearly  in  “primary  special  pay”  and  up  to  $8,500 
per  year  in  “incentive  special  pay”  (dentists  are  eligible 
for  half  these  amounts).  In  addition,  the  existing  VA  phy- 
sician and  dentist  pay  schedule  is  raised  by  5 percent  in  every 
salary  level. 

Another  change  made  in  the  new  law  directs  that  $500  per 
year  of  special  pay  be  made  contingent  upon  “continuing 
education  certification,”  which  in  the  case  of  VA  physicians 
would  be  based  upon  receipt  of  the  Physicians  Recognition 
Award  from  the  Council  on  Medical  Education  of  the  AMA. 


THE  PUERTO  RICO  MEMBERSHIP  of  the  AMERICAN  COL- 
LEGE OF  CARDIOLOGY  and  THE  SCHOOL  OF  MEDICINE 


OF  THE  UNIVERSITY  OF  PUERTO  RICO  at  Rio  Piedras, 
Puerto  Rico  announce  PROGRESS  IN  CARDIOLOGY  - 1976 
Post  Graduate  Course  January  15,  16  and  17,  1976  to  be 
presented  at  The  School  of  Medicine  Medical  Center,  Rio 
Piedras,  Puerto  Rico. 

For  additional  information  please  contact: 

José  M.  Torres-Gómez,  MD,  FACC 
Doctors  Medical  Center,  Inc. 

Hipódromo  Ave.  No.  800,  Stop  20 
Santurce,  P.  R.  00909 
Tel.  724-3222 


The  Office  of  Continuing  Education,  Baylor  College  of  Me- 
dicine, Houston,  Texas  announces  a course  on  the  PHENO- 
MENOLOGY AND  TREATMENT  OF  DEPRESSION  presen- 
ted by  the  Department  of  Psychiatry,  Baylor  College  of  Me- 
dicine, Houston,  December  4-5,  1975,  at  The  Shamrock  Hilton 
Hotel,  Houston. 

For  further  information  contact: 

The  Office  of  Continuing  Education 
Baylor  College  of  Medicine 
Texas  Medical  Center 
Houston,  Texas,  77025 
(713)  790-4941 


FROM  AMA  NEWSLETTER; 

THE  LAST  IN  THE  SERIES  OF  PANEL  DISCUSSION  ON  NHI 
conducted  by  the  House  Ways  and  Means  Subcommittee  on 
Health,  chaired  by  Rep.  Dan  Rostenkowski  (D-Ill.),  was  held 
last  week.  Two  panels-one  made  up  of  a British  medical  writer 
and  physicians  from  Britain,  Sweden  and  Canada,  and  one 
conistings  of  seven  individual  American  practicing  physicians- 
were  selected  by  minority  members  of  the  subcommittee  to 
present  testimony.  The  m^or  theme  of  the  U.  S.  physicians 
was  that  federal  interference  should  be  kept  to  a minimum. 
Five  of  the  seven  physicians  suggested  that  some  form  of 
catastrophic  insurance  might  be  helpful. 

THE  U.  S.  PANEL  WAS  QUESTIONED  by  Reps.  John 
Duncan  (R-Tenn.),  Rostenkowski,  James  Martin  (R-N.C.), 
and  Philip  Crane  (R-IU.).  Six  of  the  physician-witnesses 
said  they  would  support  a catastrophic  plan,  but  none  in- 
dicated support  for  catastrophic  insurance  operated  by 
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Social  Security.  Rep.  Charles  Vanik  (D-Ohio)  said  the 
pubUc  is  pushing  Congress  on  NHl  and  that  no  NHI  plan 
will  work  unless  the  medical  profession  is  cooperative. 

AMONG  THE  OPINIONS  EXPRESSED  by  the  U.  S.  physi- 
cians were  that  “freedom  within  the  widest  possible  la- 
titudes in  the  practice  of  medical  care  is  an  ingredient 
absolutely  essential  to  the  success  of  any  national  health 
insurance  program;  “an  omnibus  bill  might  bankrupt  the 
government  and  leave  the  present  health  system  in  a 
shambles;  NHl  must  be  carefully  planned,  cannot  be  all 
encompassing,  and  must  not  interfere  with  the  doctor- 
patient  relationship;  and  private  carriers,  not  a federal 
bureaucracy,  should  be  used  to  implement  a program. 
One  witness  opposed  any  new  programs  as  “compulsory 

politicized  medicine”  and  accused  the  Administration  and 
Congress  of  the  “great  rip-off”  of  deficit  financing. 

FOREIGN  WITNESSES  WERE  EXTREMELY  CRITICAL  of 
federalized  medical  systems  in  their  countries.  The  British 
witnesses  painted  a dark  picture  of  the  situation  in  England. 
One  British  witness  said  it  is  imperative  that  the  U.  S. 
resist  the  socialization  of  medicine  “for  the  good  of  the 
rest  of  the  free  world.”  He  said,  “If  you  beheve  that 
the  state  is  better  able  to  control  the  affairs  of  individuals 
than  they  are,  then  the  prospects  of  freedom  for  the  rest 
of  the  world  are  very  dim.”  The  Canadian  physician  said 
that  any  NHl  program  in  the  U.  S.  should  involve  as  httle 
distortion  of  the  present  system  as  possible,  noting  that 
fee-for-service  is  the  most  efficient  and  fairest  method  of 
payment. 


LABELING  REQUIREMENTS  FOR  ORAL  HYPOGLYCEMICS, 
as  proposed  by  the  Food  and  Drug  Administration  in  the 
July  7 Federal  Register,  “would  impinge  upon  free  exercise 
of  medical  judgment  in  the  practice  of  medicine,”  the  AMA 
said  in  a letter  to  the  FDA.  The  AMA  opposed  class  label- 
ing for  oral  hypoglycemics  on  general  scientific  principles. 
“Because  of  the  recognized  close  similarities  in  chemical 
structure  and  mode  of  action  among  the  sulfonylurea 
drugs,  it  is  our  opinion  that  it  would  be  prudent  for  a phy- 
sician to  be  aware  of  and  to  consider  the  warnings  as  to 
possible  excess  cardiovascular  mortality  apphcable  to  the 
use  of  tabutamide,  even  when  another  sulfonylurea  agent 
is  selected  for  a patient,”  the  AMA  said.  “However,  we  sug- 
gest that  any  information  relating  to  tolbutamide  be  limited 
to  this  information,”  The  AMA  urged  that  the  proposed 
regulations  not  be  finalized  and  that  its  suggestions  be  in- 
corporated in  any  final  labeling. 

THE  AMA  OBJECTED  TO  A REQUIREMENT  that  a 
patient  be  informed  of  potential  advantages  and  risks  of 
drug  and  alternative  modes  of  therapy.  “Informed 
consent  prior  to  the  initiation  of  any  therapy  is  presently 
an  integral  part  of  good  medical  practice,”  the  AMA 


said.  It  noted  that  a “warnings”  section  would  be  accep- 
table in  the  requirements  if  the  information  was  presented 
in  accordance  with  the  FDA  commissioner’s  statement 
that  “drug  labeling  must  be  informative  and  objective 
and,  in  this  sense,  must  present  a balanced  statement 
of  the  essential  information  about  drug  products.” 
As  proposed  by  the  FDA,  the  warning  “is  not  a balanced 
statement  of  the  essential  information  which  was  deve- 
loped by  the  University  Group  Diabetes  Program  study... 
and  which  was  analyzed  by  the  Biometrics  Society,” 
the  AMA  stated.  “We  beheve  that  the  proposed  warning 
is  not  in  fair  balance  because  insufficient  emphasis  is 
placed  on  total  mortaUty  as  compared  to  cardiovascular 
mortality.” 

THE  AMA  REITERATED  ITS  SUPPORT  for  legislation  that 
provides  an  appropriate  regulatory  mechanism  for  medical 
devices.  In  a statement  submitted  to  the  House  Commerce 

Health  Subcommittee,  the  AMA  said  technology  has  made 
it  necessary  that  some  standard  be  imposed  to  assure  both 
the  patient  and  the  physician  that  a particular  device  at  least 
meets  minimal  standards  of  safety  and  effectiveness.  The 
AMA  suggested  some  modifications  in  HR  5545,  the  mé- 
dical  device  bill  now  under  consideration  by  the  subcom- 
mittee. “Extreme  care  must  be  exercised,”  the  AMA 
s.'iid,  “so  that  opportunity  for  the  improvement  of  new 
and  existing  devices  and  the  development  of  new  and 
beneficial  devices  is  not  encumbered  with  such  restrictive 
controls  that  patient  care  will  actually  be  adversely  affected.” 
The  AMA  noted  that  overly  protective  controls  could 
“easily  defeat  the  laudatory  objectives  of  the  legislation.” 
Warning  that  controls  must  not  create  such  an  expensive 
process  of  compUance  that  medical  practice  would  be 
deprived  of  the  innovative  contribution  of  manufacturers, 
the  AMA  said  that  burdensome  requirements  placed  upon 
the  FDA  could  hinder  the  effective  administration  of  the 
program.  The  AMA  recommended  that  the  new  program 
be  initiated  in  limited  scope  with  minimum  controls  so 
that  the  purposes  of  the  legislation  are  not  defeated. 


HEW  NEWS; 

Beginning  January  1,  1976,  Medicare’s  hospital  deductible 
will  be  increased  to  $104.  The  present  deductible  of  $92 
will  remain  in  effect  for  Medicare  hospital  admissions  during 
the  rest  of  this  year. 

The  deductible  is  the  part  of  the  hospital  bill  for  which 
the  beneficiary  is  responsible  for  the  first  60  days  of  hospital 
care  in  each  benefit  period.  Medicare  pays  the  rest  of  the  costs 
of  covered  services  for  the  first  60  days  and  for  an  additional 
30  days  subject  to  a daily  coinsurance. 

In  announcing  the  $104  deductible,  James  B.  Cardwell, 
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Commissioner  of  Social  Security,  said  this  amount  is  equi- 
valent to  the  average  cost  of  one  day  of  hospital  care.  At  the 
present  time  the  average  hospital  stay  under  Medicare  is  about 
13  1/2  days,  at  a cost  of  $1,400. 

Commissioner  Cardwell  said  the  increase  in  the  deductible 
results  from  continuing  increases  in  hospital  costs.  He  pointed 
out  that  hospital  costs  have  been  increasing  at  rates  50 
percent  faster  than  the  overall  cost-of-hving.  These  infla- 
tionary increases  in  health  care  costs  are  largely  responsible 
for  the  present  $12  increase  in  the  inpatient  hospital  deduc- 
tible, he  said. 

He  noted  that  the  law  requires  an  annual  review  of  hospital 
costs  under  Medicare  and  an  adjustment  of  the  portion  of 
the  bill  for  which  a Medicare  beneficiary  is  responsible,  if 
these  costs  have  risen  substantially.  The  law  provides  a for- 
mula for  determining  the  amount  of  any  adjustment  in  the 
deductible  amount. 

The  hospital  deductible  amount.  Commissioner  Cardwell 
explained,  is  like  the  deductible  amounts  specified  in  many 
auto  insj'rance  policies,  where  the  car  owner  pays  the  first 
$50  or  $100  on  a repair  bill,  and  the  insurance  policy  covers 
the  rest. 

He  said  that  when  the  hospital  deductible  amount  changes, 
the  law  requires  comparable  changes  in  the  dollar  amounts 
that  a Medicare  beneficiary  pays  toward  a hospital  stay  of  more 
than  60  days,  or  a skilled  nursing  facility  stay  of  more  than 
20  days. 

When  a Medicare  beneficiary  has  a hospital  stay  of  more 
than  60  days,  he  will  pay  $26  a day  for  the  61st  through 
the  90th  day,  up  from  the  present  $23  per  day.  If  he  has 
a posthospital  stay  of  over  20  days  in  a skilled  nursing  facility, 
he  will  pay  $13  per  day  toward  the  cost  of  the  21st  day 
through  the  100th  day,  up  from  the  present  $11.50  per  day. 

If  a beneficiary  uses  his  “lifetime  reserve”  days,  the  extra 
60  hospital  days  a beneficiary  can  use  when  he  needs  more 
than  90  days  of  hospital  care  in  the  same  benefit  period,  he 
will  pay  $52  for  each  re.serve  day  used,  instead  of  the  present 
$46  per  day. 


The  Department  of  Health,  Education,  and  Welfare  today 
published  final  regulations  governing  adjustment  or  recovery 
of  overpayments  or  underpayments  made  to  supplemental 
security  income  beneficiaries. 

Any  underpayment  to  a recipient  will  be  used  to  offset 
any  overpayment  which  may  have  been  made  to  him,  if  reco- 
very has  not  been  waived.  However,  where  less  than  the  pro- 
per amount  has  been  paid  for  one  period,  and  more  than  the 
correct  amount  for  another,  the  underpayment  will  be  adjus- 
ted first  unless  the  question  of  overpayment  is  to  be  resolveu 
before  the  close  of  the  following  quarter. 

Recovery  of  an  overpayment  by  adjustment  may  be  ini- 
tiated only  after  notice  has  been  given  and  the  beneficiary 
has  had  an  opportunity  to  appeal  the  determination  and 
request  waiver  of  repayment.  Where  the  recipient  continues 
to  be  eligible  for  payments,  a portion  of  the  monthly  payments 
may  be  withheld.  Overpayments  may  be  adjusted  against 
regular  social  security  cash  benefits  only  at  the  specific 


request  of  the  beneficiary. 

The  regulations  are  effective  with  today’s  pubUcation  in 
the  Federal  Register. 


A CONTINUACION  REPRODUCIMOS  CARTA  RECIBIDA 
DEL  DEPARTAMENTO  DE  SALUD,  SAN  JUAN,  PUERTO 
RICO; 

Dr.  Jaime  A.  Olmo 
Hon.  Presidente 
Asociación  Médica  de  P.  R. 

Apartado  9387 
Santurce,  P.-  R.  00908 

Estimado  doctor  Olmo: 

Adjunto  copia  de  cable  suscrito  por  el  Sr.  Gleim  W. 
Kilpatrick  de  la  Administración  Federal  de  Alimentos  y Dro- 
gas. 

Según  podrá  observar  el  Congreso  Norteamericano  tiene 
planes  de  aprobar  enr.iiendas  más  rigurosas  a la  ley  federal 
sobre  equipos  médicos. 

Con  el  fin  de  suplir  información  a FDA  sobre  la  frecuencia 
y naturaleza  de  problemas  asociados  con  el  uso  del  referido 
equipo,  respetuosamente  le  solicitamos  oriente  a los  miembros 
de  la  Asociación  que  dignamente  usted  dirige,  a los  efectos 
de  que  envien  la  información  indicada  al 
Dr.  Max  Crandall 
Director 

Oficina  Federal  de  Alimentos,  Drogas  y 
Cosméticos 

Apartado  Postal  4427 
San  Juan,  P.  R.  00905 

Dándole  gracias  anticipadas  por  su  cooperación,  quedo 
suyo. 

Muy  atentamente, 

(Firmada) 

Víctor  A.  González,  M.D. 
Secretario  Aux.  Salud  Ambiental 
y Medicina  Preventiva 

CABLE: 

FDA’s  office  of  medical  devices  and  the  diagnostic  products 
staff  of  the  Bureau  of  Drugs  were  merged  in  1974  to  form 
the  Bureau  of  Medical  Devices  and  Diagnostic  Products  (BM- 
DDP).  The  new  BMDDP  has  responsibility  for  ensuring 
that  devices  and  diagnostic  products  conform  to  the  require- 
ments of  the  Food,  Drug  and  Dosmetic  Act. 

The  phenomenal  growth  in  the  use  and  complexity  of  medical 
devices  has  resulted  in  congressional  concern  over  the  status 
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of  medical  devices  and  in  the  introduction  of  legislative  propo- 
sals that  are  designed  to  assure  more  effective  protection  for 
the  public.  The  pending  medical  device  amendments  of  1975 
will  provide  additional  legislative  authority  to  effectively  re- 
gulate devices  and  diagnostic  products;  however,  the  FDA  might 
still  be  confronted  with  a lack  of  information  concerning  the 
frequency  and  nature  of  problems  associated  with  the  use 
of  such  devices. 

FDA  is  currently  developing  an  automated  system  to  collect 
reports  on  device  defects  and  is  actively  attempting  to  establish 
data  exchange  activities  with  various  sources  that  are  in  position 
to  provide  immediate  information  regarding  potential  or  actual 
device  defects  and  injuries  resulting  from  the  use  of  devices. 
As  a regulatory  agency,  your  input  to  such  a system  of  infor- 
mation gathering  is  vital  to  the  proteftion  of  consumer  health 
and  safety. 

Therefore,  we  are  requesting  that  you  provide  FDA  with 
any  reports  or  complaints  of  injuries  or  defects  associated 
with  medical  devices  and  diagnostic  products  that  may  come 
to  your  attention.  You  might  find  it  useful  to  develop  lines 


of  communication  with  your  local  health  departments,  medical 
societies  and  other  professional  or  governmental  organizations 
to  keep  abreast  of  device  and  diagnostic  product  activities  at 
the  grass  roots  level.  If  you  elect  to  do  this,  feel  free  to  use 
whatever  language  you  need  in  my  message  to  explain  the 
program  to  your  local  agencies. 

The  two-way  telecommunications  system  (NRSTEN)  recently 
installed  by  FDA  in  your  state,  offers  an  excellent  and  rapid 
method  for  such  reporting.  Y ou  may  report  either  to  the  FDA 
district  office  serving  your  state  or  directly  to  the  Division 
of  Federal-State  Relations  in  Rockville,  Maryland  for  appropriate 
follow-up  and  coordination  with  other  information. 

In  turn,  be  sure  that  FDA  will  intensify  its  efforts  to  provide 
medical  device  and  diagnostic  product  information  to  state 
and  local  officials  as  events  occur. 

(Signed)  Glenn  W,  Kilpatrick,  Dir. 

Division  of  Fed-State  Relations 

RockvUle,  MD 


ATENCION  MEDICOS 


Se  vende  casa  ideal  para  oficinas.  Localizada  en  la  calle  Piñero  Núm.  79,  la  calle 
donde  está  el  nuevo  centro  de  Diagnóstico  de  Río  Piedras,  cerca  de  laboratorios, 
rutas  de  guaguas,  parking  soterrado  y a dos  casas  de  la  calle  Núm.  1,  donde  pasa 
todo  el  tránsito  hacia  el  centro  del  pueblo. 

El  solar  tiene  271  metros  cuadrados,  totalmente  cercados;  la  casa  es  de  dos  (2) 
plantas,  toda  de  hormigón  armado.  La  planta  baja  tiene  tres  dormitorios,  sala- 
comedor,  cocina,  cuarto  de  baño,  balcón,  terraza  y marquesina,  rejas  en  las  ven- 
tanas, balcón  y portones.  Tiene  screens  en  las  ventanas  y puertas. 

La  planta  alta  es  de  dos  dormitorios  y “Family-Room”  - comedor,  cocina  y baño. 
Siempre  está  alquilada. 

Paga  $23^00  mensuales,  tiene  hipoteca  de  $27,000.00.  “Opción”  $55,000.00 
“VENTA  DIRECTA  POR  LOS  DUEÑOS  SIN  INTERMEDIARIOS” 

Llamar  de  lunes  a viernes  después  de  las  6:00  PAl.  Sábados  y domingos  todo 
el  día,  al  teléfono  766-5952. 


Juan  R.  Alonso 


NOTA  DEL  EDITOR 


La  primera  edición  de  “Neurosurgery”  ha  sido  publicada  por  la  Sección  de  Neurocirugía  de  la 
Escuela  de  Medicina  de  la  Universidad  de  Puerto  Rico.  El  Director  de  la  Sección,  Dr.  Nathan 
Rifkinson,  es  el  Editor  de  esta  nueva  revista  médica.  El  propósito  primordial  de  “Neurosurgery” 
es  diseminar  en  forma  senciUa  y concisa  reportes  de  pacientes  que  presentan  problemas  neuro- 
lógicos  que  se  suscitan  en  la  práctica  cotidiana  de  la  medicina  y está  dirigida  mayormente  al  médico 
generalista  o internista  que  maneja  inicialmente  estos  pacientes. 

Le  auguramos  un  éxito  rotundo  a esta  revista  y esperamos  que  ; sea  de  gran  beneficio  a la 
comunidad  médica. 

José  L.  Cangiano,  M.  D. 

Presidente,  Junta  Editora 
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Breast 

self-examiEiation 

KEY  ROLE 
OF  THE  PHYSICIAN 


item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 

1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this— 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American  Cancer  Society^  ^ 


” Wynken,  Blynketi, 
and  Nod  one  night 
Sailed  off  in  a 
wooden  shoe,'” 


Colic,  vomiting  and  other  symptoms  of  milk 
intolerance  needn’t  interfere  with  his  sleep,  if  you’ve 
put  him  on  NEO-MULL-SOY®  formula.  We’ve 
eliminated  the  common  causes  of  feeding  problems 
— milk  protein  and  lactose  intolerance, 
gluten  sensitivity  And  we’re  the  first  corn-free 
soy  isolate  formula.  NEO-MULL-SOY  is  the 
whitest  soy  formula  with  milk-like  appear- 
ance and  consistency  which  appeal  to 
mothers.  It  supports  normal  growth  and 
development  of  the  infant.  And,  it’s  kosher. 
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NEO-MULL-SOY 

Milk-Free  Soy  Isolate  Formula 
For  the  Milk-Intolerant  Infant 


APPROXIMATE  ANALYSIS 


Undiluted 


Diluted  with  an  equal 
volume  of  water 


STNTEX 

SYNTEX  laboratories,  INC. 

PALO  ALTO,  CALIFORNIA  94304 


Ingredients  per  100  grams  of  concentrate:  water  75.2  K-,  sucrose  12.9  g , Water  75.5%  87.8% 

soy  oil  6.9  g.,  soy  protein  isolate  4 0 g.,  potassium  citrate  0.47  g . tricalcium  Protein  f 6%  1.8% 

phosphate  0.44  g.,  dibasic  magnesium  phosphate  0.1 1 g , lecithin  0.1  g . Eat  7 0%  3.5% 

salt  0.06  g.,  calcium  carrageenan  0.028  g . ascorbic  acid  0.025  g..  1-methionine  Carbohydrate  12.8%  6.4"> 

0.025  mg.,  choline  chloride,  ferrous  sulfate,  dl-alpha-tocopheryl  acetate.  Minerals  (Ash)  0.9%  0.5% 

niacinamide,  zinc  sulfate,  manganese  sulfate,  d-calcium  pantothenate,  x itamin  A Calcium  0. 1 7%  0.085% 

palmitate,  riboflavin,  cupric  sulfate,  thiamine  hydrochloride,  pyridoxine  Phosphorous  0. 1 3%  0,06% 

hydrochloride,  vitamin  Do,  potassium  iodide,  folic  acid,  vitamin  Bij.  Iron  0.002%  0.001% 

Calories  per  fl.  oz.  40  20 
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No  matter  how  you  define  "chronic”' 


Each  tablet  contains: 


80  trimethoprim  and400 mg  sulfamethoxazole 


A broad  indkatioii 

to  coirer 


Frequent  relapses  Persistent  bacteriuria 


Relapses  involve  the  same  pathogen  that 
was  present  prior  to  a course  of  antimicrobial 
therapy.  Sometimes  the  pathogen  was 
resistant  from  the  outset.  Sometimes  it 
acquired  resistance  during  therapy. 

SEPTRA  is  right  for  relapses.  Even  if 
relapse  follows  therapy  with  a sulfonamide, 
the  persisting  organism  may  be  highly  sus- 
ceptible to  SEPTRA.’  2 

Frequent  reinfections 

Reinfections  are  recurrences  caused  by  a 
series  of  different  pathogens.  Reinfections 
with  gram-negative  bacteria  are  common  in 
females  via  the  ascending  route  from 
perineum  to  bladder. 

SEPTRA  is  right  for  reinfections. 

Because  it  is  highly  effective  against  a 
broad  range  of  susceptible  gram-negative 
pathogens;  Ecoli,  Klebsiella-Enterobacter, 

P mirabilis,  P vulgaris,  P morganii. 


SEPTRA  is  right  for  bacteriuria, 

whether  it's  symptomatic  or  asymptomatic, 
of  renal  or  bladder  origin.  Because  SEPTRA 
achieves  rapid,  effective  levels  in  both 
blood  and  urine. 

Infections  associated 
with  urinary  tract 
compiications,  such  as 
obstruction 

SEPTRA  is  right  for  complicated 
infections.  Because  clinical  studies  indicate 
it  is  superior  to  both  sulfamethoxazole  and 
ampicillin,  evenm  these  difficult  cases. ^ 


See  next  page  for  prescribing  information. 


SEPIRA 

Each  tablet  contains; 

80  mg  trimethoprim  and  400mgsulfaiiiethoxazole 

For  chronic  urinary  tract  infections  in  the  broad  sense 


persistent  relapsing  or  reinfecting 
cystitis,  pyelitis,  pyelonephritis  due  to 
susceptible  organisms 

• sequentially  blocks  two  bacterial 
enzymes— both  vital  for  the  survival  of 
most  bacteria 

• shown  superior  both  in  vitro  and 

INDICATIONS:  For  the  treatment  of  chronic  urinary  tract  infec- 
tions evidenced  by  persistent  bacteriuria  (symptomatic  or 
asymptomatic),  frequently  recurrent  infections  (relapse  or  rein- 
fection), or  infections  associated  with  urinary  tract  complica- 
tions such  as  obstruction. 

Primarily  for  use  in  cystitis,  pyelonephritis  or  pyelitis  due  to 
susceptible  strains  of  the  following  organisms;  Escherichia  coli. 
Klebsiella-Enterobacler,  Proteus  mirabilis,  Proteus  vulgaris, 
Proteus  morgana. 

NOTE:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents, 
especially  in  the  treatment  of  these  urinary  tract  infections 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register  37:20527-29,  1972;  Bauer  AW,  Kirby  WMM, 
Sherris  JC,  and  Turck  M:  Antibiotic  susceptibility  testing  by  a 
standardized  single  disk  method.  Am  J Clin  Pathol  45:493, 1966) 
may  be  used  for  estimating  the  susceptibility  of  bacteria  to 
Septra  With  this  procedure,  a report  from  the  laboratory  of 
Susceptible  to  trimethoprim-sulfamethoxazole  indicates  that 
the  infection  is  likely  to  respond  to  therapy  with  Septra  If  the 
infection  is  confined  to  the  urine,  a report  of  Intermediate 
susceptibility  totrimethoprim-sulfamethoxazole"  also  indicates 
that  the  infection  is  likely  to  respond.  A report  of  Resistant  to 
trimethoprim-sulfamethoxazole  " indicates  that  the  infection  is 
unlikely  to  respond  to  therapy  with  Septra. 
CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or 
sulfonamides  Pregnancy  and  during  the  nursing  period.  (Be- 
fore prescribing,  please  consult  package  insert.) 

WARNINGS:  Deaths  associated  with  the  administration  of  sul- 
fonamides have  been  reported  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
Experience  with  trimethoprim  alone  is  much  more  limited,  but  it 
has  been  reported  to  interfere  with  hematopoiesis  in  occasional 
patients.  In  elderly  patients  concurrently  receiving  certain 
diuretics,  primarily  thiazides,  an  increased  incidence  of  throm- 
bopenia  with  purpura  has  been  reported. 

The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood 
disorders.  Complete  blood  counts  should  be  done  frequently  in 
patients  receiving  Septra.  If  a significant  reduction  in  the  count 
of  any  formed  blood  element  is  noted.  Septra  should  be 
discontinued. 

At  the  present  time  there  is  insufficient  clinical  information  on 
the  use  of  Septra  in  infants  and  children  under  1 2 years  of  age  to 
recommend  its  use 

PRECAUTIONS:  Septra  should  be  given  with  caution  to  pa- 
tients with  impaired  renal  or  hepatic  function,  to  those  with 
possible  folate  deficiency  and  to  those  with  severe  allergy  or 
bronchial  asthma  In  glucose-6-phosphate  dehydrogenase- 
deficient  individuals,  hemolysis  may  occur.  This  reaction  is 
frequently  dose-related  Adequate  fluid  intake  must  be  main- 
tained in  order  to  prevent  crystalluria  and  stone  formation. 
Urinalyses  with  careful  microscopic  examination  and  renal 
function  tests  should  be  performed  during  therapy,  particularly 
for  thoáe  patients  with  impaired  renal  function 


clinically  to  sulfamethoxazole  alone^ 

• double  blockade  of  bacterial  metabolism 
discourages  development  of  resistance 

• rapid,  high  levels  attained  in  both  blood 
and  urine 

• convenient  dosage:  2 tablets  b.i.d.  for 
10-14  days 


ADVERSE  REACTIONS;  For  completeness,  all  major  reactions 
to  sulfonamides  and  to  trimethoprim  are  included  below  even 
though  they  may  not  have  been  reported  with  Septra. 

Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia,  megalo- 
blastic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia, 
purpura,  hypoprothrombinemia  and  methemoglobinemia. 

Allergic  Reactions:  Erythema  multiforme,  Stevens-Johnson 
syndrome,  generalized  skin  eruptions,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
phylactoid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis. 

Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  Reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression. convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness 

Miscellaneous  Reactions:  Drug  fever,  chills,  and  toxic 
nephrosis  with  oliguria  and  anuria  Periarteritis  nodosa  and  L.E 
phenomenon  have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some 
goitrogens.  diuretics  (acetazolamide  and  the  thiazides)  and  oral 
hypoglycemic  agents.  Goiter  production,  diuresis  and  hypo- 
glycemia have  occurred  rarely  in  patients  receiving  sulfona- 
mides. Cross-sensitivity  may  exist  with  these  agents.  Rats 
appear  to  be  especially  susceptible  to  the  goitrogenic  effects  of 
sulfonamides,  and  long-term  administration  has  produced 
thyroid  malignancies  in  the  species. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use 
in  children  under  12  years  of  age. 


The  usual  adult  dosage  is  2 tablets  every  12  hours  for  10  to  14 
days. 

For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  Standard  Regimen 

15-30 

2 Tablets  Every  24  Hours 

Below  15 

Use  Not  Recommended 

HOW  SUPPLIED:  Tablets,  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole— bottles  of  40.  100  and  500  tablets 
and  strip  packages  of  100  tablets,  each  tablet  individually 
packed 

References:  1.  Acar  JF,  Goldstein  F,  Chabbert  YA:  J Infect  Dis 
(SuppI)  728:  470,19732  Bushby  SRM  J Infect  Dis  (SuppI)  728: 
442,1973  3.  Data  on  file  in  the  Medical  Department,  Burroughs 
Wellcome  Co. 

/ Burroughs  Wellcome  Co. 
iTi  / Research  Triangle  Park 
Wallcome  / North  Carolina  27709 
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Furacíif  soluble  dressing 

(nitrofurazone) 

for  dressing  and  re-dressing  second-  and  third-degree  burns 


With  the  constant  advent  of  new  antibacterials, 
resistance  patterns  change... but  today,  as  in  1947,  Furacin 
(nitrofurazone)  continues  to  be  bactericidal  against  Staph, 
aureus,  the  most  common  burn  wound  invader,  and  one 
which  frequently  develops  resistance  to  other  antibacterials. 
Furacin  is  also  bactericidal  against  most  other  bacteria 
commonly  causing  surface  infection. 

Furacin  is  painless  and  soothing  on  application,  water- 
soluble,  nonmacerating,  and  virtually  nontoxic  to  tissue. 

Furacin  is  available  in  tubes  of  28  grams  and  56  grams, 
and  jars  of  135  grams,  454  grams,  and  5 pounds. 


EATON  LABORATORIES 
Norwich  International 


Contains:  0.2%  Furacin  (nitrofurazone).  Indications: 
Adjunctive  therapy  for  2nd  and  3rd  degree  burns 
when  bacteriol  resistance  to  other  agents  is  a real  or 
potential  problem.  Skin  grafting  where  bacterial 
contamination  may  cause  graft  rejection  and/or  donor 
site  infections.  Contraindications:  Known  prior 
sensitization  to  nitrofurazone.  Warnings:  Nitrofurazone 
has  been  shown  to  produce  mammary  tumors  when 
fed  at  high  doses  to  female  Sprague-Dawley  rats.  The 
relevance  of  this  to  topical  use  in  humans  is  unknown. 
Safe  use  of  nitrofurazone  during  pregnancy 
has  not  been  established.  Use  on  women  of child- 
bearing age  is  nat  recommended  unless  the  therapeutic 
benefit  outweighs  the  possible  risk.  Precautions:  As 
with  other  topical  antimicrobial  agents,  overgrowth  of 
resistant  organisms  may  occur.  If  this  occurs,  or  if 
irritation,  sensitization  or  superinfection  develop, 
treatment  with  nitrofurazone  should  be  discontinued 
and  appropriate  therapy  instituted.  Adverse  Reactions; 
Furacin  has  not  been  significantly  toxic  in  man  by 
topical  application.  Sensitivity  is  low,  with  on  overall 
incidence  of  ) .l  percent.  Sensitivity  reoctions  should 
be  handled  in  a normal  monner,  except  in  the  rare 
instance  of  severe  contact  dermotitis,  when  steroid 


Brand  new... 
and  effective  for 
over  25  years 

Great  new  lemon  swiss  creme  flavor. 
Proven  Maalox*  formula  plus  simethicone. 


New 


Maalox 
Plus 


with 

SIMETHICONE 

ANTACID/ANTIFIATULENT 


taste  preferred  by  over  60%  of  chronic  antacid 
users  tested  with  another  leading  antacid 

extra  simethicone  to  relieve  flatulence 

non-constipating 

low  sodium  content 

available  in  liquid  or  chew  tal 


After  you  taste  it,  you’ll ^rescrib^ji 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALLTHE  RIGHT 
REASONS. 


• prompt  and  specific  action 

• documented  benefit-to^risk  ratio 


three  dosage  strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu-. 
locytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.I.d.  or  q.i.d.  \ severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg  — bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  f^ew  Jersey  07110 


LIBRIUM 


@ 


chlordiazepoxide  HCI/Roche 
5mg,10mg,  25mg  capsules 


Please  see  following  page. 


LIBRIUM 

(chlordiazepoxide  HQ) 

FOR  ALL  THE  RIGHT 
REASONS. 


Yesterday’s  decision  tcy.lise  Libritim  for  a clinically  anxious 
patient  was  based  on  several  goSd  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patient’s  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS' 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefit-to-risk  ratio.  And  Librium  is  used  concomitantly  with  such  drugs 
as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 

It’s  a good  choice.  For  today.  And  tomorrow. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 

LIBRIUM 

chlordiazepoxide  HCI/Roche 

Please  see  preceding  page  for  summary  of  prcxluct  information. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


i 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  carefui 
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respond  to  one 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium  (g 

(diazepam)  ^ 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Fkmous  Fighters 


NEOSPORIPf  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains  Aerosponn'®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base), 
special  white  petrolatum  qs  In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx  ) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  adiunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  In 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
Infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacferlal  Infection 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  Incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS;  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  Is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patien'  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACT1DNS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML, 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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INTRAPERICARDIAL  TERATOMA; 
A CAUSE  OF  CARDIAC  TAMPONADE 

IN  INFANCY 


Primary  cardiac  tumors  are  rare  in  the  general 
autopsy  population  and  even  less  common  in 
infancy  (35-53).  The  incidence  has  been  estimated 
at  less  than  one  per  1,000  autopsies  (59).  Intra- 
pericardial  teratoma  is  the  second  most  frequent  heart 
tumor  in  children  (56)  and  is  only  exceeded  by  intra- 
mural rhabdomyoma  (39).  Clinically,  intrapericardial 
teratoma  is  manifested  by  acute  pericardial  effusion 
leading  to  cardiac  tamponade  in  infants  under  3 months 
of  age  (1-34,  54-58,  60).  The  purpose  of  this  commu- 
nication is  to  report  an  example  of  this  rare  neoplasm. 

Case  Report 

J.  P.  0.,  a 3 month  old  male  infant,  was  admitted  to  Ponce 
District  General  Hospital  on  July  24,  1970  with  tachycardia, 
tachypnea,  intercostal  retractions,  weak  peripheral  pulses,  pa- 
leness, enlarged  pulsating  Over,  and  jugular  vein  engorgement. 
On  auscultation,  the  heart  sounds  were  muffled  and  there  was 
flatness  to  percussion  and  decreased  respiratory  sounds  on  the 
left  hemithorax.  The  mother  stated  that  the  infant  had  been 
tachypneic  since  birth,  with  intermittent  audible  breathing 
and  bouts  of  generalized  faint  cyanosis. 

On  admission,  the  hemoglobin  was  10  gm.  percent  and  the 
leukocyte  count  was  13,400  with  66  percent  lymphocytes 
and  14  percent  stab  cells.  The  chest  radiograph  revealed  an 
enlarged  cardiac  silhouette  opacifying  the  left  hemithorax 
homogeneously.  The  electrocardiogram  showed  ri^t  ventricular 
overload  demonstrated  by  the  presence  of  Q waves  on  the  ri^t 
precordial  leads. 

At  one  month  of  age  the  patient  had  been  admitted  to  ano- 
ther hospital  with  a clinical  picture  similar  to  the  one  on  the 
present  admission.  On  that  admission  (Fig.  1),  the  infant  was 
treated  with  digitalis,  diuretics,  oxygen  and  antibiotics,  followed 
by  a pericardial  aspiration  that  yielded  83  ml  of  an  opalescent 
amber  colored  fluid.  Culture  of  the  fluid  was  negative  and 
there  was  no  evidence  of  malignant  cells  in  its  content.  After 
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pericardial  aspiration,  the  cardiac  silhouette  decreased  in  size, 
but  did  not  present  any  unusual  configuration  (Fig.  2).  There 
was  some  increase  in  the  voltage  of  the  electrocardiogram. 

On  the  present  admission,  a second  pericardial  tap  produced 
70  ml.  of  clear  orange  colored  fluid  with  a protein  content  of 
824  mg.  percent,  32,700  leukocytes,  and  50  erythrocytes  per 
cubic  millUiter.  No  viral  or  bacterial  agents  were  isolated 
and  no  abnormal  cells  were  found. 

Immediately  after  the  procedure,  hepatomegaly,  tachycardia 
and  tachypnea  improved.  The  cardiac  silhouette  decreased 
in  size  (Fig.  3)  but  not  to  the  same  extent  observed  after  the 
first  pericardiocentesis.  A grade  2/6  systolic  ejection  heart 
murmur  appeared  at  the  upper  thoracic  region.  Several  days 
later  a decline  in  the  condition  of  the  patient  was  observed. 


Figure  1 
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Figure  2 


A third  pericardiocentesis  yielded  80  ml.  of  serosanguineous 
readily  coagulable  fluid.  An  artificial  pneumopericardium 
was  inadequate  for  diagnosis. 

At  thoracotomy,  a large  intrapericardial  tumor  was  found 
adherent  to  the  right  posterolateral  atrial  wall,  extending 
to  and  surrounding  the  pulmonary  artery  and  aorta.  Follow- 
ing the  dissection  cardiac  arrest  occurred  and  resuscitative 
measures  were  unsuccessful.  Studies  on  the  pathological 
specimen  (Fig.  4)  revealed  a multicystic  tumor  6 by  4 by 
4 cm.  with  mucous  glands,  stratified  respiratory  epithelium, 
tall  columnar  epithelial  tissue,  and  bands  of  brain  and  carti- 
lage tissue.  These  findings  were  considered  compatible  with 
a histologically  benign  teratoma  with  tissues  derived  from 
ectoderm  and  mesoderm. 

Discussion 

Primary  cardiac  tumors  are  rare  and  extremely  rare 
in  the  pediatric  age  group  (35-53,  58,  59).  The  most 
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Figure  3 


frequent  cardiac  tumor  in  infancy  is  rhabdomyoma 
followed  by  intrapericardial  teratoma  (38,  39,  41,  45, 
53,  58).  The  symptoms  of  cardiac  neoplasms  are 
directly  related  to  their  intracavitary,  myocardial  or 
pericardial  location.  Clinical  manifestations  may  si- 
mulate cardiac  involvement,  extracardiac  disease,  or 
both  (50).  They  may  mimic  valvular  disease,  or  con- 
sist of,  embolic  phenomena,  conduction  and  rhythm 
disturbances,  myocardial  function  impairment,  peri- 
cardial involvement  or  hematologic  changes. 

Intrapericardial  teratoma  was  first  described  by  Joel 
in  1890  (1).  The  first  successful  surgical  removal  was 
performed  by  Beck  in  1938  (12,  56).  Since  1890, 
forty  eight  intrapericardial  teratomas  have  been  reported 
including  all  ages  and  including  our  own  patient.  Only 
23  patients  have  been  infants  under  3 months  of  age. 
Infants  under  3 months  of  age,  described  in  the  liter- 
ature, have  usually  developed  acute  pericardial  effusion 


368 


Bol.  Asoc.  Méd.  P.  Rico 
Diciembre  1975 


Figure  4 

leading  to  cardiac  tamponade.  Our  patient  also  followed 
this  course.  The  pericardial  fluid  in  all  cases,  including 
our  own,  has  been  serous  and  devoid  of  histologically 
malignant  cells  or  organisms. 

Our  patient  showed  a substantial  decrease  in  cardiac 
silhouette  after  the  first  pericardial  aspiration  (Fig.  2), 
but  it  failed  to  reveal  the  contour  of  the  tumor  al- 
though there  was  a suggestion  of  a double  shadow 
close  to  the  left  cardiac  border  that  could  have  been 
due  to  the  teratoma.  Subsequent  pericardiocenteses 
failed  to  decrease  the  heart  shadow  probably  due  either 
to  adherences  after  repeated  taps  or  to  tumor  growth. 
The  rapid  coagulation  and  serosanguineous  nature  of 
the  pericardial  fluid  obtained  in  the  last  aspiration 
was  probably  due  to  damage  to  blood  vessels  during 
the  repeated  aspirations. 

Primary  attachment  of  the  tumor  to  one  or  both 
great  vessels  has  been  reported  in  90  percent  of  the 
cases  described  in  the  literature  (56).  Our  patient 
had  a primary  attachment  to  the  right  atrial  wall. 

The  final  outcome  of  patients  with  intrapericardial 
teratoma  depends  on  the  early  recognition  of  the 
triad  of  cardiomegaly,  muffled  heart  sounds  and  cardiac 
tamponafe  due  to  a clear  serous  fluid.  These  signs 
should  be  followed  by  a diagnostic  artificial  pericardial 
pneumography  and  early  tumor  surgical  removal. 

Summary 

Intrapericardial  teratoma  is  the  second  most  fre- 
quent tumor  in  the  pediatric  age  group.  A 3 month 
old  infant  with  acute  pericardial  effusion  leading  to 
cardiac  tamponade,  secondary  to  an  intrapericardial 
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teratoma,  is  described.  This  clinical  picture  in  an 
infant  at  or  under  3 months  of  age  is  highly  sug- 
gestive of  this  intrapericardial  tumor.  Only  24  pa- 
tients, at  or  under  3 months  of  age  including  our  own, 
are  reported  in  the  literature. 

Resumen 

El  teratoma  con  localización  intrapericárdica  es  el 
segundo  en  frecuencia  entre  los  tumores  cardíacos  de  la 
edad  pediátrica.  Se  describe  un  infante  de  3 meses 
con  dicho  tumor  cuya  forma  de  presentación  clínica 
fue  derrame  pericárdico  agudo  seguido  de  taponamiento 
cardíaco.  La  presencia  de  este  tumor  se  manifiesta 
clínicamente  en  esta  forma  en  los  primeros  3 meses 
de  vida.  El  presente  caso  es  el  vigésimo  cuarto  paciente 
infonnado  en  la  literatura  en  los  primeros  3 meses 
de  vida. 
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SUDDEN  DROP  IN  ALCOHOL  AND  DRUG 
RELATED  TRAFFIC  DEATHS  IN 
PUERTO  RICO  - 1974 


Sidney  Kaye,  Ph.D. 


Traffic  deaths  in  Puerto  Rico  have  been  slowly 
but  steadily  rising  with  intermittant  increases 
and  decreases  during  the  last  8 years  (1966-1973) 
(1,  2,  3,  4,  5,  6). 

In  1974,  we  had  a 2 percent  drop  from  the  previous 
all  time  high  of  last  year  (1973). 


TABLE  I 

TOTAL  TRAFFIC  FATALITIES 


1966 

407 

1967 

489 

1968 

545 

1%9 

542 

1970 

451 

1971 

478 

1972 

552 

1973 

577 

1974 

565 

In  376  cases  out  of  a total  of  489  post-mortem 
examination  (ILM  + Island),  blood  alcohol  levels  were 
determined.  In  the  remaining  123  cases,  no  blood  al- 
cohol was  determined  because  of  the  long  interval 
of  time  elapsed  between  accident  and  the  death  (more 
than  5 hours)  and  also  no  blood  alcohol  was  deter- 
mined on  persons  under  15  years  old. 

Only  174  (46  percent)  cases  were  positive  for 
alcohol  out  of  a total  of  376  cases  that  were  checked 
for  alcohol  in  blood.  See  Graph  I. 

This  is  the  first  time  in  seven  years  that  this  has 
been  lower  than  50  percent.  Of  these  174  cases, 
169  (97  percent)  were  males  and  only  4 were  fe- 
males or  a proportion  of  42:1  of  males  over  females. 
The  remaining  202  (54  percent)  cases  were  alcohol 
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negative  in  the  blood  sample  of  which  157  were  males 
and  45  were  females. 

It  has  been  established  (1,  2,  3,  4,  5,  6)  that  al- 
cohol is  the  major  contributing  factor  in  these  traffic 
deaths  in  Puerto  Rico  in  persons  16  years  and  above. 
Alcohol  related  traffic  had  been  on  the  steady  increase 
during  these  last  8 years,  — but  suddenly  in  1974, 
there  was  a sudden  drop  in  the  alcohol  related  traffic 
deaths. 

This  is  the  first  time  in  seven  years  (*)  that  the 
“Drinking  Driver  Fatalities”  were  below  50  percent 
for  the  year.  Great  efforts  and  money  have  been 
spent  toward  this  goal.  Perhaps,  the  “rising  trend” 
has  been  curbed  and  our  people  have  been  convinced 
that  like  “Russian  Roulette”  it  does  not  make  sense 
to  risk  the  chance  of  an  accident  while  driving. 
With  a blood  alcohol  level  of  0.10  percent,  your 
chances  of  having  a fatal  accident  is  increased  8 times, 
and  at  0.15  percent  this  is  increased  to  24  times. 

It  is  also  gratifying  to  see  that  the  pedestrian 
walking  while  influenced  (“WWI”)  rate  also  fell  to 
its  lowest  level  since  this  study  started  in  1968. 

In  all  traffic  fatalities,  requests  for  blood,  urine 
and  bile  is  made  to  allow  screening  for  drugs.  In  1974, 
there  were  only  two  positive  cases  found;  both  were 
barbiturates.  One  was  negative  for  alcohol  and  the  other 
had  0.08  percent  alcohol  by  weight;  one  was  a driver 
(M),  and  the  other  was  a pedestrian  (F).  These  findings 
are  appreciably  lower  when  compared  to  the  previous 
5 years  (Table  III). 

Another  interesting  note  was  the  absence  of  the 
“incidental”  finding  of  morphine  in  contrast  to  pre- 
vious years  (Table  III).  This  drop  in  morphine  was  in 
general  agreement  with  the  overall  deaths  due  to  mor- 
phine overdose  which  fell  from  a high  plateau  of  33  in 
1970  and  33  in  1971,  to  8 in  1972  (7),  2 in  1973  (6), 
and  none  for  1974. 

This  big  drop  of  the  “incidental”  finding  of  drugs 


(*}  This  study  was  made  possible  with  financial  assistance 
from  the  Puerto  Rico  Highway  Safety  Commission,  start- 
ing 1 968-to-date. 
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TABLE U 

ALCOHOL  RELATED  TRAFFIC  DEATHS 


Year 

Pedestrian 

Driver 

1968 

44  percent 

78  percent 

1969 

45  percent 

67  percent 

1970 

60  percent 

63  percent 

1971 

56  percent 

67  percent 

1972 

65  percent 

69  percent 

1973 

42  percent 

60  percent 

1974 

34  percent 

48  percent 

TABLE m 

DEPRESSANT  DRUG  SCREENING  IN  TRAFFIC  FATALITIES 

1969(11) 

6 Morphine 

1 Fiorinal(Sandoptal) 

2 Phenobarbital 

1 Thorazine 

1970(10) 

2 Morphine 

1 Benadryl 

4 Phenothiazine 

2 Methanol 

1971(13) 

4 Morphine 

1 Butisol 

6 Phenothiazine 

1 Fliorinal 

1 Phenobarbital 

1972(9) 

1 Morphine 

3 Fiorinal 

3 Phenothiazine 

2 Phenobarbital 

1973(3) 

3 Phenobarbital 

1974(2) 

2 Barbiturate 

(both  phenobarbital) 

is  in  general  agreement  with  a big  drop  noted  in  total 
drug  overdose  fatalities  in  Puerto  Rico  in  1974.  Per- 
haps our  drug  abuse  problem  has  somewhat  lessened? 

Summary 

1.  The  total  number  of  traffic  fatalities  has  decreased 
2.1  percent  below  the  high  record  of  last  year. 

2.  The  male  fatalities  outnumber  females  5 to  1. 


This  is  in  general  agreement  with  previous  years 
(1968-1973). 

3.  The  pedestrians  continue  (as  in  previous  years) 
to  to  outnumber  the  driver  fatalities  almost  2 to  1; 

and  the  males  again  outnumbered  the  females  about 
4 to  1.  The  largest  representative  age  group  was' 
between  51  and  70  (25  - 20M:5F);  and  71  years 
and  older  (25  - 18M:7F). 

4.  The  driver  fatalities  again  by  far  outnumber  the 
female  by  13  to  1.  The  largest  representative 
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Graph  I:  Alcohol  Samples  of  Post-Mortem  Examina- 

tions - 1974. 

age  group  was  21  to  30  with  39  fatalities-a/i  niales. 
This  is  in  general  agreement  with  previous  years. 

5.  Most  traffic  fatalities  occurred  during  the  evenings 
of  the  weekend. 

6.  Blood  alcohol  determinations  showed  that  46  per- 
cent of  the  total  cases  analyzed  were  positive  for 
alcohol  (169M:4F  or  42:1).  The  remainder  54 
percent  were  negative  (157M:45F). 

7.  Saturday  accounted  for  the  largest  number  of  po 
sitive  alcohol  cases  34  percent,  followed  by  Sunday 
20  percent.  These  2 days  accounted  for  more 
than  the  rest  of  the  week.  And  of  these  most  were 
at  night  (6:00  PM  to  6:00  AM). 

8.  In  50  percent  of  the  group  positive  for  alcohol, 
the  blood  alcohol  concentration  (BAG)  was  0.15 
percent  or  above;  29  percent  in  the  0.10  to  0.14 
percent  range;  and  22  percent  in  the  0.09  percent 
BAG  and  less. 

This  again  shows  that  it  is  the  heavy  (problem) 
drinker  who  contributes  most  ot  our  traffic  fata- 
lities. 

9.  The  male  continues  to  far  exceed  the  female  in 
being  positive  for  alcohol  in  a traffic  fatality. 


Driver  - 68M  to  IF 
Pedestrian  - 71M  to  IF 

Driver  - ages  21-30  (24M) 

Pedestrian  - ages  21-30  (lOM) 

lO.In  1974  we  show  a sharp  decrease  in  the  percent 
of  alcohol  related  traffic  fataUties. 

11. Our  screening  for  drugs  in  a traffic  fatality,  show  a 
sharp  decrease  in  positive  cases.  Last  year  (1973) 
and  again  this  year  no  positive  morphine  was  found 
incident  to  a traffic  fatality. 

Conclusion 

It  is  hoped  that  this  downward  trend  of  the  alcohol 
and  drug  related  traffic  fatalities  in  Puerto  Rico  conti- 
nues. 
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Entre  las  diversas  lesiones  del  sistema  nervioso 
central  capaces  de  producir  pubertad  precoz, 
la  atrofia  cortical  cerebral  se  describe  infrecuente- 
mente en  la  literatura  médica.  En  el  presente  artículo 
resumimos  nuestra  experiencia  con  dos  pacientes, 
muy  similares  entre  sí,  ambos  con  desarrollo  sexual 
prematuro  y atrofia  de  corteza  cerebral.  Ambos 
casos  presentan  una  combinación  de  manifestaciones: 
epilepsia,  retraso  mental,  pubertad  precoz,  que  ha  sido 
considerada  como  una  entidad  nosológica. 

Resúmenes  Clínicos 

Caso  1: 

A.  H.,  niño  de  8 11/12  años,  hospitalizado  con  exacerba- 
ción de  un  desorden  convulsivo  crónico.  Se  vem'a  siguiendo 
en  las  chnicas  de  Niños  Lisiados  por  varias  anomahas  que 
incluían  meningocele  lumbar,  escoUosis  toracolumbar  severa 
y pie  corino  bilateral.  Nació  sin  compUcaciones  con  un 
peso  de  3400  gm.  Después  de  someterse  a cirugía  para  el 
meningocele  y el  talipes,  tuvo  un  desarrollo  aparentemente 
normal  hasta  la  edad  de  5 años,  cuando  siguiendo  un  episodio 
prolongado  de  fiebre  y vómitos  desarrolló  convulsiones  focales 
derechas.  En  meses  subsiguientes  se  hizo  evidente  una  hemi- 
paresis  derecha  seguida  de  un  deterioro  progresivo  del  habla 
y del  intelecto.  Tras  varios  meses  de  tratamiento  con  anti- 
convulsiv antes,  incluyendo  difenilhidantoína,  se  empezó  a 
notar  que  sus  rasgos  faciales  se  tomaban  bastos.  A la  edad 
de  7 años  desarrolló  veUo  púbico  y agrandamiento  del  pene 
y testículos.  El  pneumoencefalograma  demostró  ventrículos 
de  tamaño  normal  y cambios  atróficos  focales  sobre  todo  en 
corteza  frontal  izquierda.  El  resto  de  la  investigación  neuro- 
lógica  arrojó  resultados  similares  a los  de  esta  admisión  (vi- 
de  infra). 

El  examen  físico  al  ingreso  reveló  un  niño  de  27  kilos 
de  peso,  (taUa  imposible  de  medir  debido  a deformidades 
óseas),  semiestuporoso,  obviamente  retardado,  con  notable 


Del  Departamento  de  Pediatría,  Hospital  de  la  Capital, 
Centro  Médico  de  Puerto  Rico. 


dificultad  en  el  habla  y voz  ronca.  Otros  hallazgos  de  interés 
fueron:  acné  de  cara  y cuello,  rasgos  faciales  toscos,  atrofia 
óptica  temprana  OD,  otitis  media  derecha,  marcada  escoliosis 
toracolumbar,  hemiparesis  espástica  derecha,  frecuentes  movi- 
mientos clónicos  de  brazo  y pierna  derechos,  abundante  veUo 
púbico  y axilar.  Pene  de  lOcm.  de  largo.  Testículos  agranda- 
dos, a saber:  izquierdo  2.8  cm.  de  largo,  derecho  3.1  cm.  de 
largo.  (Tamaño  normal  para  esta  edad:  pene  3-4  cm.  de  lon- 
gitud relajado,  testículos  1.6  cm.  de  longitud)  (1).  Grado  de 
desarrollo  sexual  correspondiente  a un  estadio  4 de  Taimen 

HaUazgos  de  laboratorio  pertinentes: 

Placas  de  cráneo  y escintigrama  cerebral  - Negativos. 

Edad  ósea  - 13  años. 

Electroencefalograma  - Frecuencias  más  lentas  de  lo  nor- 
mal sobre  todo  en  hemisferio  izquierdo,  entremezcladas 
con  actividad  paroxística  de  ondas  de  alto  voltaje. 

Gonadotropinas  séricas  (radioinmunoensayo) 

LH  7 M-lU/ml  (Normal  en  adulto  hasta  11) 

FSH  7 M-lU/ml  (Normal  en  adulto  4-25) 

Se  logró  controlar  el  status  epilecticus  con  cuatro  anti- 
convulsiv antes  y con  tratamiento  de  la  otitis  media.  Dos  in- 
tentos de  colección  de  orina  para  análisis  hormonales  fueron 
infructuosos. 

Caso  2: 

Niña  caucásica,  hospitalizada  a los  3 1/2  años  por  epilepsia 
desde  la  edad  de  6 meses,  presentando  episodios  convulsivos 
de  brazo  y pierna  derechos.  Nació  a término  de  madre  de 
31  años  Gr  IX  P III  Ab  VI  en  presentación  de  vértice,  con  peso 
de  2400  gm.  Tuvo  cianosis  neonatal,  requiriendo  oxígeno 
por  varios  días.  Al  examen  físico  presentó  retraso  psicomotor 
moderado  y hemiparesis  derecha.  La  investigación  neurológica 
incluyó  placas  de  cráneo  y examen  de  líquido  cefalorraquídeo 
negativos.  El  electroencefalograma  demostró  frecuencias  lentas, 
alternando  con  actividad  epileptiforme,  en  la  región  anterotem- 
poral  izquierda.  El  pneumoencefalograma  fue  sugestivo  de 
obstrucción  en  las  foráminas  de  Lushka  y Magendie  o en  cis- 
ternas básales.  La  paciente  recibió  tratamiento  anticonvulsivo 
y se  remitió  a la  Ch'nica  de  Neurología  para  seguimiento. 

Reingresó  a la  edad  de  7 11/12  años  con  prurito  genital, 
diagnosticándose  diabetes  meUitus.  La  menarquia  había  ocurri- 
do tres  meses  antes,  precedida  con  varios  meses  de  anterioridad 
por  pubarquia  y telarquia.  Peso  40  kUos;  estatura  133cm.:  Edad- 
talla  8 7/12  años;  edad  mental  de  alrededor  de  4 años.  Hemi- 
paresis espástica  derecha.  Cabeza  pequeña,  hemicráneo  izquier- 
do más  reducido  que  el  derecho.  Atrofia  óptica  bilateral,  más 
marcada  en  ojo  izquierdo.  Campos  visuales  normales.  VeUo 
púbico  presente,  mamas  bien  desarroUadas,  correspondiendo 
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el  grado  de  maduración  sexual  a un  estadio  4 de  Tanner. 

Hallazgos  de  laboratorio  pertinentes; 

Placa  de  cráneo  y escintigrama  cerebral  - Negativos. 

Edad  ósea  - 12  años. 

Electroencefalograma  - Otra  vez  demostró  asimetría  entre 
los  dos  hemisferios,  aunque  la  actividad  de  fondo  era 
generalmente  lenta. 

Pneumoencefalograma  (en  admisión  posterior)  - cuarto 
ventrículo  algo  agrandado;  ventrículos  lateral  izquierdo 
y tercero  también  agrandados  y desplazados  hacia  la 
izquierda;  ventrículo  lateral  derecho  de  tamaño  normal 
pero  también  desplazado  hacia  la  izquierda;  cuerno 
temporal  derecho  mucho  mayor  que  el  izquierdo.  Im- 
presión: Hemiatrofia  cerebral  izquierda. 

Comentarios 

La  maduración  sexual  ocurrió  en  ambos  pacientes 
a los  siete  años  de  edad,  lo  que  claramente  constituye 
pubertad  precoz  (2).  El  agrandamiento  testicular  y 
los  niveles  elevados  de  gonadotropinas  séricas  evidencian 
pubertad  precoz  verdadera  en  el  Caso  1.  En  el  Caso  2, 
aunque  no  se  hicieron  determinaciones  hormonales, 
la  ausencia  de  condiciones  que  pudieran  haber  causado 
una  pseudoprecocidad  sexual  hace  suponer  que  la  ma- 
duración sexual  prematura  fue  también  de  tipo  ver- 
dadero. 

La  pubertad  precoz  verdadera  es  más  frecuente 
en  la  hembra,  en  la  que  es  idiopática  en  el  90  por  ciento 
de  los  casos.  Las  causas  neurogénicas  constituyen  20  - 
25  por  ciento  del  total  de  casos  de  ambos  sexos.  Están 
implicadas  más  frecuentemente  en  el  varón;  cerca  de 
dos  terceras  partes  de  los  casos  publicados  de  pubertad 
precoz  neurogénica  han  ocurrido  en  ese  sexo.  Está  pre; 
ponderancia  se  debe  principalmente  a la  mayor  inciden- 
cia en  el  varón  de  precocidad  sexual  asociada  a tumores 
cerebrales.  Mientras  que  un  varón  con  pubertad  precoz 
verdadera  tiene  aproximadamente  dos  probabilidades 
en  cinco  de  tener  un  tumor  cerebral,  el  riesgo  en  la 
hembra  es  sólo  de  una  probabilidad  en  diez. 

Entre  los  tumores  cerebrales  que  producen  pubertad 
precoz  el  pinealoma  ocurre  raramente,  representando 
solamente  de  1.1  a 1.7  por  ciento  de  los  tumores 
cerebrales  (2);  tiende  más  a ocasionar  otros  trastornos 
endocrinos  como  hipogenitalismo  y diabetes  insípida. 
Sólo  ha  causado  pubertad  precoz  en  el  varón.  Otros 
tumores  asociados  a pubertad  precoz,  y más  frecuentes 
que  el  anterior,  se  sitúan  en  el  hipotálamo  y en  el  piso 
del  tercer  ventrículo;  también  ócurren  preferentemente 
en  el  varón.  Entre  ellos  predominan  el  astrocitoma  y 
el  hamartoma,  aunque  hay  gran  variedad  de  tipos 


histológicos.  Conviene  recordar  que  la  pubertad  precoz 
no  se  ha  asociado  nunca  a tumores  de  la  pituitaria. 

Las  causas  neurogénicas  no  tumorales  de  pubertad 
precoz  no  demuestran  el  mismo  grado  de  predilección 
por  el  sexo  masculino;  en  algunas  series  ocurren  con 
igual  frecuencia  en  ambos  sexos  (3).  Son  de  índole 
muy  variada  y,  como  en  el  caso  de  los  tumores  cere- 
brales, el  mecanismo  por  el  cual  ocasionan  precocidad 
sexual  no  se  ha  dilucidado  del  todo,  si  bien  el  denomi- 
nador común  lo  es  el  envolvimiento  hipotalámico. 
Pueden  clasificarse  como  sigue: 

(a)  Causas  mecánicas,  malformaciones 

Ej.  - Hidrocefalia,  trauma  obstétrico. 

(b) Causas  infecciosas 

Ej.  - Encefalitis,  meningitis  tuberculosa,  toxo- 
plasmosis. 

(c)  Causas  misceláneas 

Ej.  - Neurofibromatosis,  tuberosclerosis,  hemor- 
ragia cerebral,  cistinosis,  histiocitosis. 

(El  síndrome  de  McCune  - Allbright  ha  sido 
incluido  en  este  grupo  por  algunos  autores,  si 
bien  no  se  ha  demostrado  lesión  orgánica  alguna 
en  el  sistema  nervioso  central). 

En  la  experiencia  de  Bovier-Lapierre  (2,  3),  la  pu- 
bertad precoz  de  origen  neurogénico,  sobre  todo  tu- 
moral, presenta  ciertas  particularidades  clínicas,  a saber: 
adelanto  “masivo”  desde  el  primer  examen  del  desa- 
rrollo óseo  (más  de  72  meses)  y linear  (más  de  4 D.S.); 
maduración  “explosiva”  de  la  edad  ósea  (más  de  3 años 
en  1 año),  y aparición  temprana  de  vellosidad  axilar 
franca,  sin  respetar  la  cronología  puberal  normal.  Este 
último  signo,  que  ellos  interpretan  como  uno  de 
anarquía  puberal,  debe  sugerir,  en  su  experiencia,  una 
posible  etiología  tumoral  de  la  precocidad  sexual. 

Una  revisión  de  la  literatura  médica  relacionada  con 
pubertad  precoz  recoge  varios  casos  con  retraso  mental, 
muchos  de  ellos  con  un  desorden  convulsivo  asociado 
(4,  8).  En  algunos  de  estos  casos  no  se  identifica 
la  etiología  de  la  deficiencia  mental;  en  otros  se  señalan 
factores  perinatales  o disgenesia  cerebral.  Parentética- 
mente,  es  digna  de  mención  la  relativamente  alta  inci- 
dencia de  adrenarquia  prematura  en  pacientes  con  daño 
cerebral,  si  bien  en  estos  casos  se  trata  de  una  pre- 
cocidad sexual  de  tipo  parcial. 

La  atrofia  cortical  cerebral  como  causa  documen- 
tada de  pubertad  precoz  se  menciona  raras  veces  en 
las  series  publicadas.  Siguijonsdottir  et  al  (4)  informan 
un  paciente  con  desarrollo  sexual  prematuro  siguiendo 
una  encefalitis  en  quien  el  patrón  encefalográfico  su- 
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Figura  1;  Paciente  A.  H,  (A)  A la  edad  de  4 años;  (B)  A la 
edad  de  8 lltl'¿  años.  Nótese  la  alteración  en  los  ra^os 
faciales  y el  acné  de  cara  y cuello. 


giere  un  proceso  atrófico  focal;  no  se  confirmó  esta 
impresión  por  medio  de  otros  estudios.  Anastosopoulos 
y colaboradores  (5)  describieron  dos  pacientes  de  sexo 
femenino  con  epilepsia  temporal  y pubertad  precoz. 
En  una  de  ellas  el  pneumoencefalograma  demostró 
atrofia  de  lóbulo  temporal;  en  la  otra  se  sospechó 
este  diagnóstico  por  electroencefalografía. 

Al  informar  un  tercer  paciente  con  pubertad  precoz 
asociada  a epilepsia  temporal  - pneumoencefalograma 
negativo  en  este  caso  - Sánchez  Longo  y Oliver  (6) 
señalan  la  relación  existente  entre  crisis  convulsivas 
y desarrollo  sexual  prematuro.  Igualmente,  Scherman 
y colaboradores  (7)  enfatizan  la  frecuente  asociación 
de  pubertad  precoz  de  origen  central  con  patrones 
electroencefalográficos  de  tipo  centroencefálico,  con 
o sin  epilepsia  clínicamente  manifiesta. 

Finalmente,  Kohler  (8)  considera  la  trilogía  “epi- 
lepsia - pubertad  precoz  - retraso  mental”  - como  una 
secuela  especial  de  encefalopatías  anóxicas  o infeccio- 


sas. En  su  opinión,  dicha  combinación  de  hallazgos 
no  es  fortuita,  sino  que  constituye  una  entidad  noso- 
lógica.  En  la  serie  de  pacientes  que  él  describe  la 
epilepsia  era  predominantemente  de  origen  subcortical 
profundo  y el  pneumoencefalograma,  cuando  se  hizo, 
no  fue  revelador.  Algunos  pacientes  presentaban  as- 
pecto acromegaloide. 

Los  dos  casos  aquí  descritos,  aunque  presentan  la 
triada  de  manifestaciones  a que  alude  Kohler,  difieren 

de  sus  pacientes  en  la  presencia  subyacente  de  atrofia 
cortical  cerebral,  hallazgo  que,  como  ya  apuntamos, 
se  ha  documentado  pocas  veces  en  pacientes  con 
pubertad  precoz. 

Otro  dato  de  interés  en  el  Paciente  No.  1 es  el 
engrosamiento  de  los  rasgos  faciales  atribu íbie,  según 
sospechamos,  al  uso  prolongado  de  difenilhidantoína 
(Fig.  1).  Dicho  efecto  secundario,  al  igual  que  la 
tendencia  de  esta  droga  a causar  o agravar  el  acné,  ha 
sido  previamente  descrito  (9,  10). 
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Resumen 

Se  informan  dos  pacientes  con  pubertad  precoz 
asociada  a atrofia  de  corteza  cerebral.  Ambos  mani- 
fiestan la  trilogía  “epilepsia  - retraso  mental  - pubertad 
precoz”  que  algunos  consideran  como  una  unidad 
nosológica.  Se  discuten  algunos  aspectos  etiológicos 
y clínicos  de  la  pubertad  precoz  neurogénica. 

Summary 

Two  patients  with  cerebral  cortical  atrophy  and 
associated  precocious  puberty  are  described.  Both  of 
them  manifest  the  trilogy  “epilepsy  - mental  retarda- 
tion - precocious  puberty”,  considered  by  some  as  a 
nosologic  entity.  Some  etiologic  and  clinical  aspects 
of  neurogenic  precocious  puberty  are  discussed. 
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Influenza  is  a serious  viral  respiratory  disease 
which  has  heen  the  cause  of  many  deaths  in 
pandemic  outbreaks  in  the  past  (1).  It  presents 
the  problem  of  perpetual  antigenic  drift  and  change- 
ability of  the  infective  agent,  which  makes  difficult 
the  preparation  of  a proper  vaccine  as  it  has  to 
comply  with  these  changes  in  order  to  immunize 
the  population  with  the  most  recent  virus  (2,  3). 

Inactivated  virus  vaccine  had  been  used  for  many 
years  in  the  form  of  a subcutaneous  injection  (4). 
In  the  past  few  years  a live  attenuated  vaccine  has 
been  under  study.  After  establishing  safety  and  ef- 
ficacy with  live,  intranasal  Hong  Kong  type  strain  in 
1968  it  was  necessary  to  shift  to  a recombinant  of 
A/EngIand/42/72  to  provide  proper  protection  (5). 

A/England/42/72  influenza  virus  strain  was  isolated 
in  1972  by  Dr.  Pereira  in  England.  A live,  intranasal 
influenza  vaccine  named  Alice,  was  developed  from  an 
attenuated  strain  of  this  virus.  We  are  presenting 
in  this  report  the  results  of  a study  that  we  did  in  a 
group  of  patients  considered  to  belong  to  a high  risk 
population. 

Materials  and  Methods 

The  study  was  performed  at  the  San  Juan  Veterans  Admi- 
nistration Hospital,  San  Juan,  Puerto  Rico  from  November 
1973  to  April  1974.  One  hundred  volunteers  among  patients 
with  an  underlying  disease  such  as  cardiac,  metabolic  or  pul- 
monary, were  selected  (Table  I).  Each  patient  had  a complete 
history  and  physical  examination  prior  to  vaccination  and  at  the 
completion  of  the  study.  Laboratory  studies  including  CBC, 
urinalysis,  liver  and  kidney  function  tests,  blood  sugar  and 
antibody  titers  were  made  prior  to  and  thirty  days  after  initial 
vaccination. 


From  the  Veterans  Administration  Hospital,  San  Juan, 
P.  R.,  University  of  Puerto  Rico,  School  of  Medicine  and 
University  of  Maryland,  School  of  Medicine,  Baltimore,  Mary- 
land. 


Half  of  the  patients  received  a single  injection  of  0.5  ml 
of  a killed  parenteral  vaccine  (KPV),  ZonomunéS)  (Eli  Lilly  and 
Co.,  Indianapolis,  Indiana,  lot  7DK06A),  containing  700  CCA 
units  of  A/England/42/72  (H0N2)  and  300  CCA  units  of 
B/Mass/1/71  per  dose.  The  other  half  was  given  two  doses 
of  intranasal  attenuated  influenza  vims  vaccine,  Alice  strain 
(INV),  lot  3F/0616,  10^%IDgQ  per  dose,  with  an  interval 
period  of  two  weeks.  A third  group  of  patients  with  a recent 
myocardial  infarction  was  used  as  control  and  did  not  receive 
vaccine. 

The  INV  was  supplied  by  Smith,  Kline  and  French  La- 
boratories in  Philadelphia,  Pennsylvania  and  it  was  reconstituted 
immediately  prior  to  its  administration.  Four  or  five  drops 
were  apphed  in  each  nostril  with  the  patient  supine  and  his 
head  extended;  he  had  to  remain  in  this  position  for  at  least 
one  minute  after  administration  of  the  vaccine. 

Reactions  to  the  vaccine  such  as  sneezing,  stinging,  pain, 
cough,  pharyngitis,  headache,  malaise,  arthralgia,  myalgia  and 
fever  were  recorded  immediately  after  vaccination  and  for  the 
next  following  six  days. 

The  three  groups  were  followed  weekly  untU  the  end  of 
April  1974,  and  in  case  any  patient  developed  symptoms  of 
an  upper  respiratory  infection  during  the  surveillance  period, 
these  were  recorded  and  blood  was  drawn  for  serological 
studies. 

Vaccines  were  administered  from  November  1973  to  Ja- 
nuary 1974. 

The  hemagglutination-inhibition  (HI)  tests  were  performed 
by  the  method  recommended  by  the  Center  for  Disease  Con- 
trol, Atlanta,  Georgia.  Sera  were  treated  overnight  with  the 
receptor  destroying  enzyme  of  Vibrio  cholerae  to  remove  non- 
specific inhibitors.  Four  hemagglutinin  units  of  A/University 
of  lVlaryland/2/72  (H3N2),  an  A/England/42/72  type  vims 
and  B/University  of  Mary  land/ 1/71  were  used  in  the  tests. 
HI  tests  were  carried  out  by  standard  microtiter  techniques, 
starting  with  1:8  dilution. 

Results 

Clinical  reactions  after  immunizations  were  mild 
and  transient,  mainly  rhinitis,  cough  and  headache. 
21.6  percent  of  the  live  vaccinees  had  symptoms 
after  the  first  dose  and  18.8  percent  after  the  second 
dose.  Similar  symptoms  accentuated  by  malaise  were 
observed  in  those  receiving  KPV.  Table  II  summarizes 
these  results. 

Four  subjects  given  live  vaccine  had  a temperature 
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TABLE  I 

DISTRIBUTION  OF  PATIENTS  ACCORDING  TO  ILLNESSES 


KPV  * 

INV  ** 

Cardiovascular  Diseases 

26 

22 

Diabetes  Mellitus 

17 

14 

Pulmonary  Diseases 

6 

6 

Spinal  Cord  Injury 

1 

8 

Total 

50 

50 

Age  Range 

29-91  yrs. 

18-90  yrs. 

Average  Age 

56.5  yrs. 

52.9  yrs. 

* - killed  parenteral  vaccine 

**  - intranasal  attenuated  influenza  virus  vaccine 

TABLE  II 

V accine 

Number 

Percent  with 
sympt. 

Percent  with 

1 sympt. 

Percent  with 

2 sympt. 

Percent  with 

3 sympt. 

Percent  with 

4 or  more 

INV 

Dose  1 

51 

21.6 

6 

1 

r 

3 

Dose  2 

48 

18.8 

3 

2 

1 

3 

KPV 

50 

22 

7 

1 

2 

1 

ranging  from  100.2  to  102  F;  three  of  these  had  a 
four-fold  or  greater  rise  in  antibody  titer;  no  data  are 
available  for  the  fourth.  Fever  lasted  one  to  four 
days.  These  could  have  been  due  to  intercurrent 
diseases. 

One  participant  in  the  killed  parenteral  group  had 
temperature  ranging  from  100.4  to  102.6  F on  days 
4,  5 and  6 after  vaccination,  with  a rise  in  serum 
HAL 

There  were  no  placebo  recipient  in  this  study. 
Therefore,  it  is  difficult  to  ascertain,  what,  if  any. 


of  the  symptoms  was  due  to  vaccination  and  what 
were  due  to  intercurrent  infections  in  the  population. 
In  any  event,  there  were  no  significant  differences 
in  the  reaction  to  the  vaccine  between  the  two  vac- 
cinated groups. 

Immune  Response 

Twenty  three  of  the  27  subjects  (62  percent) 
with  an  initial  serum  HAI  titer  of  1:32  or  less  had  a 
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TABLE  III 

SERUM  4X  RESPONSE  ACCORDING  TO  INITIAL  TITER 


Initial  titer 

4X  SERUM  HAI 

INV 

RESPONSE 

KPV 

< 8 

0/2* 

0 percent 

1/1 

100  percent 

8 

7/11 

64  percent 

11/12 

92  percent 

16 

12/17 

71  percent 

8/9 

89  percent 

32 

4/6 

67  percent 

5/8 

63  percent 

64 

0/4 

0 percent 

8/10 

80  percent 

> 32 

23/37 

62  percent 

25/30 

83  percent 

Number  of  subjects  with  a four-fold  or  greater  titer  increase/  total  subject  number. 


four-fold  response  in  antibody  titer  in  those  receiving 
live  vaccine.  Twenty  five  of  the  30  (83  percent) 
receiving  KPV,  had  a four-fold  or  greater  rise  in  HAI 
antibody  dter.  Generally,  titers  among  those  with 
KPV  tended  to  be  somewhat  higher  than  those  re- 
ceiving INV.  The  pre-and  post-vaccination  geometric 
mean  titers  were  1:17  to  1:101.5  for  live  and  1:21.4 
to  1:480  for  killed  vaccine  in  thirty  days.  Response 
was  highest  in  those  with  low  pre-vaccination  titers. 
As  pre-vaccination  titers  increased,  the  response  de- 
creased, until  no  further  increase  was  obtained  at 
1:64  with  INV,  but,  some  with  KPV  (Table  III). 

Discussion 

This  study  has  shown  that  live  intranasal  vaccine 
is  safe,  immunogenic  and  acceptable  to  elderly  and 
high  risk  individuals  with  chronic  debilitating  disease. 
The  killed  parenteral  vaccine  may  induce  hi^er  rate 
of  serum  immune  response  and  somewhat  higher 
antibody  titers,  however,  these  results  are  not  un- 
expected and  reflect  the  route  of  administration  and 
the  nature  of  the  vaccine.  Humoral  response  has 
generally  been  the  criterion  employed  in  estimating 
the  potential  protective  efficacy  of  influenza  vaccines, 
however,  it  has  been  also  shown  that  factors  other  than 
serum  HAI,  such  as  neuraminidase  inhibiting  antibody, 
nasal  secretory  antibody  and  cell  mediated  antibodies 


have  been  implicated  (6). 

Beare  et  al  studied  the  effects  of  live  and  killed 
vaccine  prepared  from  the  same  influenza  virus  and 
came  to  the  conclusion  that  killed  vaccine  induced 
higher  titers  of  circulating  antibodies,  but,  follow-up 
of  patients  showed  that  the  live  vaccine  gave  better 
protection  (7). 

Waldman  et  al  (1968)  studied  an  inactivated  virus 
vaccine  given  subcutaneously  and  intranasally  and  found 
that  all  recipients  of  the  intranasal  group  developed 
significant  rise  in  sputum  and  nasal  antibody  titers. 
These  were  significantly  higher  than  the  subcutaneous 
group.  Furthermore,  although  serum  antibody  response 
was  approximately  six  times  higher  in  the  subcutaneous 
group,  a significant  response  occurred  in  the  intranasal 
group  (8). 

Waldman  et  al  (1974)  also  studied  a live  vaccine 
similar  to  this  strain  and  found  it  non-reactogenic 
and  effective  in  stimulating  response  both  in  the  serum 
and  locally  in  the  nose.  Furthermore,  the  live  vaccine 
protected  86  percent  in  subsequent  challenge  with  viru- 
lent influenza  virus  (9). 

It  has  also  been  shown  that  influenza  virus  vaccine 
when  given  intranasally  to  mice  gives  more  protection 
than  the  same  inoculum  given  subcutaneously  or  intra- 
peritoneally  (10). 

Again  in  rhinovirus  and  parainfluenza  respiratory 
infections  in  humans,  neutralizing  antibodies  in  the  nose 
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have  been  more  closely  related  with  protection  than 
in  the  serum  (11,  12). 

Since  influenza  infection  is  confined  to  the  respirato- 
ry tract,  a live  virus  vaccine,  mimicking  the  course  of  an 
influenza  infection,  can  stimulate  various  types  of 
antibody  and  may  offer  better  protection  than  killed 
vaccine. 

Summary 

A group  of  volunteers  was  obtained  from  patients 
suffering  from  cardiac,  metabolic  and  respiratory  di- 
seases. Half  of  this  so-called  ' high  risk  population” 
received  a recently  developed  intranasal,  live  attenua- 
ted vaccine,  Alice  strain  (INV);  the  other  half  was  given 
killed  parenteral  vaccine  (KPV).  INV  was  given  in  two 
doses,  two  weeks  apart;  the  KPV  was  administered 
as  a single  subcutaneous  injection. 

Antibody  levels  were  determined  prior  to  and  thirty 
days  after  initial  vaccination.  The  vaccine  response 
among  the  live  virus  recipients  with  initial  titers  of 
1:32  or  less  was  62  percent  using  the  hemagglutina- 
tion-inhibition technique;  among  the  KPV  group  it 
was  83  percent.  With  INV,  36.2  percent  of  the 
vaccinees  had  no  change  from  initial  titers,  while 
this  only  happened  in  6.1  percent  of  the  patients 
receiving  KPV.  Furthermore,  79.5  percent  of  the 
KPV  patients  had  post-vaccination  titers  above  1:128 
while  only  23.4  percent  of  the  INV  group  had  such 
titers. 

Parenteral  vaccine  seems  to  stimulate  higher  serum 
antibody  levels  than  intranasal  vaccine,  but,  other 
studies  have  shown  that  the  effectiveness  of  the  anti- 
bodies produced  by  live  vaccine  given  intranasally 
is  greater  than  that  of  the  killed  vaccine  antibodies 
and  that  intranasal  vaccine  stimulates  the  production 
of  more  local  antibodies. 

Resumen 

Seleccionamos  un  grupo  de  voluntarios  entre  pa- 
cientes con  enfermedad  cardíaca,  metabólica  o pul- 
monar. A la  mitad  de  este  grupo,  considerado  como 
pacientes  de  “gran  riesgo”,  se  le  administró  una  vacuna 
intranasal  con  virus  atenuado  de  inflüenza,  cepa  Alice. 
A la  otra  mitad  se  le  administró  una  vacuna  parenteral 
con  virus  muerto.  La  vacuna  intranasal  se  dio  en  dos 
dosis  con  un  intervalo  de  dos  semanas;  la  parenteral 


era  una  sola  inyección  subcutánea. 

Se  determinaron  niveles  en  sangre  de  anticuerpos 
circulantes  antes  de  la  primera  dosis  de  vacuna  y a los 
treinta  días.  La  respuesta  de  la  vacuna  entre  los  pa- 
cientes que  recibieron  cepa  Alice  y que  tenían  títulos 
iniciales  de  1:32  o menos  fue  de  62  por  ciento  por  la 
técnica  de  hemaglutinación-inhibición.  El  título  de 
anticuerpos  más  alto  con  la  vacuna  intranasal  fue  de 
1:512  en  8.5  por  ciento  de  los  vacunados.  La  respuesta 
entre  los  vacunados  parenteralmente  fue  de  83  por 
ciento  y el  título  más  alto  fue  de  1:4096  en  un  10 
por  ciento.  Con  vacuna  intranasal  un  36.2  por  ciento 
de  los  vacunados  no  cambiaron  sus  títulos  iniciales 
mientras  que  esto  ocurrió  en  un  6.1  por  ciento  de  los 
vacunados  parenteralmente.  Aún  más,  79.5  por  ciento 
de  los  vacunados  parenteralmente  tuvieron  títulos  ma- 
yores de  1:128  mientras  que  solo  un  23.4  por  ciento 
de  los  de  vacuna  intranasal  obtuvieron  estos  títulos. 

La  vacuna  parenteral  parece  que  estimula  mayor 
producción  de  anticuerpos  en  el  suero  que  la  vacuna 
intranasal,  pero,  estudios  previos  han  demostrado  que 
la  efectividad  de  los  anticuerpos  producidos  por  la 
vacuna  con  virus  vivo  administrada  por  vía  intranasal 
es  mayor  que  la  de  los  producidos  por  la  vacuna 
parenteral  que  contiene  virus  muerto  y que  la  vacuna 
intranasal  estimula  mayor  producción  de  anticuerpos 
locales. 

Acknowledgement 

This  study  was  supported  by  a grant  from  Smith,  Kline 
and  French  Laboratories,  Philadelphia,  Pennsylvania  and  by  the 
General  Medical  Research  Laboratory  at  the  Veterans  Adminis- 
tration Center,  San  Juan,  Puerto  Rico. 


References 

1.  Cluff,  L.  E.,  Johnson,  I.  E.:  Clinical  Concepts  of  In- 
fectious Diseases.  The  Williams  and  Wilins  Co.  15:  152- 
159,  1972. 

2.  Hoeprich,  P.  D.;  Infectious  Diseases.  Harper  and  Row.  19: 
232, 1972. 

3.  Harris,  C.  S.:  Influenza  vaccines.  Ann  Intern  Med.  80:  469, 
1974. 

4.  Ruben,  E.  L.,  Akers,  L.  W.,  Stanley,  E.  D.  and  Jackson,  G. 
F.;  Protection  with  split  and  whole  virus  vaccines  against 
influenza.  Arch.  Intern.  Med.  132:  568-571,  Oct.  1973. 

5.  Fox,  J.  P.,  Kilbourne,  E.  D.:  Epidemiology  of  Influenza. 
Summary  of  influenza  workshop  IV.  J.  Infect.  Dis.  128 
(3):  361-386,  Sept.  1973. 


Bol.  Asoc.  Méd.  P.  Rico 
Diciembre  ¡975 


Attenuated  Influenza  Virus  Intranasal  Vaccine 


380 


6.  Wanzel,  R.  P.,  Hendley,  J.  O.,  Sonde,  M.  A.  and  Gwaltney, 
J.  M.:  Revised  bivalent  influenza  vaccine.  JAMA  226(4) 

435-438,  Oct.  1973. 

7.  Kilhourne,  E.  D.,  Butler,  W.  T,,  Rossen,  R.  D.;  Specific 
immunity  in  influenza.  Summary  of  influenza  workshop 
III.  J.  Infect.  Dis.  127  (2);  220-236,  Feb.  1973. 

8.  Waldman,  R.  R.,  Kasel,  J.  A.,  Togo,  Y.  and  Mann,  J.  J.; 
Influenza  antibody  in  human  respiratory  secretions  after 
subcutaneous  or  respiratory  immunization  with  inactivated 
virus.  Nature.  218  (5141):  594-595,  May  1968. 

9.  Lauteria,  S.  F,,  Kantzler,  G.  B.,  High,  P.  C.,  Lee,  J.  D. 

and  Waldman,  R.  H.:  An  attenuated  influenza  virus 

vaccine:  Reactogenicity,  transmissibility,  immunogenicity 


and  protective  efficacy.  J.  Infect.  Dis.  130  (4):  380-383, 
1974. 

10. Mann,  J.  J.,  Waldman,  R.  H,,  Togo,  Y,  Heiner,  G,  C., 
Dawkins,  A.  T.  and  Kasel,  J.  A.:  Antibody  response  in 
respiratory  secretions  of  volunteers  given  live  and  dead 
influenza  virus.  J.  Immun.  100  (4):  726-735,  1968. 

11.  Cate,  T.  R.,  Rossen,  R.  D.,  Douglas,  R.  G.,  Butler,  W.  R. 
and  Couch,  R.  B.;  The  role  of  nasal  secretion  and  serum 
antibody  in  the  rhinovirus  common  cold.  Am.  J.  Epi- 
demil.  84:  352,  1966. 

I2.Smith,  C.  G.,  Purcell,  R.  H.,  Bellanti,  J.  A.  and  Channock, 
R.  M.:  Protective  effect  of  antibody  to  parainfluenza 
type  I virus.  N.  Eng.  J.  Med.  275:  1145,  1966. 


A NEW  APPROACH  TO  THE  STUDY  OF 
IMMUNITY  TO  SCHISTOSOMES 


George  V.  Hilly er,  Ph.D. 
Ana  del  Llano  de  Diaz,  B.S.,  M.S. 

Mariano  Garcia-Bianco 


Around  fifteen  years  ago  several  workers  proposed 
a new  approach  to  the  study  of  immunization 
to  schistome  infections  (1,  2,  3,  4).  The  idea  evolved 
around  the  concept  that  cercariae  of  S.  mansoni 
or  S.  japonicum  could  be  irradiated  to  the  point  that 
they  were  still  viable  and  infective  but  would  not 
mature  in  the  host  sufficiently  to  produce  adult  wonns 
and,  thus,  pathology  (5). 

Another  approach  has  been  to  utilize  nonpathogenic 
forms  of  schistosomes  to  induce  an  immune  response 
and  then  observe  whether  they  are  protective  with  a 
challenge  infection  of  a human  strain  of  schistosome. 
This  has  been  done  with  zoophilic  strains  of  S.  japo- 
nicum followed  by  challenge  with  a human  strain  of 
S.  japonicum  (reviewed  in  6,  7)  or  with  different 
species  of  schistosomes  (S.  bovis,  S.  mattheei)  followed 
by  challenge  with  a human  strain  of  S.  mansoni  (8,  9). 

Use  of  extracts  of  cercariae,  adult  wonns  or  eggs 
of  schistosomes  followed  by  challenge  exposure  with 
homologous  cercariae  have  generally  failed  to  induce 
acquired  immunity  (for  reviews  see  2,  6,  10,  11).  In 
addition,  implantation  of  live  wonns  into  mice  with 
Millipore  diffusion  chambers,  although  resulting  in  the 
production  of  antibodies,  did  not  result  in  protection 
against  a challenge  exposure  (12). 

The  studies  of  Nelson  and  coworkers  on  heterologous 
immunity  (8,  9),  made  it  seem  attractive  to  look  at  other 
possible  heterologous  systems  where  common  antigens 
were  shared  between  other  parasites  and  schistosomes. 
Capron,  et  al,  for  example,  have  demonstrated  5 
common  antigens  between  Fasciola  hepático  and  S. 
mansoni  (13). 

The  ready  availability  of  large  amounts  of  F.  hepá- 
tico adult  worms  at  the  local  abattoirs  and  the  reactivity 
of  this  parasite  with  anti-5,  mansoni  antisera  made  us 
look  at  the  possibility  that  this  antigen,  when  used  to 
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immunize  mice  or  hamsters,  could  lead  to  the  induction 
of  an  immune  response  which  is  protective  against 
a challenge  with  5.  mansoni  Our  preliminary  findings 
are  the  subject  of  this  report. 

Finally,  the  recent  studies  of  Sher,  et  al,  demons- 
trate that  passive  transfer  of  serum  from  mice  infected 
with  5.  mansoni  can  also  lead  to  protective  immunity 
(14).  In  reexamining  this  approach,  results  will  be 
presented  to  confirm  those  findings. 

Materials  and  Methods 


A.  Preparation  of  antigens  for  active  immunization. 

1.  F.  hepática  antigen. 

Bovine  livers  infected  with  Fasciola  hepática  were 
collected  at  a local  abattoir.  The  worms  were  'extracted, 
washed  in  0.85  percent  NaCl  followed  by  distilled  water 
and  homogenized  in  a Ten  Broeck  tisaie  grinder  at  4 C, 
shell  frozen  and  lyophilized.  The  freeze-dried  worm  homo- 
genate was  the  stock  antigen. 

2.  Preparation  of  antigens  for  immunization. 

a)  F.  hepática  adult  worm  extract  (FhWWE)  was  pre- 
pared at  a concentrationoflOmgm  dry  weightpermlin  0.01  M 
phosphate  buffered  saline  (PBS),  pH  7.0.  An  emulsion  of 
this  antigen  was  prepared  with  an  equal  volume  of  Freund’s 
complete  (FCA)  or  incomplete  (FIA)  adjuvant.  Outbred 
CF-1  mice  or  golden  hamsters  were  each  inoculated  three 
times  a week  for  three  weeks  with  0.2  ml  of  the  emulsion 
each  time.  Thus  each  experimental  animal  received  a total 
of  9 mgm  of  FhWWE  during  the  course  of  the  immunization. 

b)  A partially  purified  extract  of  FhWWE  was  pre- 
pared by  molecular  sieve  chromatography  using  a 1.5  x 100 
cm  glass  column  with  Sephadex  G 200  equilibrated  in  PBS. 
The  first  peak  eluted  with  the  Vo  as  has  been  repeatedly 
demonstrated  with  Blue  Dextran  2000.  Collecting  5 ml 
fractions  this  peak  eluted  in  5 tubes.  The  first  ascendmg 
tube  was  discarded,  collecting  only  the  peak  and  the  follow- 
ing three  tubes  descending  from  the  peak.  The  concentration 
of  the  pooled  antigens  of  peak  1 was  expressed  in  terms 
of  optical  density  at  280  nm  and  corresponded  to  1.5  O.D. 
Since  some  antigens  which  cross-react  with  S.  mansoni  adult 
worms  are  found  in  this  peak,  it  has  been  designated  Fhg^. 
Only  mice  were  immunized  with  this  antigen  and  the  proce- 
dure followed  was  similar  to  FhWWE. 

c)  Bovine  serum  albumin  (BSA)  was  prepared  at  a 
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TABLE  I 

EFFECT  OF  FASCIOLA  HEPATICA  ADULT  WORM  ANTIGEN  OR  BOVINE  SERUM 
ALBUMIN  IN  PROTECTING  MICE  AGAINST  A CHALLENGE  EXPOSURE  OF  27 
SCHISTOSOMA  MANSONI  CERCARIAE 


Antigen 

No.  of  Mice 

Average  Worm  Burden 

Standard  Deviation 

Percent  Reduction 

None 

36 

12.2 

5.9 

— 

FhWWE 

39 

8.6 

5.6 

30 

Fhsn, 

18 

7.4 

4.6 

39 

BSA 

27 

10.7 

4.3 

12 

FhWWE  ■ Fasciola  hepática  whole  worm  extract 

Fhg^  - FhWWE  peak  I eluted  from  Sephadex  G-200  column 

BSA  - Bovine  Serum  albumin 


concentration  of  1 mgm  in  PBS  and  used  as  outlined  above. 

B.  Preparation  of  serum  samples  for  passive  immunization. 

Blood  was  obtained  by  cardiac  puncture  from  normal 

mice  or  mice  infected  with  S.  mansoni  for  9,  13,  16,  or  21 
weeks.  Blood  was  pooled  by  group  and  the  serum  collected 
and  frozen  until  used.  Each  group  had  serum  from  8-10 
mice.  The  infected  mice  at  9 weeks  post-exposure  had  an 
average  of  11  S.  mansoni  worms;  the  other  infeeted  mouse 
groups  averaged  5-7  worms. 

C.  Challenge  infections  with  S.  mansoni. 

1 1.  Active  immunization 

Mice  were  exposed  to  approximately  27-30  S.  mansoni 
cercariae  by  tail  immersion  one  week  following  inoculation 
with  FhWWE,  Fhg^,  or  BSA.  Additional  mice  of  the  same 
age  were  used  as  unimmunized  controls.  All  mice  were  killed 
and  autopsied  in  order  to  obtain  worm  burdens  6 weeks  later. 

Hamsters  were  exposed  to  S.  mansoni  cercariae  through 
their  cheek  pouches  under  Nembutal  anesthesia  one  week  after 
the  final  immunization.  The  exposures  were  done  with  either 
49  or  59  cercariae  and  the  hamsters  were  autopsied  6 weeks 
later. 

2.  Passive  immunization 

Mice  were  passively  immunized  by  iiyection  into  the 
tail  vein  with  0.5  ml  mouse  serum  and  0.1  ml  Evans  Blue 
(0.01  percent)  in  PBS.  The  Evans  Blue  was  helpful  in  ensuring 
that  the  serum  was  in  fact  being  iryected  into  the  vein.  Each 
mouse  received  either  normal  mouse  serum  or  serum  from  mice 
infected  with  S.  mansoni  for  9,  13,  16,  or  21  weeks.  One  day 


later  the  mice  were  challenged  with  30  eereariae  of  S.  mansoni 
by  tail  immersion. 

Results 

A.  Active  Immunization. 

When  mice  are  immunized  with  FhWWE,  Fhg^,  or 
BSA,  as  outlined  in  the  previous  section,  they  produce 
precipitating  antibodies  to  the  antigens  as  detected  by 
conventional  Ouchterlony  double  diffusion  techniques. 
These  antibodies  are  present  in  the  circulation  of  these 
mice  at  the  time  they  are  challenged  with  S.  mansoni 
cercariae.  The  normal  mouse  group  (control)  had  no 
precipitins  in  the  serum  to  the  antigens  used  in  the 
immunizing  schedule.  Furthermore,  mice  immunized 
with  BSA  reacted  with  FhWWE  indicating  the  possible 
presence  of  BSA  contaminants  in  the  F.  hepática  anti- 
gen preparations. 

The  results  of  worm  burdens  obtained  of  the  differ- 
ent immunized  groups  and  controls  of  the  experiments 
with  mice  are  summarized  in  Table  I.  The  results 
represent  several  experiments.  As  can  be  seen,  FhWWE 
and  Ehg^  induced  a partial  protection  in  mice  to 
challenge  with  S.  mansoni  cercariae.  Mice  inoculated 
with  the  crude  extract  (FhWWE)  had  a 30  percent 
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TABLE  II 

EFFECT  OF  FASCIOLA  HEPATICA  ADULT  WORM  ANTIGEN  OR  BOVINE  SERUM 
ALBUMIN  IN  PROTECTING  HAMSTERS  AGAINST  A CHALLENGE  EXPOSURE 
OF  SCHISTOSOMA  MANSONI  CERCARIAE 


Antigen 

No.  of  Hamsters 

No.  of  Cercariae 

Average  Wonn 
Burden 

Standard 

Deviation 

Percent 

Reduction 

FhWWE 

6 

49 

13.5 

4.8 

27 

BSA 

10 

49 

18.4 

6.2 

FhWWE 

9 

59 

15 

15.8 

14 

BSA 

9 

59 

17.5 

9.2 

TABLE  III 

PASSIVE  TRANSFER  OF  NORMAL  AND  IMMUNE  SERUM  TO  MICE  ONE  DAY  PRIOR 

TO  EXPOSURE  TO  SCHISTOSOMA  MANSONI 

Immune  Semm 
(weeks  of  infection) 

No.  Recipients 
(0.5  ml  each) 

Average  Worm 

Burden 

Standard 

Deviation 

Pereent 

Reduction 

0 

6 

7.2 

± 4.4 

0 

9 

5 

10 

± 2.7 

-39 

13 

6 

3.8 

± 2.7 

47 

16 

5 

3.4 

± 1.3 

53 

21 

5 

4.4 

± 2.7 

39 

reduction  in  worm  burden.  Those  inoculated  with  the 
partially  purified  extract  had  a 39  percent 

reduction  in  worm  burden.  A Students  “t”  test  showed 
the  differences  between  the  immunized  mice,  as  com- 
pared to  controls,  to  be  highly  significant  (p  less  than 
0.005).  BSA  was  used  as  an  additional  control  to  de- 
tect the  activity  of  an  antigen  which  apparently  con- 
taminates FhWWE  and,  in  addition,  to  test  the  effect 
of  the  Freund’s  adjuvant.  Here  the  reduction  in 
worm  burden  was  only  12  percent  and  a Students 
“t”  test  show  the  differences  with  the  normal  controls 
to  be  not  significant  (p  less  than  0.2  but  greater 
than  0.1). 

Studies  with  hamsters  are  summarized  in  Table  11. 


In  this  case  the  results  appear  less  conclusive  but  in 
both  studies  the  hamsters  immunized  with  FhWWE 
had  smaller  worm  burdens  that  those  immunized  with 
BSA.  In  one  instance  mice  immunized  with  FhWWE 
had  a 27  percent  reduction  of  worm  burden  over  BSA. 
In  another  instance  the  reduction  was  a less  impressive 
14  percent. 

B.  Passive  Immunization. 

The  recent  success  of  Sher,  et  al,  to  passively  im- 
munize mice  with  serum  from  S.  mansoni-infected 
mice,  (14)  made  us  re-assess  this  method  of  immuniza- 
tion. Serum  was  obtained  from  mice  which  were 
exposed  to  27  cercariae,  bled,  and  autopsied  to  deter- 
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mine  womi  burdens  at  various  time  periods  after  initial 
exposure.  Sufficient  donor  mice  were  bled  at  each 
time  period  such  that  5 or  6 normal  recipient  mice 
could  receive  0.5  ml  serum  each  one  day  prior  to 
challenge  exposure.  These  passively  immunized  mice 
were  then  challenged  with  30  cercariae  of  S.  mansoni 
by  tail  immersion. 

The  results  of  those  studies  are  summarized  in 
Table  III.  As  can  be  seen,  mice  receiving  serum  from 
animals  infected  for  13,  16,  and  21  weeks  had  a reduc- 
tion of  47,  53,  and  39  percent  in  their  worm  burdens 
as  compared  to  those  receiving  normal  serum.  Thus 
some  component  in  the  serum  of  the  donor  mice  was 
inducing  protection  in  the  recipient. 

Interestingly,  serum  from  mice  infected  for  9 weeks, 
when  passively  transferred  to  normal  recipients,  seemed 
to  induce  an  effect  whereby  more  worms  developed. 

Discussion 

The  results  clearly  demonstrate  that  immunization 
of  mice  with  crude  extracts  of  F.  hepática  adult  worms 
induces  a state  of  partial  immunity  to  challenge  exposure 
with  S.  mansoni  cercariae.  Preliminary  studies  show 
that  molecular  sieve  chromatography  with  Sephadex 
G-200  separates  FhWWE  into  at  least  5 major  peaks, 
and  that  the  first  peak  eluted  contains  most  of  the 
antigens  which  cross-react  with  an  antiserum  of  5. 
mansoni  (Diaz  and  Hillyer,  in  preparation).  Thus  one 
would  expect  that  the  antigens  obtained  from  this 
peak,  denominated  Fhg^^,  would  also  induce  protection 
against  a challenge  exposure  with  S.  mansoni.  This, 
indeed,  is  what  we  observed  (Table  I).  BSA  was  used 
as  an  additional  control  to  determine  what  a non- 
specific “adjuvant”  effect  would  do.  A slight  (12 
percent)  reduction  of  worms  was  observed  when  BSA 
was  used  as  antigen  but  the  difference  was  not  statis- 
tically different  from  the  controls. 

Results  with  a small  number  of  hamsters  show  that 
those  immunized  with  FhWWE  have  reduced  levels  of 
S.  mansoni  adult  worms  than  those  immunized  with 
BSA.  We  do  not  know  whether  FhWWE  and  BSA  have 
a nonspecific  adjuvant  effect  which  activates  the  im- 
mune system  in  such  a manner  that  it  increases 
protective  immunity  to  challenge  with  schistosomes. 
If  FhWWE  is  a nonspecific  adjuvant,  however,  it 
appears  to  be  a better  one  than  BSA. 

Another  possibility  involves  the  association  of  T 
(“helper”)  lymphocytes  in  the  synthesis  of  protective 
antibody  by  hone-marrow-derived  B lymphocytes.  Thus 


common  antigenic  determinants  (haptens)  between  F, 
hepática  and  S.  mansoni  adult  worms  could  stimulate 
T cells  which  then  interact  with  B cells  to  produce 
antibody  reactive  with  both  species  of  parasites.  Re- 
cent work  has  shown  that  when  a mouse  is  immunized 
with  an  antigen,  two  types  of  “helper”  T cells  are 
found.  The  first  T cell  helps  B cells  respond  to  a hapten 
coupled  to  the  original  immunizing  antigen,  presumably 
through  the  participation  of  antigen-specific  T cell 
factors.  The  second  T cell,  when  stimulated  with  the 
antigen  helps  B cell  respond  to  a second,  different, 
antigen,  through  the  production  of  a non-antigen- 
specific  factor  (15).  We  do  not  know  at  what  stage 
of  the  infection  the  FhWWE-immunized  mice  are  kil- 
ling the  worms.  If  killing  occurs  “early”  in  the  infection, 
prior  to  when  the  mouse  could  normally  produce 
antibodies  to  S.  mansoni  (16),  one  could  postulate 
non-specific  T cell  helper  activity.  If  it  occurs  near 
the  time  period  when  worms  mature,  one  could 
postulate  a specific  anamnestic  response  due  to  com- 
mon antigenic  determinants  between  F.  hepática  and 
S.  mansoni  adult  worms.  In  this  case,  specific  T 
cell  helper  activity  would  be  expected.  Perhaps  by 
using  these  nonspecific  T cells  we  can  achieve  immune 
responses  not  accessible  by  other  means. 

The  preliminary  results  on  passive  transfer  confirm 
the  work  of  Sher,  et  al.  Their  work  is  truly  a milestone 
in  that  a component  in  serum,  when  transferred  intra- 
venously into  recipient  mice  one  day  prior  to  infection, 
protects  them  against  the  challenge.  Many  workers, 
not  using  intravenous  injection,  failed  in  this  attempt. 
Phillips,  et  al,  have  also  been  able  to  repeat  this  work 
in  rats.  A slight  increase  in  worm  burden  was  observed 
when  the  donor  serum  was  obtained  from  rats  with 
young  (3-4  weeks)  infections  (17),  similar  to  what  we 
have  observed  in  mice  at  9 weeks. 

The  results  reported  in  this  paper,  as  well  as  those 
cited  herein,  demonstrated  a recent  change  in  our 
understanding  of  schistosome  immunity.  If  cross- 
reacting antigens  of  Fasciola  with  Schistosoma  do, 
in  fact,  actively  immunize  hosts  against  challenge  with 
S.  mansoni  one  could  predict  similar  results  against 
S.  japonicum  or  S.  haematobium,  assuming  these  also 
cross-react  with  Fasciola.  Furthermore,  one  would 
expect  serum  from  F.  hepática  infected  donors  to 
similarly  protect  by  passive  transfer.  Finally,  the  con- 
verse, i.  e.  protection  of  Fasciola  by  antigens  of 
Schistosoma,  should  be  investigated.  Work  in  these 
areas  is  currently  in  progress. 
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Summary 

Active  immunization  of  mice  with  extracts  of  Fas- 
ciola hepática  adult  worms  results  in  protection  of 
these  mice  against  a challenge  infection  with  Schisto- 
soma mansoni.  Many  of  these  antigens  from  F.  hepáti- 
ca cross-react  with  an  antiserum  prepared  against  S. 
mansoni  adult  worms.  Serum  from  mice  infected 
with  S.  mansoni  for  13  weeks  or  later,  when  passively 
transferred  intravenously  to  normal  mice  one  day  be- 
fore challenge  with  S.  mansoni  also  results  in  protective 
immunity. 

Resumen 

Inmunización  activa  de  arrieros  con  extractos  gusa- 
nos de  Fasciola  hepática  los  protege  en  contra  de 
una  infección  de  Schistosoma  mansoni.  Muchos  de  estos 
antígenos  que  inducen  esta  protección  reaccionan  con 
un  antisuero  preparado  con  gusanos  adultso  de  S. 
mansoni  indicando  semejanzas  de  los  mosaicos  antigé- 
nicos  de  ambos  parásitos.  Suero  de  arrieros  infectados 
con  S.  mansoni  por  13  semanas  o más,  al  ser  inoculados 
en  recipientes  normales  24  horas  antes  de  infección 
con  S.  mansoni,  los  protege  en  contra  de  esa  infección. 
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Important  Note:  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent Intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  Is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia) ; dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  Intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  Is  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty. 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications.  Children  14  years  or  less; 
senile  patients,  history  or  symptoms  of  G I in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias, 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition Itself  IS  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  evep  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug.  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS, 
adrenals,  and  G.l  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tienfs  weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G I.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (ail  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy.  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information 
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DISCURSO  AL  TOMAR  POSESION  DE  LA 
PRESIDENCIA  DE  LA  ASOCIACION 
MEDICA  DE  PUERTO  RICO 


Luis  A.  Viñas  Sorba,  M.D. 


Después  del  Juramento  que  acabo  de  hacer,  al  di- 
rigirme a ustedes  por  primera  vez  siento  una  mez- 
cla de  emociones  pero  en  particular  el  sentimiento  de 
responsabilidad  hacia  las  difíciles  obligaciones  que  el 
puesto  de  Presidente  conlleva.  Agradezco  profunda- 
mente la  confianza  depositada  en  mi  persona  y les 
aseguro  que  durante  los  próximos  doce  meses  dirigiré 
todas  mis  energías  hacia  nuestra  Asociación  y a través 
de  ella  hacia  la  clase  médica  y la  comunidad  puerto- 
rriqueña y los  problemas  que  suijan  en  nuestro  campo. 
Para  bregar  con  éstos,  cuento  con  la  ayuda  directa 
de  la  Junta  de  Directores  que  ha  sido  designada  y con 
la  de  cada  uno  de  nuestros  socios. 

La  Asociación  Médica 

Vivimos  una  época  en  la  cual  nuestra  profesión 
médica  más  que  nunca  debe  estar  unida.  Hoy  se 
aplican  a cabalidad  las  palabras  que  nuestro  fundador, 
Dr.  Manuel  Quevedo  Báez,  dijo  allá  en  el  año  1902: 

“Es  firme  el  propósito  de  constituir  un  núcleo 
de  médicos  que  funde  y de  vida  a la  Asociación 
Médica  Puertorriqueña.  Para  ello  necesitamos  hom- 
bres de  voluntad,  de  pensamiento  decidido  y sin- 
ceramente devotos  a esta  idea". 

Durante  toda  su  existencia  nuestra  Asociación  ha 
dirigido  sus  esfuerzos  hacia  el  mejoramiento  de  los 
servicios  médico-hospitalarios  de  los  puertorriqueños 
y la  defensa  de  los  principios  y postulados  de  la  pro- 
fesión médica.  Ha  estado  presta,  siempre,  a elevar  su 
voz  en  defensa  de  la  salud  de  este  pueblo  y de  los 
compañeros  de  profesión. 

En  éste  mi  primer  mensaje  mencionaré  varios  temas 
que  considero  de  actualidad  y de  suma  importancia 
para  nuestro  pueblo,  nuestra  Asociación  y para  la  pro- 
fesión médica  del  país  en  general. 

Mayor  Participación 

Con  el  propósito  de  movilizar  más  compañeros  en 
las  arduas  labores  de  la  Asociación  y en  particular  para 
dar  una  mayor  participación  a nuestras  Sociedades  de 
Distrito,  se  ha  creado  un  Comité  Especial  para  que 


revise  en  su  totalidad  nuestro  Reglamento  interno  y 
recomiende  los  cambios  necesarios.  Nuestro  Reglamen- 
to debe  estar  más  a tono  con  las  necesidades  individua- 
les de  los  puntales  básicos  de  nuestra  Asociación  que 
son  nuestros  socios  y nuestras  Sociedades  de  Distrito. 
Esperamos  que  con  sus  nuevas  disposiciones  podamos 
conseguir  una  Asociación  más  enérgica,  dinámica  y 
unida. 

Educación  Médica  Continuada 

La  Ley  que  regula  la  Práctica  de  la  Medicina  en  Puer- 
to Rico  contempla  que  los  médicos  renueven  sus  licen- 
cias cada  cuatro  años.  Muchos  opositores  de  nuestra 
profesión  desean  que  seamos  re-certificados  y ha  pasado 
por  la  mente  de  demagogos  y políticos  que  debemos 
ser  re-examinados  para  ello.  Más  no  se  piensa  que  se 
re-examinen  otros  profesionales,  tan  solo  nosotros, 
los  médicos.  Se  dice  que  el  propósito  detrás  de  todo 
esto  es  que  mantengamos  al  día  nuestros  conocimientos. 

Hasta  el  presente  la  profesión  médica  se  ha  manteni- 
do al  día  por  propia  iniciativa,  bien  sea  estudiando 
individualmente  o tomando  cursos  post-graduados  di- 
señados con  teorías  y técnicas  modernas.  Por  la  natu- 
raleza misma  de  su  campo  profesional  y la  responsabi- 
lidad hacia  sus  pacientes,  nuestros  médicos  han  estudia- 
do a veces  a costa  de  sacrificios,  teniendo  en  ocasiones 
hasta  que  salir  del  país  buscando  cursos  post-graduados 
acreditados  que  debido  a su  contenido  no  han  abundado 
en  la  Isla.  Tenemos  la  obligación  moral  y profesional 
de  mantener  nuestros  conocimientos  al  máximo  posible 
dentro  de  nuestras  respectivas  especialidades. 

Confiamos  en  este  año  poder  ofrecer  a toda  la  pro- 
fesión médica  del  país  un  programa  Integrado  de  Educa- 
ción Médica  Continuada  satisfactorio  a la  mayoría. 
Para  ello  contamos  con  nuestro  Consejo  de  Educación 
Médica,  Sociedades  de  Distrito  y Secciones  de  Especiali- 
dades. A las  entidades  hospitalarias  gubernamentales 
y no  gubernamentales  seguiremos  brindando  nuestros 
servicios  y esperamos  su  cooperación.  Hacia  la  acción 
en  la  Educación  Médica  Continuada  encauzaremos  nues- 
tros esfuerzos  en  toda  la  Isla. 
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Escuela  de  Medicina  de  la  UPR 

La  Escuela  de  Medicina  de  la  Universidad  de  Puerto 
Rico  cumplió  este  año  su  Vigésimo  Quinto  Aniversario. 
Durante  ese  período  de  tiempo,  empezando  de  la  nada, 
se  ha  convertido  en  una  institución  de  probada  exce- 
lencia y de  primera  categoría.  Nuestra  más  sincera 
felicitación  a la  institución  y a todos  aquellos  que  pasan- 
do por  múltiples  dificultades  no  desmayaron  hasta  lle- 
varla al  sitial  en  que  se  encuentra.  Esperamos  que  el 
alto  nivel  alcanzado  se  mantenga  y al  propio  tiempo 
se  evite  el  implantar  en  contra  del  sentir  de  la  Facultad, 
nuevas  propuestas  o programas  que  afecten  el  curso 
nonnal  de  la  Institución.  Nuestra  Escuela  no  debe 
arriesgarse  en  programas  experimentales  y de  dudosa 
eficacia. 

Nuevas  Escuelas  de  Medicina 

Deseo  reconocer  y respaldar  todo  esfuerzo  de  grupos 
de  la  comunidad  que  han  hecho  gestiones  con  el  pro- 
pósito de  establecer  Escuelas  de  Medicina  en  áreas  fuera 
de  San  Juan  tales  como  Ponce,  Mayagüez  y Arecibo. 

Debemos  y tenemos  que  lograr  que  el  puertorriqueño 
se  eduque  en  su  tierra.  Debe  ser  frustrante  para  un  jo- 
ven con  las  cualificaciones  académicas  necesarias  el 
fijarse  la  meta  de  ser  médico  y no  poderlo  conseguir 
por  no  existir  en  su  país  las  facilidades  suficientes 
para  ello. 

En  los  últimos  años  algunos  países  han  establecido 
nuevas  Escuelas  de  Medicina  que  como  es  natural, 
no  están  a la  altura  de  las  ya  experimentadas.  Algunas 
de  estas  nuevas  Escuelas  han  sido  criticadas  pública- 
mente. Sin  embargo,  con  la  crítica  no  se  consigue 
nada,  tan  sólo  animosidad  contra  nuestros  compatriotas 
en  las  mismas.  Deberíamos  estar  agradecidos  a quienes 
ofrecen  a nuestra  juventud  la  educación  que  buscan. 
Aplaudo  el  sacrificio  de  esos  padres,  y el  esfuerzo 
de  esos  estudiantes  que  abandonan  su  país  y su  familia 
con  el  único  propósito  de  adquirir  una  profesión  tan 
noble  como  la  nuestra  para  servir  mejor  a nuestro  pueblo 
a su  regreso. 

Se  ha  dado  la  noticia  de  que  existe  bastante  posibili- 
dad de  establecer  una  segunda  Escuela  de  Medicina  en 
la  Universidad  Católica  de  Ponce.  Es  encomiable  la  ini- 
ciativa tomada  por  dicha  Universidad,  por  la  comunidad 
ponceña,  y en  particular  el  liderato  demostrado  por 
nuestros  colegas  de  la  Sociedad  Médica  del  Distrito 
Sur  de  la  Asociación  Médica  de  Puerto  Rico  al  ofrecer 
su  cooperación  y asesoramiento  en  este  tan  importante 


proyecto.  Les  exhorto  a seguir  cooperando  con  la  Uni- 
versidad Católica  para  el  logro  de  una  Escuela  de  prime- 
ra la  cual  de  lograrse  evitará  que  parte  de  nuestros 
estudiantes  tengan  que  trasladarse  a otros  países. 

Fondo  del  Seguro  del  Estado 

Existen  problemas  en  el  Fondo  del  Seguro  del 
Estado  debido  a deficiencias  en  la  Ley  en  lo  relacionado 
con  las  dietas  y compensaciones  de  algunos  obreros 
a los  cuales  en  caso  de  muerte,  estas  compensaciones 
no  son  pasadas  a sus  herederos  o dependientes.  Ha 
habido  numerosos  casos  resueltos  en  contra  de  depen- 
dientes por  no  contemplarse  esta  situación  en  la  Ley 
existente.  Nos  alegra  saber  que  se  presentó  el  P.  del 
S.  1295,  en  el  que  se  pide  que  se  enmiende  la  Ley 
cubriendo  esta  eventualidad.  Esperamos  que  estas 

enmiendas  sean  aprobadas  por  nuestra  legislatura. 

Hay  otros  aspectos  de  la  Ley  que  crea  el  Fondo 
del  Seguro  del  Estado  que  creemos  deben  ser  corregi- 
dos y someteremos  nuestros  comentarios  y recomen- 
daciones a nuestra  Legislatura  para  acción  correspon- 
diente. 

Ley  Federal  93-641 

Recientemente  se  aprobó  la  Ley  Federal  93-641 
conocida  también  como  “National  Health  Planning 
and  Resources  Development  Act”.  Esta  dispone  la 
creación  de  lo  que  se  conocerá  como  Agencias  de 
Sistemas  de  Salud  y cuya  responsabilidad  primaria 
será  proveer  una  planificación  efectiva  en  salud  den- 
tro de  su  área,  promover  el  desarrollo  de  servicios 
de  salud,  recursos  humanos  y facilidades  para  afrontar 
necesidades  identificadas,  reducir  ineficiencia  e im- 
plementar  los  planes  de  salud. 

Consideramos  que  la  Asociación  Médica  de  Puerto 
Rico  debe  jugar  un  rol  muy  importante  en  la  imple- 
mentación  de  esta  Ley.  Nos  proponemos  estar  muy 
al  tanto  de  la  fonna  cómo  se  implemente  y brindar 
nuestra  ayuda  y colaboración,  participando  activamen- 
te. 

Violaciones 

Las  violaciones  y ultraje  de  que  son  víctimas  mu- 
jeres y niñas  en  Puerto  Rico  han  aumentado  alarman- 
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temente. 

Como  puertorriqueños  y como  médicos  nos  preo- 
cupa esta  situación.  Por  ello  nos  proponemos  que  se 
implemente  en  nuestra  Isla  un  programa  que  le  brinde 
a estas  víctimas  ayuda  física  y mental. 

Necesitaremos,  y esperamos  obtener,  la  colaboración 
de  la  Comisión  para  el  Mejoramiento  de  la  Mujer,  que 
preside  la  Dra.  María  Teresa  Berio,  de  la  Asociación  de 
Mujeres  Médicos,  de  la  Policía  de  Puerto  Rico,  de  la 
Sección  de  Siquiatría  de  nuestra  Asociación  y de 
la  Asociación  de  Hospitales  de  Puerto  Rico. 

Malpractice 

El  pasado  martes  18  durante  la  Sesión  Inaugural 
de  esta  Convención  nuestro  Hon.  Gobernador  y el 
Dr.  Jaime  Olmo  se  expresaron  sobre  el  tema  de  los 
seguros  y las  demandas  de  responsabilidad  profesional 
médica. 

Siendo  éste  un  asunto  de  suma  importancia  para  la 
vida  misma  de  nuestra  profesión,  profundizaré  algo 
más. 

Tenemos  que  aceptar  que  existen  demandas  justi- 
ficadas y tienen  toda  razón  de  ser.  La  cantidad  de 
éstas  es  ínfima.  Hemos  visto  cómo  las  demandas  vi- 
ciosas y mal  intencionadas  y en  particular  las  recla- 
maciones tremendamente  exageradas,  fuera  de  toda 
realidad,  están  afectando  la  buena  práctica  de  la  me- 
dicina. Como  dijera  el  Sr.  Gobernador  ...  “El  médico 
no  puede  estar  pensando  a la  vez  en  salvar  una  vida 
y salvar  su  responsabilidad  civil”. 

Es  con  pena  que  nos  bemos  enterado  que  algunos 
compañeros  se  han  visto  forzados  a cambiar  a especia- 
lidades de  menos  riesgos  como  consecuencia  directa 
de  estas  demandas.  Esperamos  no  llegue  el  día  en  que 
se  perjudique  el  servicio  al  pueblo  por  culpa  de  aquellos 
que  hasta  ahora  están  siendo  mal  aconsejados  y se  han 
convertido  en  los  responsables  directos  de  esta  situación. 

En  el  año  1972  el  Colegio  de  Abogados  y la  Asocia- 
ción Médica  trabajaron  juntos  con  el  propósito  de  crear 
un  Panel  de  Arbitraje  constituido  por  médicos  y aboga- 
dos para  bregar  con  estos  casos  antes  de  llegar  a las 
Cortes.  Es  una  pena  que  súbitamente  el  Colegio  per- 
diera el  interés  y no  se  concluyera  el  trabajo,  pues  quizás 
no  tendríamos  hoy  la  amenaza  de  los  problemas  que  se 
avecinan.  Esperamos  que  cuando  llegue  el  momento, 
el  Colegio  de  Abogados  ofrezca  su  contribución  para 
crear  una  legislación  que  haga  justicia  a las  dos  partes. 

Nos  complace  mucho  que  la  Oficina  del  Comisionado 


de  Seguros  haya  estudiado  este  problema  tratando  de 
evitar  que  la  situación  llegue  aquí  al  nivel  de  crisis  que 
ha  llegado  en  algunos  de  los  Estados  Continentales. 
Hemos  recibido  el  Proyecto  de  Ley  que  prepararon 
y el  que  estudiaremos  exhaustivamente. 

El  Hon.  Gobernador  en  su  mensaje  durante  la  Sesión 
Inaugural  nos  invitó  a que  designásemos  una  Comisión 
de  cinco  personas  que  conjuntamente  con  otras  que  él 
designaría  le  formulasen  recomendaciones  que  pueda 
llevar  a la  consideración  de  la  Asamblea  Legislativa 
el  próximo  año  a fin  de  resolver  este  serio  problema. 

Siendo  éste  un  asunto  de  suma  importancia  y urgen- 
cia, deseo  comunicarles  que  he  procedido  a designar 
la  Comisión  que  nos  representará.  Los  compañeros 
seleccionados  son  personas  que  gozan  de  toda  nuestra 
confianza  y conocedoras  de  este  campo.  Sus  nombres 
son:  Alfred  L.  Axtmayer,  Amaury  Capella,  Carlos 

Davis,  Carlos  Key  y José  M.  Torres  Gómez. 

La  legislación  que  finalmente  se  apruebe  debe  ser 
una  pieza  realista  que  proteja  hasta  el  máximo  los 
derechos  del  demandante  al  igual  que  los  del  demanda- 
do. Debemos  controlar  la  demanda  viciosa  y exagerada. 
No  se  debe  pretender  privar  a nadie  de  lo  que  justa- 
mente se  merece,  pero  tampoco  podemos  permitir  que 
se  abuse  y se  manche  el  buen  nombre  de  un  médico 
viciosamente. 

Seguro  de  Salud  Universal 

Cuando  comenzaron  los  estudios  de  la  Comisión 
del  llamado  Seguro  de  Salud  Universal,  la  Asociación 
Médica  se  comprometió  públicamente  que  prepararía 
estudios  concienzudos  y confiables  sobre  los  trabajos 
de  aquella,  y que  presentaría  soluciones  para  mejorar 
el  sistema  de  salud  actual.  Hemos  estudiado  a fondo  el 
trabajo  de  la  Comisión,  al  igual  que  sus  proyectos. 
Estamos  satisfechos  de  la  labor  que  nuestra  Asociación 
ha  realizado.  En  las  áreas  en  que  nuestros  conocimien- 
tos no  fueron  suficientes,  como  las  áreas  legales  y eco- 
nómicas, se  contrató  la  ayuda  de  expertos;  algunos 
de  estos  trabajos  ya  nos  fueron  entregados,  otros  lo 
serán  pronto. 

Actualmente  la  Comisión  Especial  del  Senado,  desig- 
nada para  analizar  el  estudio  realizado  por  la  Comisión, 
está  celebrando  vistas  públicas.  Pronto  será  nuestro 
turno.  En  esa  ocasión  demostraremos  que  la  Comisión 
presidida  por  el  señor  Aponte  no  realizó  un  verdadero 
análisis  y estudio  en  las  deficiencias  y problemas  con 
que  nos  confrontamos;  que  sus  estudios  están  llenos 
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de  inexactitudes,  parece  que  con  el  único  propósito 
de  respaldar  la  tesis  de  que  hay  que  cambiar  nuestro 
actual  sistema  de  salud. 

No  creemos  necesario  adoptar  sistemas  extraños 
a nuestro  pueblo  y a nuestra  forma  de  vida,  los  cuales 
donde  se  han  implantado  han  llevado  a los  Gobiernos 
al  borde  de  la  bancarrota.  Este  sistema  nuestro,  que 
la  Comisión  del  Seguro  de  Salud  Universal  desea  cambiar 
en  su  totalidad,  nos  ha  servido  bien. 

Nuestro  progreso  en  salud  ha  sido  obvio.  Se  puede 
palpar  con  facilidad  al  considerar  nuestro  alto  prome- 
dio de  vida,  o la  manera  que  hemos  bajado  la  mortali- 
dad infantil.  Estas  cifras  sobrepasan  las  de  muchos 
países  desarrollados.  Estos  adelantos  los  hemos  con- 
seguido con  ese  sistema  de  salud  que  algunos  se  em- 
peñan en  decir  que  debe  cambiarse  en  su  totalidad. 

No  podemos  negar  que  estos  adelantos  y el  progre- 
so económico,  indudablemente  nos  han  traído  nuevas 
situaciones,  como  las  enfermedades  crónicas,  típicas 
de  los  envejecientes,  al  igual  que  la  patología  relacio- 
nada con  la  industrialización.  En  Puerto  Rico  existe 
el  personal,  la  inteligencia  y los  conocimientos  téc- 
nicos necesarios  para  bregar  con  estos  problemas,  pero 
para  ello  tenemos  que  aunar  esfuerzos  todos  los  que 
formamos  parte  de  las  disciplinas  del  campo  de  la 
salud.  Tenemos  que  laborar  y dialogar  juntos,  pero 
más  que  nada  tenemos  que  ser  honrados  y con  la  ver- 
dad no  forzar  ideas  preconcebidas  en  el  diálogo. 
Todas  las  partes  deben  actuar  y trabajar  con  autocrítica 
y responsabilidad  para  poder  identificar  las  áreas  de- 
ficientes y mejorarlas. 

Creemos  firmemente  que  se  debe  nombrar  un  grupo 
de  trabajo  representativo  de  las  distintas  áreas  de 
nuestra  comunidad:  El  Gobierno,  los  consumidores, 
la  Asociación  Médica,  y todas  las  demás  partes  relacio- 
nadas con  la  salud.  Este  grupo  estudiaría  todo  el  sis- 
tema de  salud  actual  con  ánimo  de  mejorarle.  Sería 
un  grave  error  repetir  lo  que  otros  han  hecho,  y en 
particular  el  error  cometido  por  la  Comisión  presidida 
por  el  señor  Aponte,  o sea,  decidir  primero  lo  que  se 
recomendaría  y en  este  caso  fue  nada  menos  que  cambiar 
el  sistema  actual  de  salud  en  su  totalidad  y luego  de- 
dicar meses  a preparar  un  estudio  que  respaldase  la  reco- 
mendación. Señores,  empezaron  la  casa  por  el  tejado. 

Una  vez  identificadas  y estudiadas  las  áreas  deficien- 
tes, las  enmiendas  a recomendarse  deberán  basarse  en 
nuestras  realidades,  nuestra  idiosincrasia,  nuestra  fonna 
democrática  de  vida.  No  hay  necesidad  de  importar 
sistemas  extraños.  Debe  buscarse,  dicho  en  pocas 


palabras,  una  solución  factible,  de  acuerdo  con  nuestras 
realidades  sociales  y económicas. 

Nuestra  Posición 

Compañeros,  por  su  historial  la  Asociación  Médica 
de  Puerto  Rico  ha  demostrado  que  siempre  ha  estado 
legítimamente  interesada  en  buscarle  soluciones  a nues- 
tros problemas  de  salud.  Sin  embargo,  nuestra  profesión 
en  los  últimos  años  ha  sido  vilmente  atacada  por  varios 
sectores  de  nuestra  comunidad.  Hemos  sido  injustamen- 
te criticados.  Los  enemigos  de  la  profesión  médica 
se  han  cebado  en  nuestra  Asociación.  Se  preguntarán 
quiénes  son  esos  enemigos.  Los  tenemos  dentro  y fuera 
de  nuestro  seno.  Sí,  dentro.  Es  aquel  pequeño  grupo 
de  compañeros  cuyo  egoísmo  es  tal  que  no  les  importa 
el  daño  que  causan  a toda  nuestra  profesión  con  sus 
actuaciones.  ¿Los  de  afuera?  , son  muchos  los  que 
aprovechan  las  actuaciones  aisladas  de  algunos  com- 
pañeros generalizándolas  para  su  propio  provecho.  To- 
dos hemos  leído  u oído  en  alguna  ocasión  acusaciones 
contra  nuestra  profesión  por  lo  malo  que  pueda  suceder 
en  el  país  en  todo  lo  relacionado  con  salud.  Que  suben 
los  costos  de  los  sei^vicios  hospitalarios,  se  distorsiona 
la  verdad  y se  dice  que  son  los  servicios  médicos.  Que 
no  funciona  como  debiera  una  facilidad  de  salud  por 
problemas  administrativos  o de  presupuesto,  se  dice 
que  la  culpa  es  de  los  servicios  médicos  y así  podríamos 
seguir. 

Da  la  impresión  que  todo  esto  es  un  plan  premedita- 
do para  desacreditar  a nuestra  Asociación  y a la  profe- 
sión médica  en  general  ante  la  opinión  pública  del  país. 

A pesar  de  ello,  y como  la  Asociación  no  tiene 
hachas  que  amolar  contra  nadie  en  particular,  no  per- 
tenece a ningún  partido  político,  sólo  se  preocupa 
por  la  salud  del  pueblo,  deseamos  seguir  aportando 
a la  salud  y el  .¿nestar  de  los  puertorriqueños,  y hoy, 
nuevamente,  nos  ponemos  incondicionalmente  a las 
órdenes  de  nuestro  pueblo  y nuestro  Gobierno  para 
que  nos  utilice  en  la  búsqueda  de  soluciones  realistas 
que  redunden  en  beneficio  de  la  salud  de  la  comunidad 
puertorriqueña.  Sin  embargo,  deseo  aclarar  que  ofrecer 
nuestra  ayuda  incondicional  no  significa  claudicar  en 
nuestros  principios  y nuestros  ideales.  Los  problemas 
de  salud  de  Puerto  Rico  hay  que  enfocarlos  con  objeti- 
vidad, dedicación  y generosidad,  y nadie  puede  pre- 
tender resolverlos  sólo.  Ni  siquiera  el  Gobierno  con 
todos  sus  recursos. 
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NOTICIAS 


FROM  THE  AMERICAN  COLLEGE  OF  RADIOLOGY  NEWS- 

CHICAGO—  A new  policy  limiting  the  use  of  thermo- 
graphy in  the  detection  of  breast  cancer  has  been  established 
by  the  American  College  of  Radiology  and  the  American 
Thermographic  Society. 

At  its  recent  meeting,  the  ACR  Board  of  Chancellors 
joined  with  the  American  Thermographic  Society  in  approving 
the  new  position  that  thermography  is  a complementary 
diagnostic  tool  that  may  be  useful  in  the  evaluation  of  breast 
disease  when  combined  with  both  physical  examination  under 
the  supervision  of  a qualified  physician  and  mammography 
by  a trained  radiologist. 

For  more  information  on  this  poUcy,  contact  the  chair- 
man of  the  ACR  Committee,  Richard  G.  Lester,  M.D.,  Duke 
University  Medical  Center,  Box  3808,  Durham,  N.  C.  27710. 


HEW  NEWS; 

Beginning  January  1,  1976,  the  maximum  amount  of  earnings 
in  a year  that  count  for  social  security  will  automatically 
increase  to  $15,300,  up  from  this  year’s  maximum  of  $14,100, 
James  B.  CardweU,  Commissioner  of  Social  Security,  aimounced 
today. 

Also  in  1976,  the  maximum  amount  that  a beneficiary 
car  earn  and  still  get  aU  his  social  security  checks  will  increase 
to  $2,760  in  a year  under  the  same  automatic  increase  provisions 
of  the  law.  Commissioner  Cardwell  said.  The  1975  figure 
is  $2,520. 

People  who  earn  more  than  $2,760  in  1976  may  still  get 
some  social  security  benefits,  but  every  two  dollars  they 
earn  above  $2,760  may  cause  a reduction  of  one  dollar 
in  their  social  security  benefits  for  the  year.  No  matter 
how  much  they  earn  in  1976,  they  can  get  their  fuU  benefit 
for  any  month  in  which  they  do  not  earn  more  than  $230 
in  wages  (up  from  $210  in  1975)  and  do  not  perform 
substantial  services  in  self-employment. 

The  Commissioner  noted  that  these  increases  are  deter- 
mined on  the  basis  of  a formula  in  the  law  which  automatically 
produces  a result  based  on  reported  statistics. 

“The  formula  is  designed  to  keep  both  the  contribution 
and  benefit  base,  and  the  retirement  test  exempt  amount, 
up  to  date  as  average  wage  levels  rise  throughout  the  Nation,” 
Commissioner  Cardwell  said.  “Under  the  law,  these  automatie 
inereases  can  take  effect  only  after  a year  in  which  there 
has  been  an  automatic  increase  in  soeial  security  benefits.” 


This  requirement  was  met  by  an  8 percent  automatic  increase 
in  benefits  that  took  effect  earlier  this  year. 

The  contribution  and  benefit  base  is  the  maximum  amount 
of  earnings  in  a year  that  are  creditable  toward  social  security 
benefits  and  are  taxable  under  soeial  security.  The  new  base 
of  $15,300  wUl  provide  additional  income  to  the  social 
security  program  without  increasing  the  taxes  of  workers 
who  earn  $14,100  or  less  in  a year,  the  Commissioner  said. 

He  noted  that  the  social  security  tax  rate,  now  at  5.85 
percent  of  taxable  earnings  for  employees  and  employers 
each,  and  7.9  percent  of  taxable  earnings  for  self-employed 
people,  will  remain  unchanged  in  1976. 

The  increase  in  taxes  payable  on  1976  earnings  for  workers 
who  earn  more  than  $14,100  will  range  up  to  a maximum 
of  $70.20  each  for  a wage  earner  and  his  employer,  and  $94.80 
for  a self-employed  person.  The  maximum  social  security 
tax  a wage  earner  will  pay  in  1976  wUl  be  $895.05,  and  a 
self-employed  persons,  $1,208.70. 


FROM  AMA  NEWSLETTER: 

AN  INVESTIGATION  OF  BRITAIN'S  NATIONAL  HEALTH 
SERVICE  was  ordered  last  week  by  Prime  Minister  Harold 
Wilson.  He  told  the  House  of  Commons  he  was  creating  a 
royal  commission  “to  consider,  in  the  interest  of  both  the 
patients  and  of  those  who  work  in  the  NHS,  the  best  use 
and  management  of  financial  and  manpower  resources.”  WU- 
son  acknowledged  that  the  NHS,  which  has  been  strongly 
criticized  by  the  profession  in  recent  weeks,  mi^t  need  an 
overhaul.  Junior  hospital  physieians  have  staged  temporary 
work  stoppages  throughout  the  country  to  protest  pay  and 
overtime  conditions.  Medical  leaders  have  been  at  odds  with 
the  minister  of  health,  who  is  attempting  to  rule  out  private 
practiee  in  the  system. 

THE  HEALTH  SERVICE  IS  UNDER  SEVERE  PRESSURE 
from  economic  conditions  in  Britain,  Wilson  said.  “The 
situation  has  been  accentuated  by  the  upheaval  of  a m^or 
administrative  reorganization,  by  the  unrest  which  followed 
from  the  service’s  employees  falling  behind  in  pay,  and 
above  aU,  perhaps,  by  the  pressure  of  rising  expectations 
as  medical  science  advances  and  new  and  higher  stan- 
dards of  care  and  service  become  attainable.”  A New 
York  Times  reporter  in  London  said  the  crisis  was  caused 

by  “the  plain  fact that  the  service  is  not  meeting  the 

expectations  of  the  founders  or  the  people  it  is  supposed 
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to  serve.” 

m HIS  STATEMENT  WILSON  SAID  THE  GOVERNMENT 
is  “committed  to  the  maintenance  of  private  practice,” 
but  he  also  said  the  government  was  committed  to  the 
abolition  of  private-practice  beds  in  NHS  hospitala  Me- 
dical leaders  have  said  the  aboUtion  of  “pay  beds”  would 
hurt  the  health  system  because  many  physicians  would 
leave  the  country  or  devote  aU  their  time  to  private 
pa  tienta 


Auspiciado  por  el  Hospital  Municipal  de  San  Juan  y 
la  Universidad  de  Georgetown  se  efectuará  del  12  al  15 
de  mayo  de  1976  en  el  Hotel  Caribe  Hilton  de  San  Juan. 
Participarán  figuras  intemacionalmente  reconocidas  en  la  Ne- 
frología.  Los  temas  a discutirse  incluyen;  Glomerulopatias, 
Tubulopatías,  Infecciones  Urinarias,  Hipertensión,  Hormonas 
y el  Riñón,  y Fallo  Renal.  Se  ha  sohcitado  acreditación 
para  el  Programa  de  Educación  Médica  Continuada,  Catego- 
ría I,  A.M.A.  Para  información  escribir  a:  Dr.  José  F. 
Pascual,  Apartado  3342,  San  Juan,  P.  R.  00904. 


A.G  R_ADE_C_LMÍEN_TQ_ 

En  este  año  a punto  de  terminar,  la  Junta  Editora  desea  expresar  su  más  profundo 
agradecimiento  a todos  los  patrocinadores  del  Boletín  de  la  AMPR,  quienes  con  su 
apoyo,  permiten  nuestra  labor  y el  logro  de  nuestros  objetivos. 

La  Junta  Editora  desea  expresar  igualmente  su  agradecimiento  a todos  los  compañeros 
médicos  que  durante  el  año  que  termina  nos  han  brindado  su  desinteresada  ayuda  y cola- 
boración en  la  evaluación  de  los  artículos  que  se  nos  han  sometido.  La  ayuda  brindada 
por  estos  compañeros  ha  permitido  una  revista  de  actualidad  que  refleje  la  calidad  de  la 
medicina  puertorriqueña. 

Para  todos,  nuestro  más  profundo  agradecimiento. 
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-A  NUESTROS  PATROCINADORES 


En  este  año  a punto  de  terminar,  la  Junta  Editora  desea  expresar  su  agradecimiento  a nuestros 
patrocinadores  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico,  quienes  con  su  apoyo,  permiten 
nuestra  labor  y el  logro  de  nuestros  objetivos.  Son  éstos  proveer  un  medio  para  la  publicación  de 
artículos  científicos  de  nuestros  médicos,  informar  a nuestros  lectores  de  problemas  médicos  de 
importancia,  proporcionar  vías  de  comunicación  para  expresar  puntos  de  vista;  tanto  oficiales  como 
de  índole  personal,  estimular  liderato  médico  para  la  solución  de  nuestros  problemas;  en  fin,  lograr 
una  revista  de  actualidad  que  refleje  la  calidad  de  la  medicina  Puertorriqueña. 

Agradecemos  la  ayuda  y apoyo  de  nuestros  patrocinadores. 
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advertising  in  the  Boletín  de  la  Asociación  Médica  de  Puerto  Rico,  whose  support  permits  the  ful- 
fillment of  our  objectives.  These  are  to  provide  the  medium  for  publication  of  scientific  articles 
by  our  physicians,  to  keep  our  readers  informed  of  diverse  medical  problems  of  importance,  to 
provide  communication  means  for  the  expression  of  different  points  of  view,  to  stimulate  medical 
leadership  for  the  solution  of  our  problems,  in  short,  to  produce  a journal  which  will  reflect  the 
quality  of  Puerto  Rican  medicine. 
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PERFORMANCE 

rrSAMATTEROF 

RECORD: 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  piease  consuit 
compiete  product  information,  a summary 
of  which  foiiows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  slates. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab. 
lished  clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  10  mg  t.i.d.  or  q./.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxideHCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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LDRIUM  ^ 


chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


IN  PAINFUL 

ACUTE 

CYSTITIS* 

*nonobstructed; 
due  to  susceptible 
organisms 


WHLE  YOU  EUMMATE 
THE  PATHOGENS 

FOR  THE  PAIN 

□ Early  relief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

FOR THE PATHOGENS 

□ Effective  control  of  susceptible  pathogens 

such  as  E.  coH,  Klebsiella- Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and,  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacterial  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q.i.d.]  then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  considered. 


[50  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coli,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic 
and  clinical  response.  Add  aminobenzoic  acid 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
fonamides. Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/100  ml  is 
considered  optimal  for  serious  infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  in  pregnancy  has  not  been 
established.  Teratogenicity  potential  has  not 
been  thoroughly  investigated.  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  Indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  to 
3 days.  If  pain  persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion. 

How  Supplied:  Tablets,  each  containing  0 5 Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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